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I. Overview
This study was commissioned by the Missouri Department of Social Services,
MO HealthNet Division and was jointly sponsored by the Missouri Association of Health
Plans. The purpose of the study is to compare the success of the MO HealthNet
Managed Care organizations (MCOs) and the MO HealthNet Fee-for-Service (FFS)
Program in meeting goals established for measures on access to care and quality of
care consistent with the MO HealthNet Division’s guiding principles:









All participants must have a medical home;
Attention to the wellness of the individual (i.e. education);
Chronic care management;
Appropriate setting at the right cost;
Emphasis on the individual person;
Evidence based guidelines for improved quality; and
Encourage participant responsibility to ensure wellness.

While a cost-effectiveness analysis is not included in this report, it is clear that states like
Missouri have entered into managed care because of the potential to contain costs. By
limiting the rate of program cost increases, managed care can provide state policy
makers with an alternative to cuts in provider reimbursement, covered services and
participant eligibility in tough economic times.
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II. EXECUTIVE SUMMARY
As part of the introduction to Medicaid and managed care, the report provides
background on policies and trends from both a national and a local perspective.
We describe the experience in surrounding states as a basis for comparison with
Missouri managed care. After briefly describing the history of the managed care program
in Missouri, the report discusses key data elements used in the comparison of access
and quality in the fee-for-service and managed care delivery systems in Missouri,
including:
HEDIS and HEDIS-like measures;
Birth Trends and Outcomes;
Access to care as measured by Provider to Participant ratios; and
EPSDT Data, including a small area analysis of those counties that recently
transitioned from fee-for-service to managed care.
Conclusions and Recommendations
1. We did not observe any significant difference in access to or quality of care
between fee-for-service and managed care. Managed care performed better on
Birth Outcomes and Provider Access. Fee-for-service did better on Well-Child
Screenings and Prenatal Care. However, in all cases the differences were very
slight with no clear advantage for either of the delivery systems.
2. MO HealthNet developed several HEDIS-like measures specifically for the
comparisons in this report. They should be encouraged to continue to refine a
HEDIS-like methodology to measure performance in fee-for-service.
3. We observed a difference in the timing of the entry of pregnant women into
prenatal care between managed care and fee-for-service. MO HealthNet should
re-evaluate existing policies on eligibility and enrollment to try and facilitate first
trimester prenatal care for low-income pregnant women.
4. Immunization rates for children in both fee-for-service and managed care are
significantly below the national average. MO HealthNet should consider
measures and strategies to improve immunization rates for Medicaid children.
5. We did observe that a slightly lower percentage of children who received an
EPSDT screen in managed care were referred on for corrective treatment than
was the case in fee-for-service. Additional analysis is warranted to determine the
validity of that observed difference.
6. MO HealthNet has a robust provider network in both fee-for-service and
managed care. Analysis of the providers in fee-for-service indicated that a large
proportion of those enrolled providers restrict their patient panels. Mo HealthNet
should conduct a comparable analysis of the level of participation by providers in
managed care.
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III. DEFINITIONS
Capitation payment means a payment a State agency makes periodically to a
contractor on behalf of each participant enrolled under a contract for the provision
of medical services under the State plan. The State agency makes the payment
regardless of whether the particular participant receives services during the period
covered by the payment (42CFR438.2). Capitation payments are generally made
on a per member per month (pmpm) basis.
CMS stands for the Centers for Medicare & Medicaid Services, the office within the
U.S. Department of Health and Human Services which is responsible for the
administration of the Medicare (Title XVIII of the Social Security Act), Medicaid
(Title XIX of the Social Security Act), and the Children’s Health Insurance Program
(CHIP – Title XXI of the Social Security Act). The office within CMS that is
responsible for the administration of the Medicaid program is the Center for
Medicaid and State Operations (CMSO).
Disease Management is a system of anticipatory guidance and patient monitoring
(either in person or telephonically) which is designed to increase patient
compliance with treatment regimens and improve health outcomes for populations
with chronic illnesses (hypertension, diabetes, etc.). These programs may be
offered to Medicaid participants on a non-risk basis, either as an independent
contract under fee-for-service (FFS) or as a subcontract to a managed care
organization.
Early and Periodic Screening Diagnosis and Treatment (EPSDT) is a required
service under the Medicaid State plan to provide early and periodic screening and
diagnosis of eligible Medicaid participants under the age of 21 to ascertain physical
and mental defects and to provide treatment to correct or ameliorate defects and
chronic conditions found (42CFR441.50).
Fee-For-Service (FFS) is a method for the administration of the Medicaid program
where provider participation is open to all providers who meet state requirements,
providers are reimbursed based on the volume of services provided, and decisions
about policy, coverage and the rate of reimbursement are made by the staff of the
Single State Agency for the administration of the Medicaid program. FFS programs
may contract for administrative function such as claims processing or disease
management. However, these contracts are typically not on an at-risk basis.
HEDIS is the Healthcare Effectiveness Data and Information Set, a series of
performance metrics designed by the National Committee on Quality Assurance
(NCQA) to measure the quality of healthcare delivery in a managed care
environment.
Managed Care is a system of healthcare delivery where some portion of the
administrative activities associated with the management of the scope of covered
benefits is contracted to an entity outside of the Single State agency.
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These contracts can take the form of a:
Comprehensive at-risk contract as in the case of a contract with a managed care
organization;
Non-risk, where the contractor is not at financial risk for changes in utilization or for
the costs incurred under the contract. These contract services are typically
provided by an Administrative Services Organization (ASO). In Missouri, the best
example of this option is the contract for the management for the Chronic Care
Improvement Program (CCIP).
A Primary Care Case Management program where a physician, a nurse
practitioner, or other primary care provider agrees to provide Primary Care Case
Management (PCCM) services, which includes the location, coordination, and
monitoring of primary health care services for Medicaid participants. PCCM
providers generally are reimbursed a fixed amount per member per month (pmpm)
for the participants who enroll with them. PCCM providers generally are not at
financial risk, although some states do place a portion of their pmpm fee at-risk.
These definitions are pursuant to Title 42 of the Code of Federal Regulations (CFR),
Section 438.2.
Medicaid State Plan is the document that describes the covered populations, the
covered services, any limitations on those services, and the reimbursement
methodology for those services. The State Plan in Missouri is maintained by
MO HealthNet. Amendments to the Plan are submitted to CMS for approval. CMS
approval is required in order for the state to receive federal reimbursement under
the Medicaid plan.
MO HealthNet is the division within the Missouri Department of Social Services
that runs the Missouri Medicaid program. The Department of Social Services is the
Single State Agency for the administration of the Missouri Medicaid program,
including both managed care and FFS.
Waivers are submitted to CMS seeking federal approval to waive one or more of
the requirements specified in the Social Security Act for the administration of the
Medicaid program. In Medicaid managed care, these waivers most commonly take
the form of either:
o
o

A waiver of the requirements under section 1915(b) of the Social Security Act
regarding client freedom of choice, statewidedness and comparability, or
A research and demonstration waiver under section 1115 of the Social Security
Act. These waivers can extend beyond comparability and freedom of choice to
include eligibility waivers to cover non-categorical populations in the Medicaid
program.
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IV. INTRODUCTION
A) NATIONAL TRENDS AND POPULATIONS ENROLLED IN MANAGED CARE
Medicaid provided health and long-term care coverage to approximately 47 million low
income Americans in 2008. Medicaid serves a variety of groups that represent a unique
set of healthcare needs. For example, women and children require primarily reproductive
care and preventative healthcare while the aged, blind and disabled (ABD) populations
are more likely to need long-term care and treatment for chronic diseases. All states
must provide Medicaid coverage to the following eligibility groups:
AFDC-eligible individuals as of July 16, 1996;
Poverty-related groups: states are required to provide coverage for pregnant
women and children based on family income and resources;
Social Security Income participants;
Recipients of foster care and adoption assistance under Title IV-E of the Social
Security Act; and,
Certain Medicare participants.
Traditionally, Medicaid has been provided in a FFS delivery system. Under the traditional
FFS delivery system in which provider payments are made for each unit of service
delivered, providers could have an economic incentive to provide more services, which
may contribute to rising Medicaid costs. Many states began to turn to managed care for
their Medicaid program with the goal, then and today, to stabilize costs and gain budget
predictability by making payments on a predetermined, per-member-per-month (PMPM)
basis and to provide a more accountable, coordinated system of care for participants,
with an emphasis on preventive and primary care services.
During the 1990s states expanded managed care coverage considerably. In 1991, less
than 10 percent of Medicaid enrollees were covered under managed care plans. This
number grew to approximately 70.9 percent by 2008. Managed care may take a variety
of forms including:
Non-risk contracts with an Administrative Service Organization (ASO) or a
Health Insuring Organization (HIO) that provides comprehensive health care
services;
At-risk contracts with a Managed Care Organization (MCO) that contracts on a
prepaid capitated risk basis to provide a comprehensive set of services.
Primary Care Case Management (PCCM) where the state contracts directly with
primary care providers who agree to be responsible for the provision and/or
coordination of medical services to Medicaid participants under their care.
Currently, most PCCM programs pay the primary care physician a monthly case
management fee in addition to reimbursing services on a FFS basis.
Medicaid program waivers play a significant role in the delivery of services. Waivers
allow states to test new approaches to benefit design and service delivery for segments
of their Medicaid population. Section 1915(b) ―Freedom of Choice‖ waivers are used by
states to waive the requirement that services be available statewide (so that managed
care could be implemented in specific regions versus an entire state) and that
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participants have a choice among all Medicaid providers. The waivers are used to create
areas of mandatory enrollment in managed care or create a ―carve out‖ delivery system
for specialty care (such as behavioral health).
Section 1115 Research and Demonstration Projects provide additional flexibility to test
benefit package and service delivery innovations. This authority has been used to
implement managed care demonstrations.
By 1998 nearly all states had at least one such waiver for some population subgroups or
regions. Thirty-one states and DC currently use a 1915(b) waiver to implement
mandatory managed care in part of the state or for certain categories or participants and
nineteen states have active Section 1115 waiversi.
Managed care programs are continually evolving in scope and complexity. Based on a
survey of states conducted by the National Academy for State Health Policy, states are
most likely to serve families and children in managed care and mandate enrollment of
these populations. Recently, as costs continue to increase for care provided to the ABD
population, states have begun enrolling more ABD populations into managed care.
According to a 2009 Kaiser Family Foundation Medicaid program overview, children,
parents, and pregnant women make up three-quarters of the Medicaid population but
account for just 30 percent of Medicaid spending on services. The ABD population
makes up one-quarter of the Medicaid population but account for about 70% percentii of
program spending.
The challenge of controlling costs and delivering comprehensive services to high-needs
populations has deterred some states from mandatory enrollment for these populations
in risk-based plans. The Balanced Budget Act of 1997 (BBA) added both client
protections and increased Medicaid options to allow states to continue expanding
managed care to higher risk populations. One major change was the establishment of
specific requirements for state rate-setting that will ensure that all managed care
capitation rates are actuarially sound. It eliminated the outdated regulatory ceiling on
what states may pay managed care plans which was based on an extrapolation of the
payments made to providers in the base FFS program. This is a particularly important
provision as more state Medicaid programs include people with chronic illnesses and
disabilities in managed care, now there is an assurance that the plans can receive the
funding required to pay for the care needed. Previously, Medicaid MCOs could not
impose cost-sharing or co-payments on enrollees. Now, under the authority of the BBA,
MCOs may apply co-payments and cost-sharing to enrollees in the same manner
allowed in FFS. Managed care and FFS delivery of Medicaid require the same service
package with the exception of carve-out services which may be covered under FFS in a
managed care environment. All Medicaid participants are entitled to the same minimum
set of services described in the state plan.
In addition, states are increasingly providing long-term care services in a managed care
environment. In addition to providing traditional long-term care services such as home
health, personal care and institutional services, states have begun providing nontraditional services via a managed care delivery system.

i

Center for Medicare and Medicaid Services. www.cms.hhs.gov
Medicaid: A Primer. Key Information on the Nation’s Health Program for Low-Income People.
www.kff.org.
ii
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To achieve this, some states utilize 1915(b) and 1915(c) waivers to limit both freedom of
choice and provide home and community-based services while others including Arizona,
Hawaii and Tennessee have utilized an 1115 waiver to bring managed care to long-term
care participants.
B) MEDICAID GOALS AND STANDARDS: MANAGED CARE AND FFS
In many states as in Missouri, managed care refers to the healthcare program delivered
via MCOs that contract with the state on a prepaid capitated risk basis to provide a
comprehensive set of services. The participant is provided a choice of MCO via an
independent enrollment broker and then relies on the MCO to coordinate care and make
referrals for treatment with a provider who contracts with the entity.
The term FFS refers to the healthcare program delivered by Medicaid participating
providers who are paid directly by the state at a rate set by the state within federal
guidelines. The state pays each provider for services provided to a participant. In
essence, there is a one-to-one match between payments and the quantity and type of
service actually provided.
Under FFS participants can seek services from any Medicaid participating provider. The
two approaches for delivering services differ in important ways across several key
aspects including:
Choice of providers for participants;
How much professional management and coordination of medical care is
provided;
Which entity has direct oversight responsibility for service delivery;
How the state pays providers for services; and,
Assuring access to and quality of care.
There are several requirements in federal statute to assure access to and quality of care
under both the Medicaid FFS and managed care delivery systems. Examples of such
assurances include the following:
Services must be delivered in a manner consistent with the simplicity of
administration and in the best interest of the participants (Section 1902(a)(19));
States must assure that payments are consistent with efficiency, economy, and
quality of care and are sufficient to enlist enough providers so that care is
available at least to the same extent that such services are available to the
general population in the geographic area (Section 1902(a)(30)(A)); and,
A medical evaluation and a written plan of care is required for certain people and
services (Section 1902(a)(26)).
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FFS
Under the FFS delivery system, the Single State Agency deals directly with all Medicaid
participating providers statewide, in terms of both medical care policies and payment
methods as well as rates specific to different types of providers. The State must abide by
the terms and conditions in the Social Security Act Section 1902A.
Managed Care
When enrolled in a Medicaid managed care system, participants choose a primary plan.
These plans provide care coordination and management. Comprehensive plans like
MCOs make available a broad range of preventative, primary and acute care services.
Under managed care, oversight responsibility is shared among the Single State Agency,
the managed care plans and the plan providers. The Single State Agency has direct
oversight of its contracted managed care plans and establishes payment rates for these
entities as well as the parameters governing the amount duration and scope of benefits
covered in these contracts. The MCOs establish standards dictated by the state for
medical care and referral policies; and determine payment methods and rates for plan
providers. Under managed care, the focus of administrative activities such as client
grievances and provider appeals shifts from direct contact with the state to customer
service and provider relations divisions within the managed care plan. However, final
authority for the program continues to reside with the state.
In managed care the contracted organization or entity is accountable for improving the
well-being of the patient. Customer service and care management functions provided by
the MCO, should contribute to improved patient involvement and better health outcomes.
These functions provide an opportunity to improve the quality of care being furnished.
The flip side to the argument is also well known—in managed care, there is the potential
for "underservice" and poor quality if plans try to maximize short-term profits by not
delivering appropriate contracted care to participants.
Quality
The goal of quality initiatives are to develop mechanisms to measure quality and to hold
plans accountable for quality improvement and outcomes. In managed care, there are
many ways to achieve these goals. The first approach is to use utilization data or
encounter data to address "inputs" into how care is delivered. Most current performance
measures are "process measures." Process measures can include clinical interventions
(tests, medications, procedures, surgery) and administrative activities which are believed
to lead to favorable patient outcomes. While this approach has limitations, encounter
data and process measures provide significant insight into the quality of care. States are
evaluating the process of readiness reviews for managed care contracts in order to
identify potential problems with a plan's ability to meet contracting requirements before
approving the contracts.
Increasingly, data systems are designed to facilitate cross-plan comparison of
enrollments, disenrollments, appeals processing, complaints, quality and fiscal
soundness in order to identify aberrant patterns that warrant investigation. The
importance of consistent and conscientious quality monitoring and contract
accountability cannot be overemphasized.
The Balanced Budget Act of 1997 required states with at-risk Medicaid managed care
programs to contract with an External Quality Review Organization (EQRO) to provide
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an external, third party review of medical decisions for Medicaid managed care
programs. This mechanism provides an additional measure to ensure that quality care
delivery is not compromised in an at-risk contractual arrangement.
Measures to monitor and improve the quality and delivery of healthcare also exist in
FFS. For example, MOHealthNet collects and reports EPSDT data on well-child
screenings for both the managed care and the FFS populations. States routinely collect
peer group data on provider billing as part of their Medicaid Management Information
Systems (MMIS) to review utilization and detect potential fraud and abuse. In many
states FFS providers participate in pay for performance incentive programs to improve
client access and the quality of service delivery, just as they do under managed care.
The main difference between FFS and managed care is the ability to hold accountable
an entire network of health care providers where that network has accepted financial
risk. The state has the option to define the terms and conditions for that accountability in
the contract with the MCOs in terms of access and quality. For example, in Missouri the
MCO receives financial incentives for achieving an 80 percent rate for EPSDT
screenings, conversely the MCO is penalized financially if they do not meet this
contractually required benchmark.

10
A Comparative Analysis of Managed Care and Fee-for-Service in Missouri

V. MISSOURI’S MANAGED CARE DELIVERY SYSTEM
Missouri has been bringing the managed care option to its citizens since 1995 to
targeted participant groups. The program was designed through a collaborative process
that included feedback from the providers, consumers and MCO communities, state of
Missouri government agencies and CMS. The goal of the MO HealthNet managed care
program is to improve the accessibility and quality of health care services for eligible
populations, while reducing the costs of providing that care.
Covered Populations
In State Fiscal Year 2007 the average monthly enrollment in Missouri Medicaid included
233,523 families. Those families comprised an average monthly total of 83,706 parents
and guardians and 450,853 childreniii total. The majority of covered adults in families
with children are women.
Approximately 420,000 Missourians were enrolled in one of the contracted managed
care plans in September 2009iv. Effective September 1, 1995, the state of Missouri
introduced a new health care delivery program called MC+ Managed Care to serve
participants that meet specified eligibility criteria. Now known as the MO HealthNet
managed care program, the program is required to provide the same benefits as
identified by the state plan for adults and all medically necessary services for children
under the age of 21. Other services previously not covered under MO HealthNet may be
provided to participants if the MCO determines it is a suitable, appropriate and cost
effective approach to providing a covered service. See the Appendix for enrollment
totals in Fee-For-Service and Managed Care.
Currently, children and adults in 54 Missouri counties along the I-70 corridor receive
Medicaid covered services through the MO HealthNet Managed Care Program. The
participants who are eligible for inclusion are divided into three groups:
Parents/Caretaker, Children, Pregnant Women, and Refugees;
Other MO HealthNet Children who are in the care and custody of the state of
Missouri and Receiving Adoption Subsidy Assistance; and,
State Children's Insurance Program (SCHIP) children.
Children in the care and custody of Children's Division (the state’s child welfare division)
are part of a ―carve-out‖ and receive all mental health services on a FFS basis when
provided by a MO HealthNet enrolled mental health provider. Physical, occupational and
speech therapy services that are provided for children as identified in an Individual
Education Plan or Individual Family Support Plan are provided on a FFS basis when
provided by a MO HealthNet enrolled provider.
Participation in MO HealthNet managed care is mandatory for certain eligibility groups
within the regions in operation.

iii
iv

Missouri Medicaid Basics. Missouri Foundation for Health. www.mffh.org
Missouri Medicaid Basics. Missouri Foundation for Health. www.mffh.org
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An exception exists for MO HealthNet populations that have Medicaid eligibility if they:
Receive SSI disability payments,
Meet the SSI disability definition defined by Missouri, or
Receive adoption subsidy benefits.
These eligibles may choose either FFS or managed care.
MO HealthNet managed care eligibles are given 15 calendar days from the time of their
eligibility determination to select a MO HealthNet managed care MCO. The authorized
representative of children in the care and custody of the State of Missouri have 90
calendar days to choose a MO HealthNet Managed Care MCO. All participants of a
family are encouraged to select the same MO HealthNet managed care MCO but it is
not mandatory. If a MO HealthNet MCO is not chosen, one is automatically assigned.
Phased Implementation
The Eastern Region was implemented September 1, 1995, and included the following
counties: Franklin, Jefferson, St. Charles, St. Louis, and St. Louis City. On December 1,
2000, five new counties were added to the region: Lincoln, St Francois, Ste. Genevieve,
Warren, and Washington. On January 1, 2008, the following three counties were added
to the MO HealthNet Eastern Managed Care region: Madison, Perry and Pike. The
MCOs serving the Eastern Region include: Harmony, Healthcare USA, and Molina
Healthcare, Inc.
The Central Region was implemented March 1, 1996, and included the following
counties: Chariton, Randolph, Monroe, Saline, Howard, Boone, Audrain, Pettis, Cooper,
Moniteau, Cole, Callaway, Montgomery, Morgan, Camden, Miller, Osage and
Gasconade. On January 1, 2008, the following ten counties were added to the MO
HealthNet Central Managed Care region: Benton, Laclede, Linn, Macon, Maries, Marion,
Phelps, Pulaski, Ralls, and Shelby. The MCOs serving the Central Region include:
Healthcare USA, Molina Healthcare of Missouri, Inc., and Missouri Care.
Western Region was implemented January 1, 1997, and included the following counties:
Jackson, Platte, Clay, Ray, Lafayette, Johnson and Cass. In February 1999, the service
area was expanded to include Henry and St. Clair counties. On January 1, 2008, the
following four counties were added to the MO HealthNet Western Managed Care region:
Bates, Cedar, Polk and Vernon. The MCOs serving the Western Region include: Blue
Advantage Plus, Children’s Mercy, Family Health Partners, and Molina Healthcare, Inc.
Blue-Advantage Plus does not provide services in Bates, Cedar, Polk, or Vernon
counties.
On November 8, 2007 Molina Healthcare of Missouri acquired Mercy Care Plus.
Effective October 1, 2008, Mercy Care Plus’s name changed to Molina Healthcare of
Missouri.
Contract Standards
Each MCO that contracts with the state is bound by contract to perform certain functions
in addition to meeting the healthcare needs of participants according to both federal and
state standards. In addition to services covered under the Missouri State Plan as
described in section VI, each MCO has the flexibility to offer additional benefits to its
participants that contribute to the
health and well-being of those who
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participate in these sometimes innovative programs.
The MCOs report to the state on these programs throughout the year to allow the state
to monitor the health trends of participants and gather information about participant
needs in coming years.
In addition to services covered under the State Plan, current plans offer:
Circumcisions (non-medically necessary);
Childbirth and breastfeeding classes;
Smoking cessation classes;
Cell phone program for high risk participants;
Adult physical therapy if medically indicated;
Guest pass and waived joining fee at YMCA;
Incentives for attending OB care appointments;
Home monitoring equipment to check blood pressure, weight, and blood sugar;
and,
Comprehensive obesity management programs.
MCOs have the additional flexibility to contract for services on a one-time basis with nonparticipating providers for special services as medically necessary. This is an advantage
that standard fee-for-service cannot provide. In fee-for-service, providers must enroll in
Medicaid, even on a limited basis, in order for the state to claim federal financial
participation (FFP) for the cost of the services provided.
The following access standards for managed care are covered in the MCOs contract
with the state:
A requirement that the MCO notify the state when any of their network providers
near capacity for accepting new participants;
Limits on the number of days a participant must wait to get an appointment with
certain providers;
Provisions that ensure each participant has a medical home;
A requirement that participants may reach the MCO for assistance 24-hours per
day; and,
Compliance with standards adopted by the State Department of Insurance,
Financial Institutions, and Professional Registration for the operation of
commercial Health Maintenance Organizations (HMOs) in Missouri (See
Appendix) as it relates to the proximity of available providers to the participant.
Disease Management
Disease Management contributes to increased awareness and preventative care for
participants with complex, debilitating and often expensive health conditions. Managed
care plans in Missouri are required by contract to offer disease management programs
that include education, preventative care and special coordination for participants with a
diagnosis of major depression and asthma. MCOs are required by contract to select an
additional disease state from the following: obesity, diabetes, hypertension, ADHD.
Requiring Disease Management programs in managed care contracts allows the state to
ensure that its most vulnerable citizens are receiving the coordination and care they
need through monitoring and management.
Customer Service
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MCOs in Missouri must operate all functions of the plan with customer service in mind.
Plans are responsible for surveying their customers to ensure they are receiving
services and providing coordination that meets contract standards and meets the needs
of the participant.
Missouri law requires all MCOs operating in the state to provide information regarding
quality of care, availability of care, member satisfaction, and member health status
annually to the Department of Health and Senior Services. In the 2007 Consumer Guide
to MC+ Managed Care in Missouri, 77.59 percent of all Medicaid managed care
participants rated their managed care plan highly, and 77.38 percent v indicated that they
did not have problems getting necessary care in a reasonable time.
The MCOs operate call centers that provide assistance to participants 24-hours a day
and can connect them to a nurse advice line as needed. MCOs are also required to have
a grievance and appeal system.
Quality and Performance Improvement Projects
Managed care plans in Missouri are required to report on HEDIS measures. This
facilitates comparison of plan performance measures and permits the State to hold plans
accountable for the quality of the care they provide. HEDIS measures have eight
components including: effectiveness of care; access/availability of care; satisfaction with
the experience of care; MCO stability; use of services; cost of care; informed health care
choices; and, MCO descriptive information.
In addition, MCOs must conduct performance improvement projects that are designed to
achieve, through ongoing measurements and intervention, significant improvement,
sustained over time, in clinical care and non-clinical care areas that are expected to
have a favorable effect on health outcomes and member satisfaction. The MCOs report
on the status and results of each performance improvement project to the State. The
present statewide performance improvement project is Adolescent Well-Care Visits
(AWC).
The standard methodology for performance improvement projects involves the following:
1)
2)
3)
4)

Measurement of performance using objective quality indicators.
Implementation of system interventions to achieve improvement in quality.
Evaluation of the effectiveness of the interventions.
Planning and initiation of activities for increasing or sustaining improvement over
time.
5) Completion of the performance improvement project in a reasonable time period
so as to generally allow information on the success of performance improvement
projects in the aggregate to produce new information on quality of care every year.
6) Performance measures and topics for performance improvement projects
specified by CMS in consultation with the state agency and other stakeholders.

v

Consumer Guide to MC + Managed Care 2007
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Coordination of Care
The coordination of care by the primary care provider is one of the most critical functions
performed by an MCO in the managed care environment. The contract with the State
requires the following:
(i) The MCO shall have written policies and procedures for all its primary care
provider activities required herein. At a minimum, these policies and procedures
must provide for: the linking of every member to a primary care provider; the
monitoring of primary care providers to ensure they are performing the duties
described below and are operating in compliance with MCO policies and
procedures, the use of specialists as primary care provider; and notification of
primary care providers of their assigned member(s) prior to the member’s
effective date with the primary care provider.
a) The primary care provider shall serve as the member's initial and most
important contact. As such, primary care provider responsibilities must
include at a minimum:
b) Maintaining continuity of each member's health care;
c) Making referrals for specialty care and other medically necessary services to
both in-network and out-of-network providers;
d) Working with MCO case managers in developing plans of care for
participants receiving case management services;
e) Conducting a behavioral health screen to determine whether the member
needs behavioral health services; and
f)

Maintaining a comprehensive current medical record for the member,
including documentation of all services provided to the member by the
primary care provider,

g) as well as any specialty or referral services, diagnostic reports, physical and
behavioral health screens, etcvi.

In addition, the current managed care contracts require comprehensive case
management for the following participants:
Pregnant mothers; and
Children with elevated blood lead levels
Participants who experience any of the following events must be evaluated for case
management:
Diagnosis of cancer;
Diagnosis of cardiac disease;
Diagnosis of chronic pain;
Diagnosis of hepatitis C;
Diagnosis of HIV/AIDS;
Children with Special Healthcare Needs;
vi

2009 MO Health Net Managed Care RFP
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Discharge from a hospital stay of more than 2 weeks;
Discharge from a hospital stay with medications that require prior approval;
Diagnosis of co-occurring behavioral health and substance abuse;
Diagnosis of any chronic or debilitating health condition including all required
disease management conditions; and,
Any child in foster care or receiving adoption subsidy
The MCO case management service focuses on enhancing and coordinating a
member’s care across an episode or continuum of care; obtaining and coordinating
services and resources needed by participants and their families with complex issues;
ensuring and facilitating the achievement of quality, clinical, and cost outcomes;
intervening at key points for individual participants; addressing and resolving patterns of
issues that have negative impact; and, creating opportunities and systems to enhance
outcomes. The case management requirements include qualifications for case
managers, frequency of contact with participants, screening and preventative services
and outcome standards.
Utilization Management
Under the terms and conditions of the 1915(b) waiver that allows MO HealthNet to waive
participant freedom of choice and requires Medicaid participants to enroll in an MCO, the
state also is allowed to waive comparability with the fee-for-service system. This allows
the MCOs to offer some expanded benefits, but it also gives them the freedom to go
beyond the pre-certification requirements for services that exist in fee-for-service. This
sophisticated approach to utilization management for inpatient hospital, surgical,
pharmacy, dental, and behavioral health services is a key component of cost control in
the risk-based contracts. Decisions that result in an adverse action for the participant
must still adhere to the state criteria for medical necessity and participants must have
recourse to the State’s Fair Hearings procedures as the ultimate arbiter of any disputes
about service coverage.
Provider Credentialing
The MO HealthNet MCOs enroll medical providers who meet the participation
requirements as established by the state. But in addition, MO HealthNet MCOs do
require additional measures to credential providers as part of a quality-based provider
network.
National Committee for Quality Assurance (NCQA) Accreditation
Each MCO providing care in Missouri to Medicaid participants is required to pursue and
achieve accreditation during the current contract period (2009-2012). Accreditation is an
important benchmark to insure quality service delivery according to national standards.
Accreditation evaluates not only the core systems and process that make up a MCO, but
also the actual results that the MCO achieves on key aspects of care, service and
efficiency. A rigorous survey process involves onsite and offsite evaluations conducted
by a survey team of physicians and managed care experts. The MCOs’ completion of
accreditation serves as a further assurance for the State and its participants of the
quality of care now available via managed care.
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VI. FFS DELIVERY SYSTEM
In Missouri, all individuals eligible under the Medical Assistance - ABD program
participate in the FFS system. Additionally, Medicaid participants eligible for MO
HealthNet that live in counties other than those designated as managed care counties
participate in the FFS system. Missouri uses a claims processing fiscal agent to pay for
services based on an established fee schedule.
The MO HealthNet FFS program operates much like the Medicaid FFS programs across
the nation that have traditionally been the backbone of the Medicaid program.
State Plan Covered Services
The State of Missouri operates under a Medicaid State Plan that incorporates all 71
requirements as described in section 1902(a) (10) of the Social Security Act. The MO
HealthNet Division administers services covered under the State Plan including all of the
mandatory Medicaid services covered services.
Inpatient hospital
Outpatient hospital
Lab and x-ray
Pediatric and family nurse practitioners
EPSDT
Family Planning
Physicians services
Medical and surgical services provided by a dentist
Home health services
Nurse midwife services
Pregnancy related services
60 days postpartum coverage
In addition, Missouri Medicaid provides the following optional State Plan services:
Podiatry services –limited coverage for adults
Optometry services
Psychologist services
Physical therapy, speech and occupational therapy services provided by a home
health agency – limited coverage for adults
Audiology services
Dental services – limited coverage for adults
Prescription drugs
Prosthetic devices
Dentures – limited coverage for adults
Eyeglasses
Mental health rehabilitation services
IMD services for participants over the age of 65
ICF/MR services
Inpatient psychiatric services for children under age 21
Personal care services
Targeted case management
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Primary care case management
Hospice care
Program of All-Inclusive Care for the Elderly (PACE)
Non-emergency medical transportation
Nursing facility services for participants under the age of 21
Critical care hospital servicesvii
Legal Framework
The requirements for provider participation and the limits and scope of coverage are
described in Title 13, Section 70 of the Code of State Regulations. The regulations
identify the standards for providers and the conditions for reimbursement and Medicaid
enrollment.
Provider Enrollment
MO HealthNet FFS benefits from a robust network of medical providers who have
enrolled according to the state regulatory requirements for Medicaid participation. Many
high volume providers (i.e. hospitals) participate in both delivery systems, especially in
those counties that lie on or near the current border between FFS and managed care
regions.
In fee-for-service, only those providers who complete the full enrollment process are
eligible to receive reimbursement from Medicaid. In managed care, the MCOs have the
flexibility to enter into single-case agreements with non-participating providers in order to
meet an immediate medical need for a participant that cannot be provided for within the
contracted provider network.
Medical Management
While it has become commonplace to hear discussions of ―unmanaged FFS‖ in Medicaid
as opposed to ―managed care‖, in fact that is false dichotomy. Given the fiscal pressures
that the states face today with the operation of their health care programs, Missouri like
many other states has attempted to borrow from the management practices in the
insurance market to make its FFS program more proactive in the area of medical
management. These practices range from the traditional (utilization review and precertification), to the non-traditional (Chronic Care improvement Program).
Medical Pre-certification
Medical pre-certification is a function performed by state staff in the Clinical Services
Unit at MO HealthNet to review requests from certain medical providers to ensure that
the services are provided according to state guidelines.
The following is a partial list of Medicaid covered services which require pre-certification.
Psychology and Behavioral Health services
Vision services
Durable medical equipment
Imaging such as MRI and Radiology
Pharmacy

vii
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Pre-certification is performed in-house by the Clinical Services Unit in MO HealthNet.
The clinical unit is composed of 40 full-time staff, including eight medical professionals
(one medical doctor, two doctors of pharmacy, two registered pharmacists, two
registered nurses, and one licensed practicing nurse).
Exception Process
In addition to these pre-certification reviews, the State of Missouri has adopted
regulations that allow the Department to entertain and process requests for other
services that either go beyond the limits of coverage or would cover services not
included under the Medicaid State Plan (see 13CSR70.2.100). These requests are
processed on an individual basis subject to the following conditions:
Standard Medicaid treatments and limits must have been tried and failed;
Third party liability must be exhausted;
There are no pharmacy contra-indications or off-label uses;
The procedure must be recognized in CPT-4;
Client must be Medicaid eligible;
Provider must be enrolled in Medicaid;
Request must be submitted at least 24 hours in advance;
Attending physician must approve the request; and,
The service must maintain life, avoid higher level of care and be cost-effective.
The MO HealthNet Division is supported in this exception review process through a
contract with Affiliated Computer Systems (ACS). ACS has implemented a system for
Cyber Access where providers can make certification requests online and check their
status.
Decisions about the disposition of these requests are made by the Division with
assistance from:
the Oregon Health Sciences Center for review of effective medical treatment;
the ECRI (Emergency Care Research Institute) Evidence Based Practice Center;
and,
The University of Missouri at Kansas City School of Pharmacy (UMKC).
Chronic Care Improvement Program (CCIP)
Just as MO HealthNet has incorporated many of the functions normally associated with
member services and case management in a managed care context, it also has
brought disease management into the FFS environment. The CCIP is an enhanced
primary care case management program provided by APS Healthcare. The CCIP began
enrolling participants in the early part of 2007 and currently serves approximately
150,000 participants.
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The goals of the program are to improve health status and decrease the complications of
disease for patients with:
Chronic Obstructive Pulmonary Disease (COPD);
Diabetes;
Cardiovascular Disease;
Gastro Esophageal Reflux Disease (GERD);
Asthma; and
Sickle Cell Disease
Providers and patients are supported primarily by telephone. In addition a select group
of Federally Qualified Health Centers in major cities house health coaches and nurse
managers to serve participants. As is the case for MCO participants, patients have
access to medical support 24 hours a day.
Providers are reimbursed when they connect to Cyber Access to monitor and update the
plan of care for their patients. Cyber Access also allows providers to prescribe drugs
electronically and request prior authorization. Cyber Access also includes a module with
recommendations for preferred treatment options for the targeted chronic conditions.
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VII. VIEW FROM SURROUNDING STATES
In order to understand the range of managed care options available to the State of
Missouri, it is instructive to briefly examine the Medicaid managed care experience in the
surrounding states.
The Indiana Medicaid Managed Care Programs
Like Missouri, Indiana is a large Midwestern state with a total population in 2008 of just
over 6 million. Demographic characteristics of the Indiana population are similar to those
in Missouri in terms of the percentage of the population under the age of eighteen (24.9
percent), the percentage of the non-white population (12 percent), the percentage of the
population who are high school graduates (82.1 percent), the percentage living below
the poverty level (12.3 percent).
Indiana differs from Missouri in that it has a more urban population with just over 169
persons per square mileviii.
Indiana historically followed a unique approach to its Medicaid program with very
restrictive eligibility but a very generous policy on covered services and provider rates.
However, with the federally mandated eligibility expansions in the 1980s, Medicaid
spending began to explode. Between 1988 and 2000, the covered population and the
total Medicaid budget more than doubled. Policymakers began to seek cost containment
measures, including a managed care approach for the family Medicaid groups.
In 1994, Indiana Medicaid began the statewide mandatory enrollment of the AFDC
population and poverty related coverage groups for children and pregnant women. The
initial 1915(b) waiver design included risk-based managed care contracts with MCOs in
the urban areas in the central (Indianapolis), northern, and southern regions.
Participants of the target population in the more rural counties around the state were
enrolled in Primary Care Case Management (PCCM). In Indiana, PCCM was an
alternative system of managed care where the primary care provider, rather than an
insurance company, was charged with the medical management of a panel of Medicaid
participants from the same target population of Medicaid family coverage groups. The
primary care provider was paid a monthly management fee to serve as the facilitator and
gatekeeper for medical care, in addition to the reimbursement the provider received for
direct services on a FFS basis. Claims processing and the other administrative services
(provider relations, third party liability, federal reporting, etc.) remained with the Stateix.
The goals of the Indiana Hoosier Health Wise program were similar to those articulated
for the Missouri MO HealthNet managed care program:
Ensure access to primary and preventive care;
Improve access to all necessary health care services;
Encourage quality, continuity and appropriateness of medical care; and,
Provide medical care in a cost-effective manner.

viii
ix

U.S. Census Bureau, Quick Facts 2009
Indiana Medicaid: HoosierHealthwise, August, 2009
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Based on the determination by Indiana Medicaid that the MCOs had demonstrated
better performance on both access and quality and the desire by the state to use the
MCO contracts to connect primary care delivery with school based clinics, by 2006,
Indiana Medicaid began planning for a statewide rollout of risk-based managed care.
The design was intended to replace PCCM with risk-based managed care in those
regions where previously PCCM had been the only option. The new program was
designed to improve upon the original managed care design by:
Making the delivery of services more comprehensive by including behavioral
health services in the risk-based contract;
Requiring electronic data sharing to improve reporting and health incomes;
Encouraging relationships with school-based providers;
Implementing a pay-for-performance system of provider reimbursement;
Expanding the use of physician extenders (nurse practitioners, physician
assistants);
Encouraging patient personal responsibility through health education; and,
Developing the infrastructure to support an increasing medically indigent
population in the future
Risk-based managed care contracts are now in place statewide. There are three MCOs
that contract with Indiana Medicaid on a statewide basis: Anthem, MDwise, and
Managed Health Services.
The Arkansas PCCM Program
Despite the growing popularity of statewide risk-based managed care contracts both
nationally and within the region, that trend is far from universal.
Just across the Ozark Mountains to the south of Missouri lies the State of Arkansas.
Compared to Missouri, the population of Arkansas is smaller, more rural, and has a
higher percentage of its citizens living below the poverty levelx. While the managed care
infrastructure in Arkansas is less developed than in either Missouri or Indiana, there are
five licensed commercial Health Maintenance Organizations in the state, the largest of
which (MCO Partners) has over 177,000 participantsxi.
Arkansas Medicaid has a more limited benefit package than either Indiana or Missouri,
especially for the adult population. Arkansas Medicaid places limits on services for
adults such as physician office visits (12/year), inpatient hospital days (24/year), and
prescriptions (3/month). Spending on administration is tightly controlled and costs per
participant are lowxii.
Like many Medicaid programs, the Arkansas program offers low rates of reimbursement
to private physicians. With the increase in the indigent population, Medicaid participants
have crowded into public clinics and emergency rooms as a source of care.

x
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In response to this situation, Arkansas Medicaid began the ConnectCare program in
1994 as a Primary Care Case Management to provide better access to a medical home
for Medicaid participants receiving TANF (Temporary Assistance to Needy Families),
TMA (Temporary Medical Assistance), and SSI. As was the case early on in Indiana,
Primary Care Case Management in Arkansas is based on non-risk contracts with
primary care providers (PCPs) to provide care coordination and care management. All
other administrative functions continue to be provided by the FFS system. With the
addition of children covered by the ARKids CHIP Medicaid expansion in 1998,
enrollment has grown to over 145,000 participants enrolled with 1,600 PCPs.
A study conducted by the University of Arkansas demonstrated a 50% reduction in nonemergency visits to the emergency room visits and an increase in the average annual
number of physician office visits per participant (2.8 to 5.2)xiii. The principle goal of
providing better access to primary care appears to have been met.
The State is working hard to develop its own E-Prescribing program to better manage all
aspects of patient care.
Nevertheless, Arkansas has experienced an increase in the cost per participant.
Between 2001 and 2009 the average annual cost per participant increased from $3,460
to $5,061. The total caseload increased from 535,000 to 777,000 over the same period
of time,xiv 26 percent of the Arkansas population received Medicaid services in 2008,
nearly double the rate for Indiana. Arkansas Medicaid paid for 64 percent of the newborn
deliveries that year. Without a comprehensive contract covering related services like
behavioral health and specialty care, the state has had difficulty in changing practice
patterns and redirecting care to the most appropriate and least costly alternative. That
being said, the PCCM model may be the only practical managed care alternative for
Arkansas given the rural population and the continuing economic pressures on the state.
The Oklahoma SoonerCare Program
Oklahoma presents a very different story of managed care from either Indiana or
Arkansas. Arkansas has stayed with its PCCM program as the only managed care
model for the Medicaid population. Indiana moved over time from a system that
combined both PCCM and risk-based managed care to a statewide risk-based
approach. Oklahoma moved from FFS, to a mixed model of PCCM and risk-based
managed care. But over time Oklahoma moved back to a system that is fully reliant on
PCCM. Nevertheless, Oklahoma is still committed to a managed care as a way to reform
the Medicaid program.
In 1993 the state legislature created the Oklahoma Health Care Authority (OHCA) as a
strategic departure from the traditional administration of the Medicaid program. The
Authority was committed to moving Medicaid into a managed care system in response to
significant increases in enrollment and costs over the previous decade.
Beginning in 1996, OHCA offered two options for managed care enrollment. Soonercare
Plus offered Medicaid families a choice of five fully capitated Managed Care
Organizations (MCOs) in the three urban areas of the state (Oklahoma City, Tulsa, and
xiii

Arkansas Foundation for Medical Care Participant Satisfaction Survey 2007
Kaiser Family Foundation statehealthfacts.org. Data Source: Kaiser Commission on Medicaid and the
Uninsured (KCMU)
xiv

23
A Comparative Analysis of Managed Care and Fee-for-Service in Missouri

Lawton and the surrounding counties). Soonercare Choice provided partially capitated
Primary Care Case Management (PCCM) to Medicaid participants in rural areas across
the state. Enrollment in both programs grew rapidly, driven by eligibility expansions in
the Medicaid program and the inclusion of the ABD population beginning in 1999. By
June of 2003, enrollment in Soonercare had grown to over 340,000 individuals with over
50 percent of those participants enrolled in at-risk MCOs. By September of 2003 (the
end of the State Fiscal Year), Soonercare Plus was the single most expensive line item
in the total Medicaid budget ($346 million) and for 21 percent of total Medicaid
expendituresxv.
While indicators of access and quality rose steadily in both Soonercare Plus and
Soonercare Choice throughout this period, there were signs of increasing instability.
Between 1996 and 2003, three out of the original five MCOs dropped out of the program.
OHCA struggled to retain contracts with enough MCOs to meet the CMS requirement for
a minimum of two plan choices in each region where enrollment in the MCOs was
mandatory. The cost pressures associated with the enrollment of large portions of the
ABD population and the dispute over what constituted actuarially sound rates for this
more expensive population contributed to an economic impasse between OHCA and
the MCOs.
In the fall of 2003 the largest of the Soonercare Plus plans, Unicare MCO of Oklahoma,
notified OHCA that it did not intend to renew its contract at the end of the calendar year.
OHCA had offered all of the Soonercare Plus plans a rate increase of 13.6 percent. Both
of the smaller MCOs agreed to this increase. However, Unicare held out for an 18
percent increase.
Faced with yet another crisis in maintaining an adequate network of MCOs in the
Soonercare Plus program, in November, 2003 the OHCA Board elected to terminate the
remaining MCO contracts and to move the participants enrolled with the MCOs into the
PCCM model offered under Soonercare Choice. This was a massive communication and
enrollment effort impacting thousands of participants and providers. The effort was
supported by the transfer of the approximate amount that had been in dispute between
OHCA and Unicare ($10 million) from the managed care budget into the personnel
Budget at OHCA. This allowed OHCA to authorize the creation of ninety-nine (99) new
administrative staff positions in the Medicaid division to take on the care coordination
and customer service functions previously performed by the staff at the Soonercare Plus
plans.
It is important to note that even when Oklahoma made the decision not to continue the
risk-based contracts, they did not accept a return to the status quo ante in FFS. They
reinvested administrative dollars to enhance service delivery in the Soonercare Choice
program.
The primary concern with the transition of 180,000 participants into Soonercare Choice
was the potential for a decrease in access to providers and the loss of momentum in the
health care quality improvement efforts that had been started by the plans in Soonercare
Plus. To date, the results have been mixed. OHCA was successful in transitioning
primary care providers from the Soonercare Plus plans into PCCM patient panels with
xv
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Soonercare Choice. A study produced by Mathematica earlier this year found that
between 2004 and 2007, non-emergency visits to the emergency room actually declined
slightly in Soonercare Choice at a time when emergency room visits were increasing in
Medicaid programs across the country. However, preventable hospitalizations increased
as the state struggled to take the place of the disease management programs that had
been implemented in Soonercare Plus. The study concluded that states with in-house
managed care programs like Oklahoma could produce results equal to the MCOs, ―if
Medicaid agencies have the necessary resources and a commitment to truly manage
care.”
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VIII. RESEARCH METHODOLOGY
In order to provide the best basis for comparison between health care quality and access
in MO HealthNet FFS and MO HealthNet managed care, we worked with the staff at the
MO HealthNet Division, to identify those measures which had the greatest relevance to
the delivery of care to children and women of child-bearing age. We selected the
following measures for comparative analysis:
1. HEDIS and HEDIS-like measures on quality and access for children and
women 2006-2007;
2. EPSDT data by county: managed care and FFS 2006-2007-2008;
3. Birth and delivery data: managed care and FFS 2003-2008;
4. Provider/participant ratios: managed care and FFS 2006-2007; and,
5. Managed Care-Specific Data: Community Assessment of Healthcare Providers
and Systems (CAHPS)
a) HEDIS and HEDIS-like Measures
HEDIS is a series of measures designed by the NCQA to provide comparable data in
healthcare delivery in managed care plans across the country. Originally designed for
use by commercial MCOs, HEDIS is widely used by state Medicaid programs as a set of
measures to collect data from their contracted MCOs on the delivery of care to the
Medicaid population. HEDIS measures are based on data compiled and reported by the
MCOs as a summary of both claims data and clinical data extracted from medical
records. In Missouri, the Department requires the MCOs to submit data on HEDIS
measures on an annual basis.
We decided to focus on the following HEDIS measures:
b) Children
b1. Well-child Visits in the First 15 Months of Life: 6+ Visits
b2. Well-child Visits in the Third Through the Sixth Year of Life
b3. Childhood Immunizations
c) Pregnant Women
c1. Timeliness of Prenatal care
c2. Postpartum Care
c3. Cervical Cancer Screening
For managed care, we selected the HEDIS data submitted by the MCOs and validated
by the External Quality Review Organization for calendar years 2006 and 2007. For
FFS, we asked the staff at MO HealthNet to emulate the HEDIS methodology in creating
comparable measures. The data was drawn from claims and eligibility files for
participants who were continuously enrolled in Medicaid during calendar years 2006 and
2007.
For each of these measures, the MO HealthNet contract with the MCOs incorporated
performance standards consistent with the guidelines established by CMS, the American
Academy of Pediatrics and the American College of Obstetrics and Gynecology.
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d) Immunizations
Background
The rates of immunizations for Medicaid children have been highest in universal
immunization states, where the state provides the vaccines to physicians for all children
free of charge. Medicaid managed care can help with this effort, especially where
immunization records from the MCOs are linked to a statewide immunization registry.
In states that do not provide universal immunizations, the performance of Medicaid
managed care plans has been mixed. A 2003 article in the Journal of the American
Medical Associationxvi found that the rate of immunization for children enrolled in
Medicaid managed care plans lagged behind the rate of children in commercial plans.
The study failed to take into account the differences in the household income and
continuity of enrollment between commercial and Medicaid populations. A 2004 study
published in the Annals of Family Medicinexvii found that the rate of immunizations for
children under the age of two actually declined in the State of New Mexico during the
period following the implementation of managed care due to issues with reporting and
provider compliance.
A more successful example comes from the Hudson Valley region of New York State. In
a paper delivered at the Academy Health Research Meeting in 2009xviii the authors
describe how the Medicaid managed care plans in that region were able to exceed the
statewide performance targets with a Pay for Performance model that provided an
additional reward of $200 to providers who documented a full immunization series for
two year old children. The data tracking system, combined with a lucrative performance
bonus to entice provider compliance, were the keys to that success.
MO HealthNet
The MO HealthNet contract with the managed care organizations describes their
responsibilities for childhood immunizations at section 2.7.1 (m) (4). The MCOs are
required to work with local health departments and to obtain vaccines through the
Missouri Department of Health and Senior Services Vaccines for Children (VFC)
Program. The MCOs are required to pay only for the administration of the vaccines.
e)

EPSDT Data by County

The Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) program was
enacted in 1967 as the central amendment to promote children’s health under Title XIX.
The program sets standards for the states for the criteria and schedule for periodic agespecific well-child visits for Medicaid eligible children. It also provides for coverage of
interperoidic visits, should a child’s condition require more frequent monitoring.

xvi
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Most importantly, it requires state Medicaid programs to provide the necessary referrals
and follow up for any condition diagnosed as result of such a screen, even if the service
is not otherwise covered under the Medicaid State Plan. States are required to provide
outreach and informing activities to Medicaid participants to make them aware of and to
expand access to EPSDT services. No cost-sharing requirements can be imposed on
EPSDT preventive services.
The unusually proscriptive requirements about the delivery of EPSDT services in federal
regulations and the obligation to provide referral and treatments for all diagnosed
conditions have made EPSDT compliance a controversial subject in those states that
have pursued mandatory enrollment in capitated managed care for children. Warnings
about the potential conflict between capitated arrangements and the delivery of EPSDT
services were sounded early on in a 1998 article in Health Affairsxix. Similar concerns
were expressed in a 1997 OIG report on ―Medicaid Managed Care and EPSDT‖xx that
found that only 28 percent of the children in their sample had received the full required
compliment of EPSDT visits.
Despite the interruptions in eligibility (known as ―churning‖) that are common in many
Medicaid programs, states that have moved aggressively with mandatory managed care
enrollment have demonstrated significant improvements in EPSDT performance. The
establishment of an ongoing relationship with a primary care provider for every child is a
key component of this success. In a 2008 study published by the Center for Health Care
Strategies titled ―EPSDT at 40‖xxi, the authors identified clear contract requirements and
monitoring by the state agencies as the basis for a successful screening and referral
program.
The MO HealthNet managed care contracts describe EPSDT responsibilities of the
managed care organizations in great detail at Section 2.7.1.(f), including client
informing, anticipatory guidance, comprehensive service delivery, and tracking and
reporting, in accordance with federal guidance. The contract includes specific provisions
to reward or sanction any MCO that either exceeds or fails to achieve the CMS standard
of 80 percent by increasing or lowering the capitation rate paid for the measurement
period (See contract Section 2.29.1)
This kind of Pay for Performance measure has more frequently been applied in a
managed care approach where the State is able to use the leverage in the contract with
the MCOs to change practice patterns in a manner that benefits the participant. Since
most physicians in primary care tend to follow one standard of practice for all their
patients, enhancing the delivery of primary care has implications for the improvement of
care to all children, not just the children on Medicaid. States have experimented with a
similar approach in FFS and PCCM programs, but it is difficult for these programs to
achieve the same level of success without a provider contract mechanism that outlines
the criteria for success and the data requirements for measurement.
MO HealthNet was able to provide us with files that showed county results on the CMS
416 report for 2006, 2007, and 2008. The 416 report format identifies the screening ratio
xix
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(the percentage of the age appropriate well-child screens that were received), the
participation ratio (the percentage of children who received at least one well-child
screen), and the number of children who were referred for treatment. We were able to
identify and compare the trends for each of the three variables in the FFS and the
managed care counties for each of the three years.
Small Area Analysis
We were particularly interested in the effects of the transition that occurred when 17
counties switched from FFS to managed care in January, 2008. We focused on the
screening and participation ratios reported for those counties in the two years prior to the
transition (2006 and 2007) and the results for 2008. These results will be highlighted at
the end of section IX.
f) Birth Trend Reports: 2003-2008
The Medicaid program in Missouri now pays for over 60 percent of the births in the state
every year. Given the preponderance of birth and deliveries financed by Medicaid, it is
crucial that any policy discussion about the potential expansion of managed care take
into account the potential impact of Medicaid managed care on birth outcomes.
A study presented in a paper at the 2002 Health Policy Meeting of the Academy for
Health Services Research (―Mandatory Medicaid Managed Care in Missouri: Evaluation
of the Effects on Prenatal Care Use and Infant Birth Weight‖)xxii matched Medicaid
enrollment and vital statistics data for over 37,000 women who gave birth in Missouri
between 1995 and 2000. The focus of the study was a comparison between Medicaid
births in FFS and managed care counties. The study found that over the period of the
study time there was significant improvement in both outcomes and access to care for all
Medicaid eligible women. They found no significant variation between the FFS and
managed care populations on birth weight or birth outcomes. They did identify some
potential barriers to prenatal care in some, but not all, managed care plans relative to
FFS. However, while FFS counties in some cases outperformed managed care counties
on the frequency of prenatal care, managed care consistently outperformed FFS on the
content of prenatal care visits as measured by declines in the rate of smoking during
pregnancy and successful referrals to the Women, Infants, and Children (WIC) program.
Results from two other studies—one national study and one focused on Ohio—
published in 2005xxiii seem to also suggest that managed care plays a positive role in
improving the content message delivered to Medicaid pregnant women through outreach
and case management. In both studies, the rates of smoking during pregnancy declined
sharply and the percentage of women who were able to access WIC, food stamps, and
other appropriate nutritional services increased. In the Ohio study, the timeliness of the
initiation of prenatal care also improved. However, in neither study was there any
significant difference between FFS and managed care on birth outcomes as measured
by birth weight, infant mortality, or maternal mortality.

xxii

L. Dubay and G. Kenney, 2002
“Managed Care and Infant Health: and Evaluation of Medicaid in the U.S.”, R. Kuestner, L. Dubay, and
G. Kenney, Social Science and Medicine, 60(8), pages 1815-1833, April, 2005” and “Moving to Mandatory
Medicaid Managed Care in Ohio: Impacts on Pregnant Women and Infants”L. Dubay, A. Sommers, and G.
Kenney, Medical Care, 43(7), pages 683-690, July, 2005
xxiii
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We can hypothesize that the relative resistance of Medicaid birth outcomes in these
studies to any discernable treatment effect due to the initiation of mandatory managed
care enrollment, as opposed to the measurable impact on the frequency and content of
prenatal visits, is largely due to environmental factors that are outside the realm of
medical care (poverty, substance abuse, etc.). However, the fact is that we really don’t
know the answer.
The Department was able to provide us with data compiled from hospital files that were
reported to the Department of Insurance. The data cover the period immediately prior to
the beginning of mandatory enrollment (1994-95) up through September, 2008. The
data reported by the hospitals to the Department of Insurance do not include any crossreferences to Medicaid eligibility files to confirm the Medicaid eligibility status of the
mothers. All information about Medicaid eligibility and managed care enrollment was
self-reported. There is the potential for under-reporting, on both sides. However, this
under-reporting of Medicaid eligibility should be in roughly equal proportions for both
managed care and FFS and should not preclude the use of the data for comparative
analysis.
The appointment availability standards for prenatal care are described at Section
2.5.3(c.) of the MO HealthNet managed care contract. The MO HealthNet contract
describes the requirements for maternity care (including the appointment scheduling
requirements for postpartum care) at Section 2.7.1. (n). The guidelines for cervical
cancer screening at described at Section 2.7.2. are based on the guidelines established
by the American Cancer Society.
g) Provider/Participant Ratios
While managed care has faced criticism in different states about the quantity and the
quality of care provided under a capitated system, there is general agreement that
managed care has been able to leverage broader provider participation through a
combination of higher provider reimbursements and the ability to connect to broader
commercial networks. The question has been raised whether managed care can
replicate this success in more rural areas where providers may be less plentiful. A
University of North Carolina study found that managed care can expand access to
providers, even in rural areas; especially when commercial managed care is already
present in the same areasxxiv. The authors attribute that result to increased competition.
The contractual requirements for access to providers in the MCO networks, is another
example of the advantages of the managed care approach. Whereas in FFS each client
is largely left to their own devices to seek out the appropriate medical provider, the MO
HealthNet managed care contracts include numerous quantifiable access measures to
which the MCOs can be held to. The contract also articulates sanctions for failure to
meet the measures. Certainly there are Medicaid participants who are able to negotiate
the medical system on their own successfully without the intervention of an intermediary.
But we know that there are many who cannot, and this assistance is particularly critical
for children, pregnant women, and the population with special needs, such as persistent
mental illness.

xxiv

“The Experience and Consequences of Medicaid Managed Care for Rural Populations”, P. Silberman,
P. Slifkin, B. Popkin, and J. Skatrud, North Carolina Rural Health Research and Policy Center, 1997
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It is not enough that the MCOs can demonstrate a certain supply of providers, but those
providers need to demonstrate on a regular basis that they are available to patients in
the plan. The plan has a list of responsibilities to proactively facilitate that relationship
between participants and providers, something that is lacking in FFS (see below).
Topic

Contract Section

Primary Care Provider (PCP) Responsibilities
PCP Selection and Assignment
Twenty-Four Hour Coverage
Travel Distance
Appointment Standards

2.4.2
2.4.5
2.5.1
2.4.2
2.5.3

To compare access for this study, we worked with the staff at the Department of Social
Services to create ratios of provider to participants in FFS comparable to the ratios
reported by each of the MCOs.
These ratios include:
PCP/Participant
Dentist/Participant
Behavioral Health Provider/Participant
h) Managed Care Specific Data
Finally, managed care plans submit data that have no equivalent in FFS. Notably, this
includes Community Assessment of Healthcare Providers and Systems (CAHPS). The
CAHPS survey is a standardized member satisfaction survey that the MCOs contract
with an independent vendor to conduct on an annual basis. The Appendix contains the
key results of the CAHPS surveys conducted by each of the MCOs in 2005, 2006, and
2007.
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IX. RESULTS
Results
I.

HEDIS and HEDIS-like Measures
1) Questions about Data

Any attempt to compare HEDIS measures reported by the MCOs to HEDIS-like
measures constructed from administrative claims data in FFS comes face-to-face with
the shortcomings of administrative data alone as an indicator of health care quality. The
current effort by the Obama administration to further the development of Health
Information Technology (HIT) and Electronic Health Records (EHR) is one aspect of the
movement to address these inconsistencies.
Why do inconsistencies exist between administrative data and HEDIS measures? Take
as an example the reporting of Childhood Immunizations, one of our quality measures.
Funding for immunizations is provided to the states by the federal government through
the Vaccines for Children program (VFC). Providers are prohibited per the terms of their
Medicaid provider agreements, to bill Medicaid for services that are provided free of
charge to the general public. As a result, Medicaid programs do not pay a separate
procedure code for immunizations. In many cases, as in Missouri, states do add a
procedure code to their fee schedules for the administration of the immunization, absent
any charge for the vaccine itself. These fees are generally very low ($1 to 2) since they
are usually paid as an ancillary service to an office visit. The reason why this fee is
important has less to do with the additional reimbursement for the provider than it does
with creating a means of tracking the administration of the vaccines within the
administrative claims system. However, providers may simply not include the fee on their
bill to the state, even though they may have administered all of the appropriate
immunizations. In some cases, the provider is an employee of a clinic which is paid a
fixed fee for all of the services provided in the medical encounter with the patient. In
other cases, the small supplemental fee is simply not enough to attract the attention of
the billing department. In any event, data on the immunizations are lost to the system.
This phenomenon is not limited to immunizations. Providers may submit a claim for an
office visit when in fact they performed an EPSDT well-child screen. That can lead to
under-reporting on the 416 report. Conversely, providers could bill for an EPSDT wellchild screen without having performed all of the components of an EPSDT exam. In that
instance, there would be over-reporting on the same report.
In a study published in the American Journal of Managed Carexxv the authors described
this pattern of inconsistencies between HEDIS scores based on administrative data only
and the scores for the same population where the findings based on the administrative
data were subject to validation through a valid sample of chart audits of medical records.

xxv

“Comparison of Administrative-Only versus Administrative Plus Chart review Data for Reporting
HEDIS Hybrid Measures”, American Journal of Managed Care, L. Gregory Pawlson, MD, Sarah Hudson
Schoelle, PhD, Anne Powers, PhD, Vol. 13, No. 10, pages 553-558, October, 2007

32
A Comparative Analysis of Managed Care and Fee-for-Service in Missouri

The authors conclude that this hybrid approach is the only true way to resolve the
limitations on administrative data. In their study, they found that immunization measures
could vary by as much as 20 percent when measured by a hybrid approach as opposed
to relying on administrative data alone.
There are valid reasons why Medicaid FFS and managed care programs don’t simply
validate all of their HEDIS measures. The number one concern is cost. Chart reviews
conducted by nurses or other medical personnel are extremely expensive and timeconsuming. Medicaid FFS programs generally lack the staff and contract budgets to
routinely conduct a robust sample validation of claims data. Private managed care
organizations may be somewhat better situated to conduct these reviews since the cost
of these quality assurance measures is often built into the proposal that they submit to
the state. However even here, costs are a paramount concern and the reviews will not
be systematically undertaken unless there is clear direction from the state to pursue
them.
The contract with MO HealthNet does include a section on the responsibilities of the
managed care organizations for Quality Assessment and Improvement (Section 2.18),
including a specific requirement to monitor and report on efforts to improve the quality of
the EPSDT program (Section 2.18.4.j.1). The MCOs are also required to conduct
Performance Improvement Projects (PIPs) which include a hybrid approach to
supplement the results of administrative data. Nonetheless, it is up to the state to
determine whether these methods are adequate.
2) HEDIS Reporting: MCO versus FFS
As you can see in the Table, there is great variability between the MCOs in terms of
which measures were reported out based on purely administrative claims data and
which measures were reported using a hybrid approach that combined administrative
data with a sample of chart reviews. Interestingly, every MCO used some sort of hybrid
approach in reporting Childhood Immunizations.
Each ―Count‖ on the attached table represents one instance during a given reporting
year when an MCO relied on one method for HEDIS reporting (i.e. administrative, hybrid,
or survey). If an MCO reported on more than one managed care region in the State, it
would appear as multiple ―Counts‖ in the Table.
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In contrast, FFS has relied exclusively on administrative claims data. Claims processed
by the Medicaid Management Information System (MMIS) are subject to multiple validity
and policy edits and are acknowledged to have a higher degree of reliability than
encounter data reported by the MCOs.
3) HEDIS Results
The FFS results for 2006 are probably artificially depressed by the fact that data was
only available from 2005 to the present. Many of these measures (i.e., Well Child Visits
and Immunizations) require a look back period of 15 months to two years. For this
reason, we have selected 2007 for this analysis as the year with the most complete data,
both in FFS and in managed care.
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Well-Child Visits in the First 15 Months of Life: 6+ Visits
As displayed in the Table, the percentage of children who received 6 or more well-child
visits in the first 15 months of life was higher in FFS in 2007 (56.55 percent) than in
managed care. That comparison held true whether the data from the managed care
plans was reported from the encounter data (2007-46.66 percent ) or as reported as a
HEDIS measure with the benefit of some additional supplemental data (2007-51.24
percent). As shown in the Table, the 2007 national average HEDIS score on this
measure was 55.6 percent.
Well-Child Visits in the Third, Fourth, Fifth and Sixth Years of Life
In 2007 managed care scored higher than FFS in terms of the percentage of these older
children who received the full complement of well-child visits between the ages of 3 and
6 based on administrative data (MC-44.33 percent vs. FFS-39.26 percent). That
advantage was significantly increased in the HEDIS score reported by the MCOs using
the hybrid approach (53.69 percent). The 2007 national average HEDIS score on this
measure was 66.8 percent.
Childhood Immunizations
Here we can see the full extent of the reporting problems described in the introduction to
this section. The percentage of children reported to have received a complete series of
immunization in 2007 is so low in FFS and in managed care that it simply is not
believable: 24.97 percent (FFS), and 16.69 percent (MC). When viewed as the HEDIS
measures by the MCOs in 2007, the number does look more normative: 55.73 percent.
The 2007 national average HEDIS score on this measure was 73.4 percent.
Prenatal Care
In 2007 both FFS and managed care reported very unsatisfactory results on this
measure (based only on administrative data): FFS-11.24 percent, MC-13.19 percent.
The low scores probably reflect billing anomalies due to the widespread use of the global
obstetrical care procedure code by obstetricians. This practice can cause individual
claims for both prenatal and postpartum care to be lost to the administrative data system
in both fee-for-service and managed care. As a hybrid, validated HEDIS measure, the
MCOs were able to report that 77.95 percent of pregnant women received the full
complement of prenatal care in 2007. The 2007 national average HEDIS score on this
measure was 81.2 percent.
Post-Partum Care
FFS actually recorded a higher score on the delivery of post-partum care as reported
from claims data in 2007: FFS-41.46 percent vs. MC-34.94 percent. Once again the
MCOs reported a significantly higher 2007 HEDIS score of 58.68 percent once the
administrative data was supplemented by a hybrid approach. The 2007 national average
HEDIS score on this measure was 59.1 percent.
Cervical Cancer Screening
This was the one instance where both FFS and managed care reported consistent
values based on claims data for the percentage of women who received age-appropriate
cervical cancer screenings in 2007: FFS-63.39 percent vs. MC-63.79 percent.
Surprisingly, when the MCOs factored in their own hybrid approach to reporting the data
as a HEDIS measure the score went down to 56.78 percent. The 2007 national average
HEDIS score on this measure was 65.7 percent.
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4) Conclusions
1. MO HealthNet should encourage the collection of additional supplemental
data for all HEDIS scores reported by the MCOs.
2. We applaud the work that MO HealthNet performed in calculating HEDIS-like
measures for FFS for this study. In the future MOHealthNet should consider
additional supplemental measures for FFS HEDIS-like scores.
3. There does appear to be a meaningful differential in favor of managed care in
terms of its performance on the majority of these measures. The Missouri
MCO HEDIS scores are close to the national average for 2007 in every area
except immunizations, where they are considerably lower. The capacity of the
managed care system to report on HEDIS scores with supplemental data is a
clear advantage for policy makers who need accurate data in order to
evaluate and direct health care delivery.
4. MO HealthNet should pursue additional steps to increase immunization rates,
both in fee-for-service and in managed care.
II. Birth Trends and Outcomes
1) Potential Barriers to Prenatal Care
In a 2005 Missouri-specific study published in the American Journal of Managed Carexvi
the authors suggested a potential barrier to the entry into prenatal care for pregnant
women enrolled in managed care. Proof of pregnancy is a condition for the
establishment of Medicaid eligibility both in FFS and in managed care. However, in
managed care there is the additional step of enrollment into a managed care plan
following the establishment of eligibility. In many cases, MCOs may have trouble
reaching new participants due to inaccurate home addresses on the Medicaid eligibility
file—the authors speculate that this may impact up to 20 percent of the target enrollees.
This phenomenon is not unique to Missouri. The majority of post-Welfare Reform adult
Medicaid participants are now working and do not receive cash assistance. Lack of
timely compliance with the updating of home addresses by mobile non-cash, Medicaid
population is an ongoing problem for the Single State Agency. Further compounding the
situation in Missouri is the relatively low economic threshold for TANF. That policy may
contribute to making many low-income women ineligible for Medicaid at the point when
they become pregnant. Delays in enrollment lead to delays in the welcome call with
Member Services that is crucial for the early initiation of primary care for managed care
participants.
The data in the following table is drawn from an excel workbook titled ‖Trends in
Missouri MOHealthNet Quality Indicators 1994-2008‖. The workbook was compiled by
the Missouri Department of Health and Senior Services based on data provided by the
hospitals in the State of Missouri. For a complete set of the data for both fee for service
and managed care please see the Appendix.

xvi

“Implementation of Mandatory Medicaid Managed Care in Missouri: Impacts for Pregnant Women,
American Journal of Managed Care, A. Sommers, PhD, G. Kenney, PhD, and Lisa Dubay, ScM, Vol. 11,
No. 7, pages 433-442
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2) FFS vs. Managed Care

Percent Change
Low Birth Weight
1993-2008
Managed Care
-32.0%
Fee-For-Service
-27.2%

Percent Change Percent Change
Percent Change
Inadequate
Low Birth Weight Pre-Term Births
Prenatal Care
< 2500 grams
<32 weeks
2003-2008
2003-2008
2003-2008
+ 12.7%
-9.3%
-23.6%
+5.3%
-2.5%
-14.9%

The most positive result evident in the data is that overall the percentage of women with
inadequate prenatal care declined sharply between 1994 and 2003 in both the FFS and
managed care regions: -27.2 percent vs. -32 percent. However, in both regions there
has been an increase in the percentage of women with inadequate prenatal care since
2003. That increase is more than twice as great in the managed care region as it was in
FFS: 12.7 percent vs. 5.3 percent.
As displayed in the Table, other indicators seem to suggest that managed care may
have had a positive impact on birth outcomes. Between 2003 and 2008, a number of
negative indicators declined more rapidly in managed care than in fee-for- service
including Low Birth Weight births (<2500 grams); MC -9.3 percent, FFS -2.5 percent ,
and Pre-Term Births (<32 weeks); MC – 23.6 percent, FFS -14.9 percent.
3) Conclusions
1. Missouri has demonstrated an overall improvement in birth outcomes over the
past 15 years.
2. The managed care regions do appear to demonstrate an improvement in birth
outcomes versus the regions where participants continue to receive services
through FFS.
3. However, the ability of managed care to ensure the timely entry of pregnant
women into prenatal care is in question, despite a relatively high score on
HEDIS. The state should consider new policies to grant Medicaid eligibility to
low-income women earlier during pregnancy and, where applicable, to enroll
those women into managed care as soon as possible.
III.

Access and Provider to Participant Ratios
1) Introduction

Maintaining an adequate network of providers is fundamental to any medical program.
Medicaid has struggled to provide adequate access to providers in most states due to
the low rates of reimbursement relative to commercial rates.
States have historically used provider to participant ratios as one way to measure
access. Although there is variability as to what constitutes an adequate provider
network, there is some consensus about the proper ratio of Primary Care Providers
(PCPs) to participants as perhaps the most elemental measure of client access to care.
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Ratios in the states with managed care programs tend to cluster in the range of 1 PCP
per 1,200 patients. There is no real consensus as to what the proper ratio of specialists
to participants is since the use of secondary specialists is highly dependent on the
morbidity of the population. As examples of the variation, ratios for dentists to
participants range from as low 1/789 in Connecticut, to a more typical ratio of 1/1,200 in
Maryland, Oklahoma, New York, and Rhode Island. The American Association of MCOs
cites ratios for psychiatrists and other mental health providers in Medicaid contracts from
a ratio as low as 1/1,200 in Hawaii to 1/30,000 in New Jersey.
It should be noted that these measures can serve as only a proxy for what true client
access is like without the benefit of a periodic audit of the provider network. Depending
on the terms of the Provider Agreement, providers are supposed to be available to
participants within a proscribed amount if time. Providers are also expected to inform the
MCO if they decide to close their practice to new patients.
However, given the economic pressures on medical practices to maximize revenues
from commercial payers, these requirements are at times ignored. The result is that the
provider panels can be overstated. In Connecticut, a 2006 ―secret shopper‖ survey
conducted by Medicaid staff posing as participants enrolled in the HUSKY MCOs found
that only about a quarter of the calls requesting an initial visit with a PCP resulted in an
appointment within the contractual time limits. Many of the providers that were contacted
reported that they were not accepting new patients at allxvii.
In Missouri, a recent report compiled by MOHealthNet staff illustrated the local
dimensions of this problem. The Table below compares the total number of Doctors,
Advanced Practice Registered Nurses (APRNs), Dentists and Psychologists who were
enrolled in FFS as of 1/01/09 to the number of these same providers who had a
minimum of 50 paid claims in State Fiscal Year 2009. Approximately one half of the
providers enrolled in these specialties had very low levels of claims activity, including
almost 5,000 of the enrolled physicians and more than half of the dentists.

FFS Provider Claim Information | 09/24/2009

Provider Type

Doctors
APRNs
Dentist
Psych & Counselors

Number of unique FFS
providers that had
more than 50 paid
claims in SFY 2009
7,855
619
292
1,146

Number of
unique FFS
providers as of
01/01/2009 (per
ad-hoc)
12,848
1,153
612
3,276

We did not have access to data on the level of participation among the providers
enrolled with the MCOs. MO HealthNet should consider conducting a similar analysis
with the MCO networks. There may not be the same discrepancy between ―active‖ and
xvii

William M. Mercer, Inc. , Connecticut HUSKY Secret Shopper Report, November, 2006
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―inactive‖ providers in managed care because of the ability of managed care to contract
for services with highly selective providers on a non-participating basis. In any case,
ratios or other measures of participant access are only as useful as periodic surveys and
verifications prove them to be.
2) Primary Care Providers to Enrollees
In general, MO HealthNet is doing very well with the participation of Primary Care
providers, whether in FFS or managed care. As displayed in the Table below, the overall
ratio in FFS is one PCP for every 67 MO HealthNet participants. This is true even
though many of those counties included in the FFS region are rural.
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3) Dentists to Enrollees
The ratio of one dentist to every 841 participants in FFS would be considered to be
outstanding in many states where dental access for Medicaid participants has historically
been problematic. However, the ratios in managed care are even better, ranging from a
―low‖ of one dentist for 596 participants in Healthcare USA in the Eastern Region to a
―high‖ of one dentist to every 54 participants in Mercy CarePlus in the West, for an
overall managed care ratio of one dentist for every 367 participants.

While both programs deserve to be commended for their performance on this measure,
there does appear to be a significant advantage for managed care in expanding the
dental provider network.
Despite the favorable ratios, problems with access to oral health persist because
dentists choose to limit their patient panels, both in fee-for-service and in managed care.
The reason most frequently cited for this in Missouri and in other states is the low level
of Medicaid reimbursement relative to commercial rates.
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4) Behavioral Health Providers to Enrollees
As was the case with Primary Care and Dental services, the Provider to Enrollee ratio for
Behavioral Health in FFS is extremely favorable (1/129). However, as shown in the table
the ratio for managed care for every MCO, in every Region is even better, with the
exception of Mercy CarePlus in the Eastern Region (1/344). The overall managed care
ratio (1/98) compares very favorably to FFS.
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EPSDT
1) Screening and Participation Ratios
Federal reporting on EPSDT performance is highlighted by two measures.
Screening Ratio – The percentage of the age-appropriate well-child screens that were
expected per the periodicity schedule for the age of the child that were actually recorded
in claims data. In this case, the state is reporting on the percentage of the expected
number of screens.
Participation Ratio – The percentage of children who received at least one well-child
screen during the reporting period. In this case the state is reporting on the percentage
of participating children.
The EPSDT results for both the screening and the participation ratios for fee-for-service
and for managed care were both encouraging. For both measures, managed care and
FFS reported overall scores of 100 percent or greater.
The reasons why scores on these measures based on claims data could exceed 100
percent is related to the CMS methodology in compiling the reports. CMS has designed
the methodology to report the data on the CMS 416 EPSDT report. The number of
eligible children that forms the denominator in the participation ratio and is used to
calculate the number of expected screens in the denominator of the screening ratio is
reduced by a formula that takes into account the actual number of member months of
eligibility during the federal fiscal year. This adjustment is necessary to reflect the fact
that many participants either gain or lose Medicaid eligibility during the course of the
year.
However, the numerator in both ratios (the number of screens received and the number
of children who receive at least one screen) is not comparably adjusted to account for
the fact that many children are not enrolled for a full year, and the screens that they are
expected to receive would be comparably fewer. That is why Missouri can report county
or statewide scores of 100 percent or higher. Nevertheless, the consistently high
numbers on both the screening and the participation ratios are indicative of the
successful collaboration between MO HealthNet and its providers to ensure timely
access to well-child services.

43
A Comparative Analysis of Managed Care and Fee-for-Service in Missouri

2) Small Area Analysis
In order to better understand what is really going on with EPSDT screening and
participation, we decided to focus on certain counties that have only recently transitioned
from FFS to managed care.
In January, 2008 17 previously FFS counties were added to the managed care regions.
They were as follows:
Western Region - Bates, Cedar, Polk, and Vernon counties
Central Region – Benton, Laclede, Linn, Macon, Maries, Marion, Phelps, Pulaski, Ralls,
and Shelby counties
Eastern region – Madison, Perry, and Pike counties
a) Participation Ratios
There was a general improvement in the participation ratios for these counties between
2006 and 2007 (see below). Polk County demonstrated the greatest rate of increase in
that time period and was the only county to exceed an 80% participation ratio.
However, in 2008, all but two counties (Madison and Shelby) reported a decrease in the
participation ratio (i.e. the percentage of eligible children who received at least on wellchild screen). While this decrease in participation occurred during the time period when
these counties switched from FFS to managed care, we cannot determine whether that
transition actually caused the decline. It is possible that the administrative process
associated with the enrollment of these children into the managed care organizations
may have contributed to a short-term decline in participation. We would recommend that
MO HealthNet continue to monitor the situation in these counties to see if this effect
continues in subsequent years.
b) Screening Ratios
As was the case with the participation ratios, the screening ratios reported for these
counties improved between 2006 and 2007. With the switch to managed care in 2008,
the screening ratios (i.e. the percentage of expected age-appropriate screens that
actually took place) went down, in some cases dramatically (i.e. Perry County). Once
again, we cannot say that the transition caused the decline, but it possible that changes
in coding and data collection may have contributed to the lower score.
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3) Referral to Treatment
All the well-child screening in the world is not going to benefit Medicaid children very
much if the primary care providers are unable to refer children who are diagnosed with a
treatable condition for follow-up care. The CMS 416 report does capture data on the
number of children screened who were referred and treated for conditions diagnosed as
part of a well-child screen.

Ratio of Eligibles that Were Referred for Corrective
Treatment and Received at Least One Screening Service
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At the outset, we do need to acknowledge that variations in the frequency and the
patterns of referrals for treatment are subject to variation in terms of the incidence of
disease and local standards of practice. We did not have data to compare the relative
risk factors associated with the FFS and the managed care populations. Any conclusions
about the relative efficacy of FFS versus managed care in providing for follow-up care
are highly speculative.
Nevertheless, we did observe that a higher percentage of children who received at least
one well-child exam were referred on for treatment in FFS than in managed care. Only in
the Western Managed Care Region did the percentage of children who were referred on
for corrective treatment approach the percentage reported for FFS.
What would explain this disparity? Since we are looking at mature managed care
systems in each of the three regions it is unlikely that this is a result of the enrollment
process. It is an important issue for policy makers to consider, not only because this
involves children and untreated conditions in childhood can lead to lifelong physical,
developmental, and behavioral deficits that in many cases cannot be overcome. It is
important because it goes to the very heart of what managed care is supposed to do in
terms of providing enhanced preventive and restorative care as an investment against
the cost of long term illness.
Managed care may simply be doing a better job of determining the medical necessity for
follow up care. In that case, the lower rates of referrals translate into dollar savings to the
MCOs, and presumably the state, by keeping treatment within the medical home of the
primary care provider and avoiding potentially expensive specialty care. Alternatively,
there may be evidence of under-treatment in managed care if, in fact, it turns out that
some children failed to receive appropriate follow-up care.
We cannot answer that larger question based on the data that we were presented with
for this report. As a follow-up study, we would suggest that MO HealthNet examine the
appeals filed by plan participants to determine whether there is any systematic pattern of
the denial of referrals for treatment.
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X. APPENDICIES
PROVIDER/SERVICE TYPE DISTANCE STANDARDS
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