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spe01flca11yHMOs, hasralsed S

_ concerns about the quality of care those beneficiaries may .




. 'receive: Another concern is methods for monitoring the .

 quality of care those beneficiaries can expect. There can be

| a balance between the costs of care and risk of the care.

- with positive benefits realized from the care delivered.

- 'For this study, 169,397 hospital cases from the 1991
| California Office of Statewide Health and Plamming and.
" Development Discharge Data Set were randomly sampled. This

'Q“iéémplefféﬁﬁéSenﬁéd;50%_of]é1151991‘hdspitélizatiQhVcasééfj fgf’5

 from hospitals in the state of California.

 The sampled cases were analyzed by payer type to

' ‘determine whether statistically significant differences in =

 preventable readnissions and deaths were evident. The data

~ were controlled by race, type of diagnosis, number of .

~ diagnoses, and gender.
' The overall statistical results revealed comparable
"jump#télityfaﬁdfﬁreVéﬁtébié7féédmissidﬁ1ratés,bétwéeﬁ_ﬁhé2ifh

© Medi-Cal and HMO payer beneficiaries hospitalized during

| 1991. Medi-Cal beneficiaries experienced greater preventable

'f?éédmi55ib'dratgs;ihfEﬁéwpatiéhtfggéfCéﬁégoriés‘6f'4lgandﬁ¢fﬂ

" above. In 'these age categories, the average preventable =~

. readmission' rate of Medi-Cal payer beneficiaries was 35%,




*: iwhile'tﬁe HMO§faté wésﬁ23%;

.f?12%QjMofeoveryfthe mééh:agefOf@MediéCalﬂréadﬁittédﬁfﬂff;7fff?'9-

cfépﬁésentiﬁgféVdifféréhce76f” ¢57,‘:

 beneficiaries (38) was 20% greater than the overall mean age

© of all Medi-Cal beneficiaries (32).

© In the results depicting all age categories, mortality

ﬂ,_fatéSfWéreﬁﬁearlygequa1 §E ;%;(370};dfféliiMédiQCal{¢a$e$ ;J;1
 and 1.06% (297) for all HMO cases. In addition, of the Medi-
~ cal preventable readmission cases (370), 30.8% (114)

'W‘resu1tedﬂinfdéath;'while ofithéfHMO preVentable{readmiésion  

' cases (297), 25.3% (75) resulted in death. The preventable = .

"fareadmissign‘and"mbrtalityffatésT.cbﬁpledﬁtogethérvwith_thef S

 lower mean age of the Medi-Cal beneficiaries (32) when

“comparédftogthe HMQ bénéfi¢iari¢s,(41); would_suggeSE‘Ehatjf#}vﬂ 

. for overall ages,HStatistiéallyfiﬁéigﬁifidant;diffeieﬁCés ?]ﬁ '

. between Medi-Cal and HMO beneficiaries occurred.

When these data and analyses are used as measures of |
| the quality of care received during hospitalizations,
f vévérailfjﬁé&i{éalﬁgﬁd‘ﬁméjbéﬁeficiarie§5fé&éélégfsimiiAf}f}
 quality of care. The HHO cases depicted similar mortality

'~jiahdfbféyéngabléprgadmiSSiQﬁfraﬁés‘aithough‘thé.mean 1éngths  ” |

df'Stay‘were;a%'lower er the‘HMO‘benéfiéiariesf A1sbg ﬁh¢y ; o



mean number of diagnoses and mean number of procedures were

similar.
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OPERATIONAL DEFINITIONS

, Capltatlon A method of paylng for medlcal serv1ces on' s
- amperfperson rather thanfa,per4proeedureabasis.fUnderxh
‘.Icapitatioﬁ;fah“HM01paYéZaﬂpartieipatingtdOCﬁOfiaﬁfigedj‘

‘amount per month for every HMO member he or she takes care

‘of, regardless of how much or how little care the member

- receives.

:CQpayﬁent A flxed bafﬁent hhe éatlent baye Iueua11§ 1n;1;n“-
'fg;the $5 to $25 range) each t1me he or she VlSltS a health '
O:plah,qliﬁiCiah{orOreeeiveeaaieofered_eerﬁice;- | ¥y
\IN;Déahh}7fhe;eeesathh:ef'theIlifehef aliiﬁingféréaﬁiSﬁ;”Ig
In this research, death is synonymous with mortality; which,
'fih.fhig;reeearchfiﬁeaeareeihhe=eessafionlofIifeiﬁhiIehah
’Pagieﬁthin‘avﬁéspiéaIQ Méréfépeeifieally,esinCe hespihaif:“ﬁ
thischaféeIfeeeide‘afe?ueed;;death-ah&eﬁerﬁaiihy;ahehfeeeﬁded.JIV'

‘in the discharge record as the patient disposition. The =

~ patient disposition is place to which the patient was

Vﬂfdiseharéea.fTherefdfeffﬁhefbaﬁieﬁtsﬁwhe‘haveldiedbwhile‘Ingff

Nf¢£$£6a§féfi#hé'hbbbitalahaﬁefbeenhdiSChafged as avfesult of

'*fthéirfdéaﬁhffL,;fff),f]fﬂ



The traditional method of paying for .

ervices. A doctor charges a fee for each service = = .

! Health Maintenance Organization (HMO): An organization

'f‘7paymehts{:MbstSHMosfperidefcéregthroughfé'nethfkafg;;'

| doctors, hospitals and other medical professionals that
 their members must use to be covered for that care. The term
| health maintenance organization uas first coined in the
 uVéiyiﬁ§ a$a§1§ 5f ﬁmds,;Tﬁége_ﬁéaeigiiﬁéigd§ iﬁﬁégéétédtf5*"?'

 Service (P0S) models that allow varying patient cost sharing

. for more flexibility, and Independent Practice Associations =

”»?[;(iPA$) wﬁiéhfdifferfinfhowiﬁhézphySidians arejQr§aniz¢d'anai BRI

 paid. Ultimately however, the objective is to control costs.




Length of Stay ( OS)‘ Theanumber of days res1d1ng 1n

v’medlcal 1nst1tut10n or hospltal

Managed Care Organlzatlon An umbrella te m for}HMOs

‘u:l'and all health pl[ns;tha prqudejhealth‘careirn}return Qrf~j°

' pre-set monthly payments and coordinate care through a

| defined network of primary care physicians and hospitals.

Medi-Cal Payer beneficiaries: California Medicaid payer

o benefiCiarieeﬁﬁMedicaidfis7alétate¥federal"cdSteeharing;h{

““ﬁlprogram-that;paYS*fOr}eertain]healthZseruideejbfjpersons'Whef"f

5flmeetfel glblllty' é}iéﬂbasedVon5ihcome?1éve1§'detérﬁiﬁéa”ff ST

'“byvthe'states Medlcald 1s under the ausplces of The n;;fhgh

’fDepartment of Health and Human Serv1ces (DHHS) and

”~lﬁAdministered“byjHealthvCareﬁFinance'Administration;*whiCh gRaE

H}was created by the Comprehen81ve Health Plannlng and Publlc Ty

"THealth Serv1ces Amendments A t:of 1966 Med1 Cal is under Q"“

grthe ausplces of Stateaof Callfornla Health and Welfare

. Agency and adninistersd by the Department of Health

. Services

'QrtalitX:fDeath ie,researChjngrtalitydisgeededf” ‘

' in the hospital discharge record under the field

o ‘disposition’.. '




 Patient Payer: The patient payer in this research

| represents the payer plan in which the beneficiaries have =

- indicated in their hospital records. Although patients can

_ be underwritten by certain insurance companies or the

_government, the payer plan in this research is the provider

~ plan type, which is responsible for the direction of the =

 :péﬁient(éfhealth'care*Sé;Vices,w' k  R

27 bayer pource: Ta the entity responsible for paying the | -

2 héa;ﬁhfé?réfbillé#fiﬁ;tﬁif'ieSQa?Ch{fthé~payér’squfces5i e

‘istﬁdiéd???éiMéaiHCai (Médiéaia);LHMO,jéﬁdié;lvothefs‘”" M >'H’

- combined. The Medi-Cal beneficiaries can be enrolled in =

either managed care plans or fee-for-service plans. The

5,payeffspﬁfdéé récdtdéd;iﬂfthéﬁhéébit51 di$chéfge”feCdfds are’

" used in this study to measure the effects of HMO or Medi-Cal

* fee-for-service plan types. It is thus the plan type, and

i '¢tie risks associstad with the planis envollmedt that is7

. measured in this resear

‘plan: A type of HMO coverage

rices for a one-day period. =



the HMO‘S-netwbrk.;In-netWOrk:cafe is more fully covered;f-
vnfbrfout-bf—netWorkfcafe,.meﬁbéfs pay deductibles aﬁd a
qpercentage'of.thegcgétgbf-éare, mu¢h like traditional health
 Cinsurance-cbver§ge.
Préctiée‘guidelines:ZCarefﬁily deveioped informatibn on
’diagnosing‘and.treatihg spebific medical.conditions.
.Practicevguidélines;'ﬁsuglly based on clinicai literature‘
:‘and'expértACOnsensué; are desigﬁed'to heip physiciéns and
’patién£s:make deciéioﬁ$, to'he1p a héalth'plan evaluate
appropriatéﬁes$;5énd_ﬁédicél;ﬁééésSit? of care.

s PreferredIPréviderQfgaﬁiZation'(PPO):'A network bf
doctors aﬁd'hoépitélsfﬁhatﬁéfovides care at a loWer éoét
thaﬁ'thrqugﬁ tfadi#ional iﬁsurance._PPO membefsigét better
'bénéfitsf(moté coVérage)then they use the PPO's network,

 énd>pay highér 6ut;of—p6¢kéticosts When they receive care
".outSide thé‘ﬁPOvnefworkf
Preventébié réédmiséioﬂs:»Afe'defiﬁed'as_a
'rehQspitalizétibn withiﬁ ohe»month of cases with the séﬁé
fdiégnosis éhd~within the saﬁe hospital. The
v-rehéspitalizafion cases wére at thé'patiént.léﬁei.‘

Preventable readmissions, in this research, are considered



‘is typically provided by a doctor

~ in internal medicine, pediatrics, or family practice, or by

are for that pa

~ Medicine’s (IOM) Committee to Design a Strategy for Quality




‘RéView éﬁd,Aééﬁféﬁée_in"Medicafe aé: “Qﬁa1itY of‘¢areAis‘the
dégrée’to wﬁichvheéithlséfﬁices?férvinaividuals and
,popuiaﬁiéﬁé ihé#eaéé-the{likéiiﬁéod*éf}desired héa;th‘
;_oﬁgéqmeéfand are c§ﬁ$i§£entfwith‘curreﬁt.pfofessidﬁal
' kﬁéWiedgé, ﬁow’caﬁéqié;ﬁfovidedﬂshoﬁ;d‘reflect’épprbpriate
'uSe?bé ﬁhe.moStgcﬁ?feﬁ#_knéwledgéjéboﬁt scientific,1 -
'cliﬁiéai; téchni¢é1biﬁte&ﬁersOnaI;'maﬁual; éognitive, éﬁd"
.organizaﬁiéhél:and manageméﬁt>éi§mepts;éf health’care‘(LOHr‘
H199§?14-5).In this‘reséarch; thé qﬁa1ity}bf_¢aré proyided ﬁQ
‘Mediiéai énd‘HMO paYefplans_is meésu£éd a§ the,diff¢r§nqéé
.I,iﬁ:the £aﬁés‘of'prgﬁéntable rgadﬁiésions aﬁd:deathé.v
Réferfal;‘Abefmél prqééSSfthat'aq;horiZes an‘HMO
mémber\tgvgétvcaféﬁfrém-é_sbecialist or hospiﬁal, |
':Tb~aséﬁre‘¢§veragé; aﬁ’HM§ pétient génera11y mﬁst get‘a
feferral frbm‘his or her primary cére.doctﬁr'before seeing a
,mépecialigt,
»;f speéiél%sf:vA adctprbgr“other health carefprofegsiohalz
_Whose-tfaipingvaﬁdﬁekpgftise1arevin a'specifid area 6f
mediciﬂ¢, 1ike;céraioiogy‘br”dermatélogy. Moéﬁ HMOs requiré
members ﬁo get a‘£§£e££a15fr¢m their primafy care physician

before seeing a specialist.



_ CHAPTER ONE -- STATEMENT OF THE PROBLEM

| Iantroduction

© government debts, and the high rates of health care

~ inflation have been deleterious to the number of insured

' ﬁLf’Pé?soﬁéfaﬁ@?thé’émoﬁnt56fquﬂdéfavaiiabiéftQ thééefwithgfv,ggﬂ’

| insurance. The increased intermational competition forced

 The demands of international competition, burgeoning =

.~ U.S. companies to be more price-competitive. As companies =

'Séughtfwaysftdffédu¢e cos£s;fhealth éaref whichfexpefiehCéd”[fw‘
 steep inflation during the past three decades, was an =~

7xﬁiﬁcfsésingiy@prbminéﬁtﬂfarget5férfdpst”contrbls;.AS”a;latge,if7

© and increasing portion of federal and state budgets, health =~

>'5qu1fThis%reéeéfChgreﬁiéWSTthéftreﬁdﬁtofehrbll Médigaid1-'7“

beneficiaries--specifically, California Medi-Cal

. beneficiaries--into Health Maintenance Organizations(HMO) .~ -

?fiTaﬂdfthé.poﬁeptiéI implidéuibnéifo the~qualityfdfQcére thQse




| The medi-Cal populations have experienced gradua

i'j3introduetionfintoﬂmanagedfoarejproviderfplansﬁingthe;pastg?

hihowever recently,‘the enrollment has progressed f, m -

| optional enzollment to mandatory entollment. Sinc

~ amendments to the 1935 Social Security Act that directed the

© population (Medicare) and the poor or dissbled (Nedicaid),

' the programs have experienced tremendous growth in

”f7fbeﬁéficiariesfandﬁexpenditure81fWithinftWO;yearsfof'these‘ffff

s ;y-:’amendme~n'ts,jf} ‘:;egislatﬁi_on "t-c;‘fa.t:iioﬁ-alize;, the health services = = =

”:Qfsystem began to_materlallze ‘._ﬁ‘

The Comprehen81ve Health Plannlng and Publlc Health

"7,f_Serv1ce Amendments Act of 1966 (PL 89 749), sought to bulld"“'

*?ondplanning;prooesse‘wand technlques requ1red by the Hlll

‘of services provided under Me carefandeedioa‘daby-uSing

| ‘;‘-,;’pif_of_é,é"-sidnial "gtandaifds- ::r._éview_ ‘org.éinizatjiqnjs (PSROs) e i

'r'howéVeﬁ; these PSROs were replaced by profess1onal rev1ew pﬂli‘

f-organizatlons,




In 1974, the National Health Planning and Resources =

‘-,Developmenthetkcreated{greater centrelfthatgplanning T

“agencies had over health services. .

~ As the federal and state governments became concerned

' about the rate of health care inflation, methods for .

:*ugkrédueing{the}rateﬂOf’ nflatibn Werefexblored;gThe“TakxEduity'f

*’;%and Flscal Act of 1982 and the 8001a1 Securlty Amendments of‘,;,a*f*”

.hrl983 establlshed a prospectlve payment system as a method
‘”foor;contalnrnguhospltal coSts The rate of Medlcare paymentsjgi‘

J*ﬂffwould be pa1d prospectlvely and based on a le of hospltal

"1Serv1ces in the form of dlagnostlc related groups (DRGS) and»i#

 expenditures through arbitrary payment limits. It was the

.‘k“shar,ng by health prov1ders

H1stor1cally, Med1 Cal beneflclarles had the freedom offﬁ]t

’“'a,ﬁﬁoice4to,ch09se_;hg1




© incentives to ration care based on a fixed budget. =

However, in recent years, greater mandatory enrollment

”fffhastéén §prbred3éﬁdﬁréélized; This usﬁrpati¢nﬁQfTwhatfﬁ5§{f 7'5*~

?ifbéeﬁfpéfgeiyéd"asjéffightfby@béhéﬁigiarieswprompteddoutcfiééf:f

'i by.liberﬁa?iansﬂandJadvodééy:grqu?é:;Théfgrés$wr¢otfsj5 f_ff.f;-“

a f;éff¢ﬁts td ehSu;efbbpﬁ!gﬁ#érnmeﬁtalbéntitlémentﬁrigﬁts éhd!f_“"

| patient rights nave galvanised public policy officials,

government lawmakers, and health care constituents.

~ During the 1980s, federal legislation had sought to

' ease restrictions on the types of plans that could be

 offered to the Medicare and Medicaid populations. In more = -~

 3recéntfyéarsffthéifédéfal g§Vérnmént5has adOptéd>moré_ﬁﬁf“”

. regulations that attempt to safeguard the Medicare and .

. Medicaid benéeficiaries from the financial influences

- attributable to HMOs. A primary concern of government
| officials ia that access, and thus quality of health care,

' may be adversely effected as the result of greater

.‘ijfThé;préﬁiséSfbéhind;Ehesé fedér51 actions_stem’ffohiﬁﬁevf?
. belief that Medicare and Medicaid beneficiaries are -

‘disadvantaged in some way from the general insured

 populations and that HMOs may potentially provide care that




' is deemed to be of lesser quality than the general insured

 population. It is the primary temet of this research to

~ provide résults that may lend evidence about the actual

. differences in mortality and recidivism outcomes experienced = .

by California Medicaid beneficiaries enrolled into HMOs. - =~

'f%ffThefpatentiélffiskfbf;eﬁfbilihg MediéaidVMedidbaYéff,,fffﬁf*-~

'“f{benef1c1ar1es 1n HMOs 1s poor quallty of health care, asf

‘:meaSuredxbytpreVentable:readmission-and;mortality rates,ﬂ";f”w7’

_ This research explored the differences among the 1991 =

' california hospitalized HMO and Medi-Cal payer cases.

Purpose of the Study and Impllcatlons
’vThe‘purpose of thlS study was to determlne Whethet hewﬁ‘f'
;hand cuttent poliey changee‘that prepese te.enroll greatef
7tp?opertiens:¢t€Medi;Cai@benefiglarlee1ntQ:HMO$,aWOuidn?i'

“tadVersely;affeetutheﬁhoSpitaiiéation10uteeme1£iSEngf]“dare;

 provided to Medi-Cal beneficiaries.

' 'In this analysis, I used the variations of preventable

*‘readmiéSiohvandideathﬂrateefbetueehﬂﬁedi—Caldéhd;HMOtpa?er .

' sources (as indicated in the patient records) as indicators .
' of outcomes and thus the quality of care. To determine

f~Whethef‘théffisks;of]mbrtaiity;and?readmiSSioanére 9reafe?‘j

P 12 :. -




'jjfd? HMO,paYerfcaseslthah’the?Medifcalspayergcases; the gfi~?:.

. respective odds ratios and relative risks were computed.

These statistical measures compute whether excess risks

| between the HMO and Medi-Cal payer sources existed.

' The results of my analyses are synthesized into policy

~“recommendations.

" Décads ot ‘Change

hﬁHealth‘CarevCosts

l? The u. s. health care lnflatlonkrate of 8; dﬁtiﬁéithéflgx
.19QOS“Was;signiflcahtli'greatergthah_thelgeheralflhflatiohlif

 rate of 4% during the same period. The specific inflation
rate of hospital and. fe_lﬁa.ﬁ‘éaifser;;ices, ‘i‘ncrease.(l from 6.6% in

" the 1950s and 1960s to over 11.5% in 1989.

"ﬁlhﬁaaditioh,ghospitalsfrepresented 38 of total health

"‘*'jcare costs and representlng the largest 81ngle cost category

\h-among all health care cost categorles (Lev1t Lazenby, o
””_Cowan,‘and Letsch 1991)

‘EVPubllcthealth‘expendrtures[faslaMpercentagefofﬁtotalsff‘

‘;:gfhealthvcareuspendihg,shave ihcreaSedffrom 24;7%,ofm0veralll-v

"-spendlng 1n 1965 to 42 0° iﬁ*1989,‘lhcreases"in_natiOHal L

ﬁ‘health expendltures as a percentage of gross natlonal

i3 -



| product grew from 5.9% in 1965 to 11.6% in 1989 (Levit, = .

' Lagenby, Cowan, and letsch, 1991).

~ Figure 1 Selected Consumer Price ‘Index Trends -

:  '."f‘Selbe‘C‘tgd}CQnsuihér"Isr:i‘cb:ev Indexes(1983 =100) co

190 1 A R A — T — 1
80 - . R allt N
150 1.
140
130
120 1
110 |
- 100 gy

100,

L2 2o pa—
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e Th\e,v exp’énd‘itﬁres per capita f"iriﬂcr‘"e'a‘sed “from 1, 068 to
3,094 in 1980 and 1992, respectively.
o Th‘:e 11992 "amount ‘represént'ed an increaSé of 290% (Uv'. S.

. 'De"pa:rtme,rit 'olf" Commerce, 1992). ' -




Figure 2 Health GbP»for Selected Years
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Figure 3 Health Care EXpenditures‘per'Capita for_Selectédf__:
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* Figure 4 shows the hospital admissions per 1,000 person

‘in the U.S. from 1980 to 1990. The decrease in admissions =~

. per 1,000 1s ,ﬁcl'e_'alrl_y:' ev1dent (U s. Départtﬁent of : Commerce, S

Fure4Hosp1tal Adm1381onsper1,000 for SelectedYears o

USAdmltsper1,000 e




 Figure 5 Outpatient Visits per 1,000

" U.S Outpatient Visits per 1,000
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SRR EigurefG'debiétsimeaSﬁres of health‘statﬁsiefkthe:ﬂ{sﬁffh’

 compared with California in 1990,

' -Althbﬁg’ﬁ,,_cf:a_‘iifo,rﬁi';’—,;jfhad | ,thje’f.h'\_i‘,ghes.ti 'enfollzed’_ ,manag‘e,~d ki
‘care populatlon, these health status data are favorable when'f
;“V‘Hcempafed'tO'thejnatienalydata‘(UQSw Depaxtmentjof‘CommeICejV

agfﬁigﬁreTEFMéashrefeftUfé and Callfornla Health Status

o N ST Difference T
| (1990) RO | ’U.S,,.” Cahforma CA US: v%-Diff;_‘ A
c PercentofLowBlrthRates TS R8s L2 0%

o LInfantDeaths perlOOO TR TS LAl IS T%

"5tFigurer7hShéWs;theltpehdfengVerall and“heartfdiséaSéih{ o

~ specific death rates per 100,000 from 1980 through 1991.




~During thisjeléVen—Year period, ovéfall mortality rates
‘improVed froﬁ 585Lé to'513,7_deaths per 160;000,(12%
improvement). B |

Heart disease—Fsingle mosﬁ éostly diseasé in‘the U.S.--
deaths,per 10b,000 improvedvfrom’zbz,o to 148;2 during ﬁhe"
éame period‘(U,Sfbbeéartment'of»Commercegf199éfg

~ Figure 7 U.S. Age Adjusted Death Rates per 100,000

| Age.AdeSted Death Rates per 10‘0,000 Persons in the U.S.
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,lThe healfhicare faﬁe-ofiinflationéqupled With
inéreases,in.gbvefhment prdgrams,fgreater entitlement
‘pérticipafibn,iand mQunting ¢oﬂcérns about‘governﬁgntvbﬁdgetv
;_defiéité déﬁaﬁded the develépméﬁt.and impiémeﬁtatibn of
serious cost cdntéinménE measﬁfés.vHowevér, the‘déﬁaﬁds f9r‘
_acceés;and.the beét"boséible qualit?.éf‘heaith care made the

' deVélOpment and implementation of these measures very
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-‘f;diffiCUItgvihéfégarCitY of réSOﬁrces”motivates us5toch6Qsej;?-"

‘Q'both'ﬂéwfﬁuéﬁﬂaﬁdftqthbﬁ}sérViqes shdﬁ1d.befﬁade;   g 

;1  {Siﬂcefigjj{jthefféderai‘goVérnmént has_prbmdtédf? 5t

© legislation to gain greater acceptarce of managed care.

x '!5'ngifmajd:ffiﬁéncingfmechaniéﬁ?fhatQhasfbeendévéiuatéd;éﬁdf
- demonstrated by many states is a capitated risk system. The
prripciplés‘Off¢apitated payméntSfére;payment”éf a3fixed x, 1-

".amQﬁntfpér;member pér;anﬁhjﬁo'agprOVider}iwith the.provider~

 *  §SSumiﬁg7°r5Shéri@§!fiﬁaﬁéiélgriSK:attributed_;p:;he caré¢ 5*1-”

| given to those beneficiaries. In many capitated payment

 farrahgéments,>the“prévidér3is part of an IPA or medic§i 

p, ‘and the premium per member per month is divided among -
. physician services, hospital services, and certain carve-out

" services such as behavioral, pharmaceutical, and vision

?]ﬁqaré.7PtoVidérs ty§icaily”stfivéffdrvpayménts ih eXceSEfdff;f'

'fi¢¢s#sythr6ugﬂfqéﬁfioiiédJutilizafibnfand'effiéient*7”[ 

. management of the continuum of care.

' Managed care is an epiphenomenon of private sector

. prepaid plans dating back over 60 years. Promiment early

 prepaid plans included the 1937 Group Health Association in =




_PPO mechanisms for =

Although many of




cbntradﬁs; loans, éﬁd.dﬁerall synergism,createdvby“
‘ gbVerpméﬁf-bﬁreaﬁcraéieé (Kﬁégsved£; 1§95).
’HMOé_asggmed’rééponsibilityfbr ﬁrbviding a
':_Compreheﬁéivé}rahge df heélth serVicesto‘enrolled
pOpulationsatVé.fiﬁed-premium. ThevHMOs weré at financia1 
’fisk because thé'paymenpg wéﬁe a fixedlamount per;member,’
*fegardleSS of}thé amount‘dthealth serviées uséd,‘The“HMstl
vbwduldtriskvépntr$¢t;Wiﬁh physiéian.groups,’ﬁSually
 independeﬁ£ phy$iciéﬁ assoéiétions'(IPA) éndfmedicéi'groups
'to"bfdvide;théi¢are'fq£ é}fixed amQuntbpef,member pér moﬁth‘“
»after‘dedﬁctihg £heir admipistraﬁiﬁexandvprofit_margins} Thé 
vhméjority Qf:pﬁysiéiansii£ California_tbday béloné to Somé:
form'df’dﬁéénized_grbﬁp.likepén.iPA:,Thé physiéiéhs:rétain, :
‘:soﬁéviﬁéiVidﬁaitﬁedic;l’éréeﬁicézaufqnomy while éhafing ﬁhé:
ffiﬂéﬁdiai'fiéks,and rewérds_ofvthé.overallaiPA. Invthis way;'
thé'physicians”have finéndial reépdﬁéibility forvthe groups‘_
coété; bﬁt;céﬁ cohesivély hegotiate'for health:plaﬁ‘
bénrollees.
: The'physicians‘réceivebinéentivesito ménage the care
!pr9Vided té’behefiéiaries byéharing the risk oquver_

utilization and rewards of under-utilization. This method
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contrasts thé;traditidnal fee+fof—service method éf enticing
providéis to.usefserViéeé.
%%One-CGﬁséqﬁence of theée neﬁ‘incentives Wés}the—

f decrease inhoépitaivinpatient episbdés and length of stays,
,ana an increése_ih_ﬁhe lower cost outpatient episodes. The
primary responsibility Qf patient.care continues to reside
‘with the phyéicians.:This responsibility for the types and
»dUration of care the physician‘s céntrol has»made them the
focus fpr managed'care.‘fhe physician groups in Célifornia
have béeh”prédominantly contractéd‘by HMOs tovaccept'a
capitated PMPM for a défined set df both inétitutional
,(héépital) ana pfofessidnal (physician) caré..

"Within most ofvthe HMO“and physician contracts»residei
nindéntiVéé tb ensﬁré‘boﬁh cost effective care and quality

Loy SRR
care. The physiciansktypically agree to accept a rate that
-haéibeen actuarially calculated based on the historical
costs associated with both ﬁhe areas and demographic
charaéteristics that'comprise the beneficiary population.
The contracts between HMOS and providers however,‘include
'provisions for monitoring the quality of care thét,patients

perceive.

22



© physician group are to manage care below the historical

ut iiéationmrates;and[maintaanpatient satisfaction for

| contimued plan enrollment.

'ffthe,inféﬁéity3andffreqnenc§;offhealth~care%proVisions;-theda*fth
~ HMOs endeavor to negotiate better-contracted hospital per

»V’,-diem’rates:ff,

The Preferred Prov1der Organlzatlonal (PPO) form of a C@ ._j
e L T e BN 9
vfmanaged care flrm has also affected utlllzatlon and costs SRR
-hfiThe PPO attempts to negotlate the greatest sav1ngs from both

' §5institUtionalzand]professlonaljprovlderSIfor»agdeflned Jﬁ,'

’fpopulatlon, and then shares the cost sav1ngs w1th contracted

’.f"employer groups Moreover,»PPOs offer a varlety of case-~<§)
vtmanagement and referral pollcles that manages entry by |

”fibeneficiaries'to;the_type,ifrequency, and 1ntens1ty of B

services. In some case management agreements, the PPO may

”1aljo;follow§the_careuthrough;allgcareuprocessesgto'enSuregngrc

‘appropriateness within intemal and external medical

. quidelines.

‘In addition to the physician’s responsibility to manage



- The PPO in simple form is’a contractual-relationship
bétween healthrcare pfoviders, institutions, emplbyers;
'-insuraﬁée‘firms;and fhirdfparty adminiStrators to provide
‘health Care éervices at a-discounted rate.
The‘privaté‘sectoﬁ rééognized_the cost effectiveness of
‘thé new‘HMO modél and enrollment grwah during the past ten
'fyears hés beén:significant. In 1994, there were 55 million
‘  HMQ‘ehro11ees‘(Kohgsvédt, 1995). In additiqn, enrollment in
PPOsfgrew from o‘in;the 19§0s, to 74 million_by Deéember
- 1991. There werévmany Changes in the U;S. that caused the
"ehofméué §rdwth in:hanéged:health care.
'Medic51 préctices‘traﬁsitioned from private to group
:praéticés; cofpofations became more cost conscious, health
éafe prQVidéré becbﬁe more:Spécialized, the prevalence of‘
 indemnity inéuraﬁce‘enticed 5ver¥utilizétion, and Medicare
.andrMedicaid‘lawé_prémétéd~significant increases in teaching
anq ihves£orowné§ hospité1s (Brown, 1993).

- ’
C::ﬁMO Cost COHt%ffﬁ::)’
MOs have been operating under the simple premise that

they can control costs and:improve the quality of care.
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.‘ HQweVer; thé tfue dimensions of cost control and quality of
. care are‘farffrbm simpie. Hbﬁ cdsté.are limited is a key
elémentlfor fhe‘successful dutcome of_care.

Common methods”for‘cohtrolling utilization'in managed
‘ darévorganizafions include-pfospeCtive, concurrent, and
‘rétrbspective reviews. Invprospectiye feviews, admitting 1
vthSiciansfmay'pre-certify the patieﬁt to enSure}appfopriate
cére, begih»phé'séheduling taéks, prepare discharge.planning
sysﬁéms;;ahd_cépﬁﬁre financial and operational daﬁa.vThe
‘pre—éértificégionvpr0c¢ss provides theistructure for»
,quaﬁiZihéiéafeheffiéiénﬁly,and medically appropriately,bv

In sOmebcéses,utilizgtion'management may receivé

ﬂ quéuésvabbufjiﬁédmingvpétients éo that clinicél énd
t'adﬁiniét}étivé~protocdlscan be follqwed. Also, pre—
' cértificaﬁiéﬁ'Vefifiesand'ensureé compliance with insurance
aﬁd_regulétdfy gﬁideliriesT

V_Cbncurrenﬁ review is the'managemént éf'utiliZation
dﬁriﬁg‘the‘COUrse:éf health:care. Some;bf‘the techniques
‘employed arefttacking of‘léngth of Stay(‘UM‘Nurse;review;

'and.diSCharge‘planning.”
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" The review process may include maximum lengths of stay,

 € 1evél&éf‘ﬁréétmentf(iﬁpatiéﬁt}ioutpatient,fpartiai,Vpﬁf”;

~.In addition, concurrent review allows administration to =

efficiently manage work loads and resource utilization. =

Retrospective review occurs after the case is finished =

"fféndjthefbatiént1igfdié¢hafgédﬂ?Retrqspeétive reviéw ihq1ﬁdesﬂi ] 

claims examination and episode evaluation. The claims review

 process adjudicates mistakes, inproprieties, and seeks to
© The retrospective process reviews clains to ensure that
| third parey liability paynent sources are identified

Q ~(maximizih§7¢dlie¢ﬁiénS);géﬁﬁim51 bi1ling$'for?prdcédur¢s f ‘

are made (maximizing revenues); fraud is minimized, and =
 errors are minimized. The pattern or episode review .

'~ component examines utilization:and compares them with

industry, internal, and regional normative data to

' reengineer existing methods to achieve optimal outcomes. It =
' to internal patterns of care to make internal changes as =

_necessary. - .
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4 Medlc aid Background Sy ':

XIX of the Social Security Act is a Federal-State

. adequate medical

”éréltoﬁéi;gibié hééd&ﬁpéfééﬁs;;ffjfﬁ-”

Medicaid is the largest program providing medical and

| health related services to Anerica's poorest people. Bach

_state establishes its eligibility standards; determine the

- type, amount, duration, scope of services, and payment for

. services; and administer its program (Dallek, 1994). .

Subsequent to their enactment, both Medicare and

| Medicaid had been subject to mmerous legislative and

| administrative changes that contimually sought, within



| Health and medical care are funded through a variety of

_ private payers and public programs. For each year from 1975

“through 1990, private funds paid for 58 to 60 percent of ‘all -

' paid by private funds had dropped to 56.1 percent (Dallek,

‘  \ Thé'Pﬁb1iC?éhéfébefhéalth care eXpehditﬂreSHhé$v‘

' steadily increased over the past five years from 40.2

- percent in 1988, to 43.9 percent in 1993.

© . The largest shares of pUblic:health expenditures'are -
4ffof tHe'Medicéré,aﬁdﬁMedicéid”programsj which invi993,ff:‘
 iécdoﬁnted fdr‘30}8 percenE 5f thé tQta1”health‘care‘spending

~ in the U.S. (By comparison, 17.8 percent of all national = -

.héalthfcafe'SPending;¢dme9ffrom’cdnsumers fn out-of-pockat. . b

_ expenditures and 33.5 percent is reimbursed by private -

health insurance. (Dallek, 1994).
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'Medicare and‘Medicaid expenditures represented 70.2
- percent ofiall publiciy‘funded healtnbcare spending in the
' ;U; S.nduring 1993, withuMedicare reeanSible for 40 percent
and'Medieaid:respensible for 30-percent. The 1994 FY
»Medicare andeMedieaid pregran_expenditures for deliveryeof-
servides and pregram administration were:reberted at $297;5
‘billion (UaS,:Department:ef Commerce,'1992);,it

There‘is abminimumrfederal eet’ef"standardsfor healthi
care servicee thatfmnst‘be met. The federal medical>
Maseistance_percentageb(FMAP) is‘ueed-to determine the share
iof,the federalgejernment's eXpendituredfor,each etate
V(Winterbottom] i995);’Statee determine Medicaid eligibility
‘based’on many factors(‘Withdthe most'impertant criteria
‘being ineeme and,finaneial resqureeel |
The mininum’eligibiiitycriteria:and benefits are developed
_byxeaen>State'andivary‘moderately;

:fTheVQOVérnment‘pays a-percentage,ef the state's
'expenditureedbaeed on thedannUai.perfeapita income in the
etateichparedrtotthennatienal average per‘capita-incomef

CIf a etate}per ca?itaainCOme is below the national per

_eapita,income,ithe range ef'federal reimbursement is 55 to

29



* a3 percent;

55 percent

If the state per capita income is equal to the

;ﬁéti nalwpei*capita inébmé;fthe”fédéraiﬁreimbqrs§Méﬁt‘isﬁ55ff}

If the state's per capita income is above the

'51981f}ﬁhé50mﬁibuslEudget Ré¢onci1iatiéﬁfAcﬁf

- reduced the payment by 3 percent in 1982, 4 percent in 1983,

' and 4.5 percent in 1984 (Dallek, 1994). =

JTﬁé staté§Q¢§u1d'howevé?frédﬁde;thefqufbécksJif théy.Li.; 

jiHStituted@cggt'réviewﬂpfbgiams,ﬁif unémployméﬁﬁlwgs;équélkf:’

%6 or ‘greater than 150 pefcent ‘of the national vate, and if

' state anti-fraud activities recovered 1 percent or more of

| was due to health care inflation rates that were of great
5 con cern to the Congress i | .
© The Congress however, did mot wish to restrict payments
to a level that would deter providers from providing care to
_ The law does not permit the Federal Govermment to
exercise supervision or contzol over the practice of -

‘medicine, the manner in which medical services are provided,

and the administration or operation of medical facilities. =

“national per capita income, the reimbursement is from 50 to . .



 Facilities desiring to participate in the Medicare or

'tegMedicai&fpfbgtam7mustjmeetipattieipatioﬁkcenditiohsdfOrj‘

a céfﬁifiéétioh:*SEaté"ageﬁéiés”éeftify&toﬁghéfDHHSﬂindicatihgfjgv:»

eﬂvmwhether hospltals, SNFs, HHAs, independentflaborateries]7

x:'hifportable X ray fa0111t1es, and prov1ders furnlshlng serv1cesh'

VSatisfygjandieontinuettobsatisfy;htheir:respectivef”"”‘
conditions of participation in the Medicare and Medicaid .

. programs.

hefsecretarygdff‘hefbﬁHSfcertifies faeilities,§3

equ stlng partlclpatlon 1n:both the Medlcare and Medlcald

lbréégams States certlfy those fa0111t1es that request

‘iibarticipatipnrinytherMedicaidaprcgram>only... y

‘hThéfstate fuhctiohfdfemakihgbcé?tifiéatiohsjis*ihtehded?all h

~to be a natural adjunct to ongoing state activities (such as
© the licensing of health care facilities and the setting of

ZTAistatefcoordinatesﬂWithﬁethérﬁState‘pngramsjthatzﬁv‘ﬂ'ﬁ

"fh nvolve‘payment for health care, quallty of care,‘aﬁdfwh :

"'cfdiStributionfﬁf"ealth fa0111t1es

»Qordinatiohféffthesé:aétiVities'iS‘essential‘inf‘”

. assuring effective and economical use of existing state




' facilities and trained personnel and to prevent duplication -~

"Yffofiéffértg°Wh re%afsﬁapeféﬁtérsflnto anfagreemeht1with‘thégfpi

IR

o payEns medioal iheurance premiuf o behalf of -

 its aged welfare recipients, the agreement may provide for a.

. designated state agency to serve as an intermediary on

~ behalf of its welfare recipients (Kongstvedt,
' Medicaid spending is expected to grow faster than the
. ffécéndmy7§§“a whdleiéndfféspéﬁfthéﬁfstatéfand“Fedetalwff fﬁij?3?.

revenues, just like general health care spending. According

_ to the Congressional Budget Office (CBO), Medicaid is

‘VljéXPéCtéawtdzéfow.bétWeénjibiéhdflifpétcent annua1lyvdurinéfﬁff”f

_ the next six years. This growth rate is wore than twice the
' rate of economic growth and inflation.
-_ﬁ}";nfthéf;§9§ffié¢éiﬁyeat;‘thé ¢ombinéd:EederélHahd‘Statév j”

9: ;§§§érn@ehﬁs5§pénﬁ$$i58ibillioﬁféﬁa aféfekpedted?tg‘SPendf fﬁ *

%262 billion by fiscal year 2000 (Congressional Budget . . .. =

. the age distributions of the Medicaid

S 2 §6pﬁlétidﬁs7apéféxpéctedﬂtq;bémédnééﬁtratéd*ihfthéﬂéldériy;;‘ v“

' ‘fcategoriés during°thé néxt:fiveftOftén’§earsf The care




 provided to the elderly has historically been more costly

A8 a result of the aging composition of the Medicaid

beneficiaries, coupled with the expected increases in

~ enrollment into Medicaid, the costs are expected to rise

 more sharply than in the past (Congressional Budget Office

Cassm.

‘ithlthdugﬁiin'1993mtheuMedi¢aid brbgfémfrepreééntedfdﬁly~‘5‘

 share of the State budgets--12.8 percent. California
 oenting sncrsssed by an oo 34 paens. £ 1953

| 1993 increased, while the enrollment only increased 7
o perc e nt ; . . | |
. i?Tﬁé’ﬁédiéaia}prégrém;héétgiéwﬁitfqm.é 2$o ﬁiiiibﬁHiﬁ¥l f~1_
1965 to over § 92 billion by 1992 When the law vas

1mp Jenen ted1twaseStlmatedthatarOU-ndz3m11110n »:
| in 1991 over 20 million people were enrolled. These

' htmilaca’ now ways to provide quality cae while seducing

| the cost of Medicaid.
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. Cost sharing, DRGs, reimbursement incentives and -

‘disincentives, contracted coverage, and voluntary managed .

 care enrollments have helped reduce the rate of inflation. =

- However, fthéséfméas-reé.stiil'faiijto.céntrol,growthfto,an-Ufu,&*

7a“acceptablehlevelifKongstvedt 1995)

“3h All of these factors, 11nked together w1th Federal

"‘spéndihg.reauctionapﬁéssurés; suggeSt;that¢Medicaid-fundsgfi

”ff_mayxaiﬁihish‘evenefgrther infcalifornia,hThe_concernfis:thatt !

‘#théhﬁﬁélityiéf1¢are{;écééséfiééti?fadtionfvoutcomes—;may¢bé‘u'
o Sensltlveto thesespendlngreductlons ‘( Congressmnal Bﬁd‘éf et '. x
ﬁh{ih;h;ag;é‘;£7iﬁéf¢5§¢shin;Medi¢éid_sPénaiﬁgléénhbeff
v'iliﬁs#??#édfgyhtﬁfeé&@éin"féctéféﬁlthévﬁﬁii;zéﬁiéﬁrofa"
 services (cypes and freisncies); the cont changes of
| services; and the number and chsracteristics of the

*fhjihdiﬁiéhaleeligible forfservices-(age;7gender}‘1ooatioh,k

" quantities). In addition, since States receive a portion of

"f’Medicaid,SPehaiﬁg‘reimbursedifrom7thé~Fédefa1‘govérnmént&l77‘*
’»”tthey have recently sought to max1mlze those relmbursements"'
rt;through dlsproportlonate care hosp1tal (DSH) payments

].Durlng 1989 through 1992 Federal DSH payments to States




’i'grew by 2 400 percent The states had pursued greater DSH

}fpayments through strateglc spendlng and tax1ng and resulted

;The Omnlbuszudget Reconc111atlon Act (OBRA) of 1981

,»nia'ndat‘e"d- some‘ :of the }mdSt}Si.gni'fi‘cafnjt, ,change_s\ in. the ‘

”V,Medlcald program 51nce 1ts beglnnlngs 1n 1965 The 1981 OBRA

'7ffihad sought to 11m1t the rapld Medlcald cost growth by

fsettlng new 11m1ts on e11g1b111ty for the program, reducedi~_

3‘f~theVFedera1'share'ofﬁtheﬁprOgram costs randfinCreasédﬁtheihff‘:‘

-“?W:state s ab111ty to manage the program' Prlor to the 1981

fo’OBRA Statefs'pa;dghosp;_pls on a reasonable cost bas1s

_HoweVer;hthe¥1981ﬁOBRAfﬁ¢tjon1yjforcedpeligibilitypcutbacks”1” B

- payment systems. Moreover, the federal matching was reduced
]},45percentgihf1983;¢éna44;5f§éfcéﬂt ini'?"




| To further encourage cost control by the states, =
7_réaucﬁiqnsfwéré?mihimiZed-for_those3states*Witﬁ_effé§tive>w“ffa=fv

‘wCOéﬁfCGﬁtroiééahafhigher"thaﬁ”néEiOhalaaﬁéragefuneﬁpl6yméﬁ£ V*1 f

crates. e T

so arising from the 1981 OBRA was increased =
. flexibility for administering the Medicaid program by

- eliminating various federal restrictions and allowing. = '

~waivers. As a result, states began to examine the use of =~ -

. HMOs and other prepayment health care delivery systems.
~ The economic contractions during the early 1980s, =

'tégéthef“Withffeqeréi preSSﬁrQSVto_xeducéitheggscalating‘fj'

‘VAMediéaid expéﬁditures; éaﬁééd»thefstateS]to'pqtsuéfmétﬁodsf .fﬁ

| for cost reductions or slowed cost growth. The method that
 containment is the prospective payment system (PPS).

‘*Spimdlatihgneffiéiehéynih,EhéfdeliveryféyStém}5AlséjJéarly:   '”

u@stﬁdieé3réVeéléq 1oWéf hb$pité1 ber diem;rates,f§r ékiI1€d f””
~h{ﬂﬁr$ing'ahd_intermédiate cafe7Withéut*adyersefeffé¢ts*to o

access and outcomes (Buchanan 1987). .
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 care plans may largely be the reaction to continued =~

increases in Medicaid expenses. . . ..

7-,]ihgb"managéd‘é'réfpiansfin¢féé$edJover%4ao»pércéht;jAlso;;by].

_;*;fo;1994f}f5r;yifhieérstatésfénd thé Distriét;ij_l13}

';‘Columbia§ﬁadnéiMédiqaidfmanégéd:caféfbfdgraﬁzeifhérfbff”tunu

',f@iéﬁiﬁ@[jThé prepéyméﬁté £6fﬁMOs'prOVidé theistatés“Withf"

 predictable and easier payments. In addition, the state’'s

 receipt of claims for individual services could be

"“~f*éliminétéd,and’¢Ouldf;h¢reBYFfeducé administrative.cds;s.,'

| The capitated premium per member per month (PMPM)

_accommodates more predictable budgets because maximum

The trend to enroll Medicaid beneficiaries into managed

1996) . Between 1990 and 1995, enrollment



' The HMOs are required to monitor the program and also -

facccUntahleftc7thel$tates;$federaljgcvérnment;jandfthirdf:;f”'

K“J‘party mon1tor1ng agenc1es such as the Nat1onal Commlttee fort”

57,}SQua11ty Assurance (NCQA)

The NCQA developed a voluntary health plan performanceja

qu‘measurement;toclgcalledythe“Healtthlan Employer,Data-andh h

'ﬁf{iﬁférhétioﬁsSétfxﬁshisﬂ;

" This performance measurement tool provides health plan’

© utilization data for selected procedures, and information on
 enollment, access, quality assessment and improvement, and

"rldénrélleefsatiSfaCticn;fIn,additiqnfldtherfquality'assuranceﬂf

‘and improvement systems for Medicaid managed care were
1d.developed“ﬁndermthe Quality AséﬂféﬁderﬁéfbrmiInitiatiVéi"'
o (QARI) durlng 1991 1993

'Jl In 1989 the Agency for Health Care Pollcy and Research‘fl

ffdAHCPR) was created to enhance the quallty, approprlatenessin.

'aandfeffectiyenessgin;health'Care‘seerces AHCPR began

’r"‘denelopinggPatientdOntcome1Research'Teams;(PORTS)LUSed_to




‘vséudy diseaSes.and élinicaifpractice guidélineé. These
guidéliﬁéé;and-éffdrts‘Wefe iﬁtéhdéd to;bevyet'another tool
for’méésﬁring.ﬁhé qga1it§z§f care.

ﬁCFAYhadvcoiléboratedfwith states; héalthvplans, and‘
-bthef digéhizafidns to devéiop'a.system intended to imbrdﬁé'
Qversight:of.Medicaidbménagéd¥¢are quélity. (U.s. Departmént
: of "H‘e\'al'__ch:"aﬁd Human Services, 1993). The QARI ihitiaﬁive
coﬁ;iétédfof‘voluntary guidelines for managédhéare health
:plané'andféﬁates £o‘usé When»qontfacting for'Mediéaid3'

 136th the QARI.énd HEDIS.tobls‘prOVide uéeful
informatioﬁ foﬁ.plaﬁ evaluation. |

The comﬁqﬁ goéltamong‘these and other:eValuation tools

is to monitor the'éuality of cére,by using valid/'efficiéﬁt,
effective, and étandafd instruments.

- Federal laws mandate states to monitbr Ehe:Medicaid“ o
‘managed:care>plans tb ehsﬁre quality care (42 UscC
-i396a(a)(30)) and to conductlépnuai_audits of contracted
vplans'(42 CFR 434,53);’Tﬂé;éﬁdits‘must be coﬁdﬁctéd‘bY'peer >
review Qrganizatiénsfbrvindependént quies..

Y‘The_éxperiencefof the éarly prepaid:groﬁp practices, 

which served as HMO prototypes, revealed reduced costs
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' without reducing the quality of care. The organizatiomal =

' benefits of the prepaid group practice and the financial . .

" incentives to the physicians encouraged the reduction of

" medically unnecessary care. The purpose for quality of care
regulatlons _bOthself determ]_ned and leg ally man dated-_ 1 S to o
‘ .;éééégﬁéra thé béﬁefiéia;iééif£om theV§é£entiali& &§1§£eri§g% 
 States determine the amount and duration of services
i;ﬂéﬁféféa;uﬁqng;héi?fmééiééid b£ogram§;_Theyimay"lim;ﬁ thé- 
Zhﬁuﬁ5é¥'inéa§$ ¢f€h6épiEéitcéfé:ofafﬁe:ﬁumbér Qf ?ﬁysi&iaﬁ *7f'

‘,Viéits;éoveredQ”However;”étates afe prbhibited erm 1imiting

T‘thé;duratiénfof;Cdverageffbr:medipally”heCeSSéry_ihpatient:fﬂf_f

hospital services provided to Medicaid-eligible children

.junderpage;SixﬁWho‘are in disproportionate_sharé:hospita;s Qr‘ _‘_

" to infants in all hospitals.
7f;f[SﬁatéfMedicaid;Plans;mpétféliqw re¢ipiegtsfthhayef;M;ﬂY

 ﬁffre¢doh of§éhbiCé?amépggpa;tiéipatiﬁg prviders éf;health‘”'

““ 1fCQré;¢étaté37ﬁéY?beV1de&aﬁd’Pay*férfMedidaidfseryicés o

. through various pre-payment arrangements, such as health

vfmaiﬁtehaﬁcé'¢rganiz§tionsf(HMGS); R




s \gﬁfserviCes;:v~’nw,

ﬂ:payment for Medlcald Serv1CeS“;53,‘_‘.f

The Federal government shares 1n the state s TR

| expenditures for tadmi‘n,ifs'tratibn}*o,f;,.ffthe Medic'aid- .program’,%; B

]fMGStﬁadm;nistrat“ve*ébstsEgiéfﬁatcheduat-5O}pég¢éht;"

- However, depending on the complexities and the need for -

‘incentives for a particular service, higher matching rates = =~

' are paid for certain functions and activities.

'PeFederaltMedicaid'paymentsvtd}statesehave_nomsethlimitjmrt
 The federal government provides the state payments for the
' mandatory services plus the optional services that the state

-idv'e:é‘j":jd-é:ts"»t-'cs':j''].OYJCC>l\vri\‘d'ei ;_'f(?Dr‘.v.el:i.:‘g‘:":’i’_'.b“]_‘:e-.‘gb‘e.nefj',j_.[c;jj_":;.;,_rie‘'S...‘i

| states must also pay additional amounts to qualified

hospitals that provide inpatient services to a

. disproportionate number of Medicaid recipients and to other.
""10W3iﬁé0mé7per56né‘ﬁndéf;whatfisfknowﬁ as the
,_fplsproportlonate Share Hospltal (DSH) Program,e]v”

The U S Congress, the Department of Health and Human «‘ﬁi

'°7im§f°Vé¢éﬁfsjiﬁ“ﬁﬁeﬁMédiééld'ProgramSP;quali;YA;N*”“""'

" reffectiveness and ‘extent of health care services. However,

fstates contlnually seek to make‘j,rf



 Federal and state economic, social, and political factors =

- the growing needs due to recessions, slowed economic growth,

" and underlying social problems.

 ‘g?fuﬁdiﬁ§7aﬁaféﬁﬁééqUéﬁt  Qweiéa:reimburéemént{t@@p;évidéfsiﬂ‘*-~

vfméYiéréaﬁéfpoor;qﬁaliﬁyﬁdafe}]The:MédiCaid;feimbursemenE‘fw

"”?f réimbursemént7fq£e$i(Daliékr
‘ff_j?If inf@éti@préhtiﬁﬁes;tpxclimb rapidly,iﬁltheﬁérdité “ ‘£ 

: seCtor~WHiié7théfbubiiéfMediCQideﬁndslcbntiﬁue»ﬁo tiéefyéry Cr

| slonly, inaurers and providers could he forced to sicher
. .subsidize Medicaid beneficiaries or develop a two-tier .
*‘1ﬁrdﬁider;9ys£émghAftWQetieffsyStémj§6u1d}beJComprisedféff'* R

'7[:loWei,CQStfseiviQesﬁéndgbrqceaurégjfprf1§W¢rfp31d Medi—Céi.‘ fp

beneficiaries; while higher cost services and procedures may.

be made available for higher paying plams.

‘ h¢xSitﬁatiQnﬂinJCéiiﬁornia}is particuléti?ftroublé§¢m¢p}  

 because of the slow economic grovth, high influx of

© immigration, increased budget pressures, and already low per




capita;Medicaid egpenditdres;'In'1993; California_had the:
’greatestnumber_cf Medicaidienrollees‘(13;5dmillicn)fand;the
lcweetdpeticapitaMedicaid‘Spending ($2;690~§er person);i

| étates'naVe_cntions'tnat'allcn‘innovativefapptoachesdto
financingiand‘deliveringiﬁedicaid services. Since.19$l,
”Fedetaliwaiyere haVé beenfdeveloped'tciallcw_States‘toi
’enroll Medicaidibeneficiaties into HMOS and home‘and
. commnnitysystems‘of cate.

“EffeCtiVeHUtilization management of Medicaid
popnlaticns‘is'essentialt.The'Medicaid pcpulations are
generally sicker, while states will, in most cases; contract
with providers at‘rates less than‘commercial plans, In
addition,.somelstates mandate more comprehensivevedUcational
and preventativekservices than commercial plans.
Traditionally, disenrollment rates are very high because of
the nature of Medicaid eligibility. In addition, systems for
‘monitoring eligibility must be‘in place to evaluate and
‘update changing eligibility.

HMC’S mayvreduce the‘length of stay, limit high
technology, institute indirect and direct barriers to care,

changes service mixes, shift costs to other insured, reduce
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vancillaries, andzproVidg?difféfent,qﬁalitieé;of cére as a 
 :WaY to rédu¢é-¢osts:>‘

If the effects éreg§60r7éuality of carévto the Medi—Cél.
‘benefiéiaries} invthe_lbng term, savings froﬁ increased,HMQ
enrbllmentvméyinoﬁéxist.‘Tﬁis problem.poses_Queéﬁibns‘for
policy makers:_Wiil the inéféasédvenroliﬁent of Medi-Cal
béneficiaries inrHMbgfyield‘improvémeﬁts in care and costs?
Méréover, will ﬁerificatidn ﬁéchanisms be in placé to_assure
quality, effiéaciousﬁnahd cost effective care.

- Alternativel§, thé contihued lack of policies,
verificationlmeChanisms; énd regulation that exist today may
yieldiédveréé Qutdémeé‘fér Medi—Callbeneficiaries.

A prépdséd.méthbd for linkiné thé.quality of care
 dimensions.with‘Médi—éal reimbursement policies has been
zpfobosed'bY'The Center'for Health Care Rights that would,‘in
theirvprépésal;‘ihfluehcé.thé wéy in which care is provided
}ﬁouthe Medijéal?opulaﬁiohé‘éhrolled in HMOs. |
| | Durin§ £Hé e§ﬁiy5ié80é; éweeping‘Medicaid reductions
, :took?§1éce}:B¢néfits.éﬁd péymehts were reduced:’However,
duringnthg.létngQSQé, Medicaid'éﬁpaﬁsion took place.

Between 1984 and 1990, morefthan‘a_half’millionjpregnant
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- women, five million children, and millions of elderly and

~ disabled became eligible for Medicaid. =

As a result, the early 1990s saw great concern for the

~ growth of Medicaid expenditures.

The challenges of providing quality care while driving

" the ‘state have bedome mors polarized in recent decades.
e Bl st o

. Medicaid risk contracting grew from 1 percent to over 4

© percent in 1990. By 1995, HCFA reports show 3 million (14%)

- Medicaid enrollees in managed care plans. - . -

< ACCCrding:toireééafch'tﬁét’measuresWthe]éffeétS;Of'354”; ”'H

=:"prepéid]grbup;praétiéeﬁon.servicéé and;the'effectiﬁenésSféf_;g
" care, quality of care does not diminish if Medicaid =~ =
:benefiCiariééﬁéf§ éﬁrdilea*ihfa“lékéé*ﬂMdfC@ﬂfainihgvpfivaté ” '

. beneficiaries. However, smaller HMOs have less ability to =

.désﬁéfaérbss?a,grea;erfpépulétioh*andithékéfore

| atteupt to compensate for the lower reimbursement rates by -

7:: rédqciﬁgfmedicaIfcéﬁe_séiViCes; Data-ShOW&EhatﬁtHegaVe¥agéf,ﬁi“’

”Vlléﬁgﬁhﬁpﬁéstanfbr‘aiifpéfiénté hasteén?reauééd_6Ver'ﬁher

’ ¢”¢¢ﬁ¢§pﬁfis that'the;Medicaid patiéntﬁ"




average iength'of stay has decreased etva greaﬁer rate
(Rice,‘l996). |

In Californiaf'1992 and 1993 audits of mahaged care
providers revealed hﬁmerousrdeficiencies.

"_Theaudits‘analyze-andipresent findings about howiwellv

. managed care plane.meet‘etate access and quaiity‘standards;
Also, the eudits meeSurefthe degree to‘which findings
iﬁbrovelcare.< | |

'The eudits evalﬁated.the‘foliowing}areas: quality and
econtihuity of Care, medical reoords, plan administration,1
grievancee, pharmacy servioes,ihuman_reproduotiVe
sterilization, licensure, facility review, scope»of'e
services, ahd infec£ion‘contro1. The audits.ratedieach_area_‘
from 1, no deficiency,‘tov5, severe deficiency (Dallek,
1994) .

The findings of the managed care plans revealediseriousv
quelity of care problems ih 14 of 15 medical audits.
Moreover, ;he quality of care findings had no impact on.
subsequent‘yeers. Of the 4»PHP»maﬁaged‘oare pians audited,,
”all‘hadb"significéht" or "major deficiencyﬁ citations. Two

~of the four had significant deficiencies in access. Three of
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the four had,signifiéant‘deficiencies in éontinuity of care.
bTwQ of‘thé four weré cited'forvsignificant baSic pharmacy.
There Was one PHP planvthét'ﬁad worsened significantiy after
 the éudit insteadiof'improving.

vThe'citations were fof»Signifiéant ifregularitiesvand
.Jnot\ﬁinof inffacﬁibns (Dallék?rl994).

.In.additidn'tb Ehé éforemeﬁtigned’ditationé,»the.
maﬁaged caré plans ekperienéed high.turnover rétes. All
pléﬁévexéept Kaiser‘experiéﬁCed double-digit disenrollment
 £ateé for the,yeafsiﬁvwhich they were auditéd, TwO of tﬁe
,biéhé>é3perienced turnoVei‘ratesiﬁ excééé ofvlod%.
‘ .DisenréliementiﬁayfreSulfbfrom one or’manyvreasons.
Tﬂe fi£stvsubjéét of interest is the marke£ing methods

'émpioyéq:inthe MAnaged;care;drganizations (Dallek, 1994).
‘ 1631ierﬁié has alloWéd d6§r—to4do6r and welfare office
soliéiﬁations'of fhévmanaged care plaﬁé. Also, commission
inéentives’hAVé béén/§f5v1dédlfdr sales égents tp,enrdll as
many és pbssible;"
n'u“}Aéégxéing‘to a}i§93lGenéra1 Accounting Offiqe (GAO)-

‘review, "Marketing can be used to educate beneficiaries
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pﬁmhefDHS{ﬁaintaihe5fe¢ords:Of1the;reasons giVenafor.f

~disenrollment. According to the 1993 data for disenrollment

~ reasons, the top five reasons in order were: gemeral .

~ transportation, and prio

' .dissatisfaction, ‘preference of FFS, no reason,

‘care.

*ﬂﬂThe[pfObIemfin Caliﬁbfhiahis'the'acdeleratedfdeeire*tbffﬂ'

-enroll?halffofftheeMediFéaiibeneficiarieSfih‘ahhHMO[byf;heftaf

”7h5ehd;6f‘i§§6 The audlts, 11terature, atheVidehcefeﬁéges;_f;;?jv

‘m_that pollc1es,.procedures, clear guldellnes, 'hd,ig

“:;‘frhStructUreedOQHQt}'x;st-t'fensure the 1evel of care that f;hf"ﬁ




'f_ﬁdAdminfStrationf(HCFA)”reviewed;California'Sfadministration'

2, the federal Health Care Financing

“‘ibf,itsjméﬁaéedﬂééré‘brogrémfand,céncludéds"

H_;"The admlnlstratlve demands of keeplng such a,iﬂ
‘ﬁ'large, hlghly v181ble program in: ‘place whlle S
”fﬂbelng subjected to unprecedented growth have‘f
not - unexpectedfy roded the efficacy of day '
'to day contractor overs1ght techn1ca1 N
_ass1stance, and communlcatlon,_ult1mately
gflmpactlng the program s Medi- Cal Customers o
' As a result, it appears that ‘the quality of a
ifcontractor s performance depended more on‘its
- own' 1nterna1 1ntegr1ty and competency than oni'
_prthe guldance and superv1s1on of the state. h
"ftThere was ‘also an unevenness in the- degree of
. state supervision and quality of g
,Qcommunlcatlons w1th ‘the plans, dependent on;f;j”‘
'*:the level of " experlence, expertlse, and S
actlve 1nvolvement of the different state
;contract managers o (HCFA 1993)

"iHCFA further suggests that the state of Callfornla,:lffjif

"hflimit_and_prlorltlze'thewexpans10n~of_managed care. However}T‘}”

' the state has ignored the suggestion and has begun massive

' . managed care expansion.

‘The increased debate about enrolling Medicaid and * =

'pﬂMediCare-beneficiariesfinto;Healtthaintenance'QrganiZations,:}{{}g

vfjhas ralsed concern about methods for mon1tor1ng the quallty

'p.qf‘care‘thoseybeneficiaries‘can:expect}va




 The demand for reducing the budget deficits at the .

‘ffédéralxéﬁdiSfétégieVeisﬁhanerdéd{policy'mékérs»tokexpl¢ge ,;;l Hv

' ways to reduce government expenditures.

~ since Medicaid and Medicare represent a large portion

 of government expenditures and have experienced inflation

rates greater than the gemeral inflation rate, the
| governments have targeted them for cost savings.
' i Tbiénégré tﬁat ﬁedi§aiafaﬁdxMeaicare p§?q1a£ian”afé'fv'
'i“iP??Qideq'quélitY'Céf?f@hiiétréqueiﬁgfcésﬁs; ;g¢ﬁ¢i¢sfare;’
evaluatlng methods formonltorlng the Outcomesandqual ity "
of Care Twomeasures "Cur.‘r}eirﬁlflj‘/.:used _aré .?ré\;entéfble L
'Féadmi;éiéﬁf;ﬁdiﬁg#éélity.tépgs{éfeVénﬁabié reé§ﬁiééiQn td,;:i
:é;hdsbitéi.shofti?Jf011§Wiﬁ§ a prévigué qi§¢hérgéh5ay be*~a

viewed as an adverse outcome of care because of the added

ect financial costs to the payer, costs attributable to

 the patiens's added sutfering, and the coscs of missed

’;ﬁéppoztﬁﬁitiES}?fyﬁ”@Q \i*'3~V7

“3ug: IfﬂthewquaIity‘ofwthe care isfiﬁsﬁfficient’to énsuréﬁ,

:‘that‘therpatien; héS*Stabili?edjtd'a State thatfwouldf __
‘H;ﬁSigﬁiﬁigan;ly ihcreaée’théfbhances of healing, the;patient;n'

~ may become more ill or secondary adverse harm could occur as







most. Deeths are alee most clearly discernible and carry the
least interpretive bias. ﬁheﬁ broperly controlled, mortality
rates can bekpreximate eutceme measures for identifyingvand'
targeting institutibns or ﬁaYer plahs that, for,eome reasoﬁ,
may heveﬁnderlying deficiencies as their causes.

‘Table 1 depiéts Caiiforﬁia and national health eare
utilization data, HMO‘membership informetion,<and goVernment
expenditure data from 1991. The Celifornia cost‘per patient
day was 31% greater than the U.S., average. The average |
hospital cost per staybih Caiifornia was 12% higher than the
natienal average. The Califernia average length of stay
(ALOS) was one day less than the national average (5.6
versus 6.6, respectively).

California expended 10% less per capita for hospital
care and 27% more per capita for physician care. This may
reflect the lower hospitalization rates and higher
outpatient ‘rates.

California also had fewer hospital beds per 1,600
persons (2.5) compared with the national number (3.5).

Moreover, California had 8% morebphysicianS'per 1,000
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‘million enrollees represent 25% of the overall

, while California represented 12% of




‘RU”HMORMEMBERSHIP.
‘THM0s~

- HMO. Members <1, ooosﬁ7
»aMembers per 1, 000
s :GENER.AL REVENUES

- Revenue.per Caplta qf'fE.vl" $3 578Q”JE,

‘STATE & LOCAL TAX: & REVENUE SOURCES
?$ ‘per Caplta }u?.ll e $2 083

. Expenditure % T . 9.0%
Health/Hospitals I R NP

”i)Expendlture.%v»fﬁ,",,»ff7""; o 8.2%.

. .PpPolice/Corrections =~ = .. S

‘v&?UExpendlture % Highways =~ = = 7.2% o
‘.fmvExpendlture % Other o S 274

_“fspendlng anl_utlllzatlon (Wlnterbottom 1995)

~from’ nd1v1dua1 Income‘; - ,-20 8°;ﬂ

';{Taxes o : -j~l',.:}m7ff S ,

% from Corporate & Other_._Uigfﬂfll}g%>:i“ﬂ

wf,Taxes ‘ ‘ R R

. GENERAL EXPENDITURES N e
'$ per Capita. .- ... $3,590. .
'Expenditure $ Education . < 34.2%
UExpendlture % Welfare 14008

Table 2 shows'selected U S.,

Callfornla Diff, CA —U. D1ff A

‘US

$2,966 .

© o g2,283
S 24.3%

12.9%

$3 978 b’ = » $388 10'8%

vwg_lffgx o 0.1% 0 1.1%

-

10.3% 0 2.1%  25.6%

X

465 -2.6% -36.1%

and Callfornla health care

";31 9skv_"3.;2ﬁ3% -6.7%
%'.

L 2907% 0 2.3% 0 8.4%



’1!{Tabiéy2.3éiéctnﬁgs; and Callfornla Expenditure Data;xt:MN

Descrlptlon

U S.

Callfornla

:_HEALTH CARE SPENDING IN BILLIONS (1990):&
- ‘Government. S
~ﬁPub11c

Other :
;f‘HOSpltal Care S
e Phy51c1an Expendltures b

‘, Medlcald Enrollment 1990 <thousands> o -

"Medlcald Payments 1990 <b11110ns> SRR
Medlcald 1990 Total Hosp1ta1 Dlscharges L
©<1,0003 o RAELE
‘ﬁMedlcald 1990 Re01p1ents Dlscharged <1, 000>']‘

S 22,059
©155.69 .

- Total - Days of Care .

‘f.'TMedlcald Admissions per 1 000 eovered i

Average Length of Stay “(ALOS) S
'”All Hospltals 1990 ‘Admissions per 1, 000

;1jAll Hospitals 1990 Average Length of Stay

CALL Hospltals 1990 Outpatlent VlSltS per

'fj‘1 000~

.352f

o 9
. 282.6 42
530060 4L
- 286.1 :

9

- 150.

25,255 .
$66.0
- 3,932

5.6
S 13100

7.2

. 1,265.0. 7

| Table 3 Selected Discharge Data

- T55T

.y_Total Dlscharges perfl,OOQ‘»“'"

~ Discharges per 1,000 Males
“Discharges per 1, OOO”Females

E.Dlscharges per . l OOOfunder 15p3y-_;ﬂ

 years of age'_ -
Hv;ﬂDlscharges per 1, 000315—44
ufDlscharges per 1,000 45-64

‘Discharges per 1, 000p65 & over:-f

~© ALOS Total
:QigALOSQMales;f
o ALOSfFemales G :
f”ALOSQUnder 15 years of age
© ALOS ‘15-44" Vi

' ALOS 45-64 .
”,;ALOSUGS & over'




Tables 3 and 4 show mortallty rates by age categorleslh_;}
.- and gender in 1991 for the U S Flgures 17 and 18 show'?

[1fCaliforniat¢¢nsusidatatby>demograph1¢jcharacteriStICSv:”ijs‘

| Table 4 Mortality Data

Death_fper 100 000
L ©916.6
.
E 23,
. 100.
a3,
"hi224?
468.
1,181.

.’5f1454d;ﬁgﬁf

15-24
o 25-312
7;1,35‘44§
. 45-54
. 55264 .
L 65-74 2,618,
o75-84 . 5,890.
4>¢85 & Ove. -_}Q_ 15, 107@

laoto m~®fwie‘m7e7®

"if Research Approach

'"T;'In th1s research preventable readm1ss1ons and deathsi"

3 ndicatqrswﬁorgmeasnring_the:quality of:care,c. ‘

Specifically, the variations in rates between Medi-Cal and

ischarge

"HMO cases from the OSHPD California Hospital :

_Dataset were compared to test _that Medi-Cal

beneficiaries did not experience higher risks of =

i nsfand"deathshwhensenrclied;in;ﬁMOsgf.fd‘

. Ccalifornia Office of Statewide Health Planning and




" bé§e1o§meﬁt3ﬁospita1‘Discharge'Déta to_meaéufé the:‘
lﬁfggeﬁtéble7régdﬁiééﬁ§nrrét¢§ among‘California hospitéiized 
_pétien;s inblééli:Similéfito ﬁdrtélity, §re§éntab1é?>
readmiséién.té“aﬂhOSPiféi;éhortly féiiéwing'dischargé is a
'diSCérhibie.eﬁeﬁt_With é«§oﬁnéction,to,thé:qﬁality of_daré;.
'Prosééﬁtive'Qéyment'systemé,"béééd onxdiégnésié related
-groups 9rurisk(capitated paYments, théofeﬁically providé’f 
incénti?és for the early diéchérge of behéfiéiéries. Eéflyﬁ
: *discharges may increase the risk of eﬁsuing preventabie |
‘reédﬁission if all necessaryjmedical caré:ishot completed* 
éppropriately»during'a:patiént's‘first hospital stay.’

Although Clear‘linkages‘between prevéntable
readmissions andvpoor qﬁality Qf care during the enSuing“
‘hospital“stay‘have been established, continuedﬁieSeafCh'to
measure préventab1e réadmissibns éhould coﬁtinué.

Moreover, the‘current political resolve ﬁo achieve
Medicaid cbst Savingé from greater HMO enroliment will
likély raise the specter and scrutiny of’partisan
politicians, employers, benefiéiaries,»and managed care
Opponénts.:

This research explores the results of Medi-Cal non-HMO
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~beneficiaries and‘HMO beneficiaries.’The’Medi-Cal
‘beneficiaries}enrolled in HMOs may also be_ineluded in the
HMO; which, isvaCdeptab1e because>the effects of plan
selection aﬁd reepective risks (HMO or Medi-Cal FFSS are the

ultimate goals of this research.

Hypothesis

I hypothesize that preventable readmissions and
mortality rates of the 1991 hospitalized Medicaid cases were
not higher than the Health Maintenance Organizations (HMO) -

beneficiary cases.

CHAPTER TWO - REVIEW OF THE LITERATURE

Quality of Care

Defining quality of care has become a major concern of
employers, consumers, payers, and health care professionals.
There are varying degrees of quality, numerous methods to
measure quality, and many influences on quality. According
to Avedis Donabedian, in simple terms, quality care is ;hé
balehce between health benefits and harm (Donabedien 1982).
Furthermore, Donabedian.eontends that assessment Of quality

'is a judgment concerning the processes of care, based on the
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 management of an episode of care is perhaps the most common

are contributes to valued .

~ clear. Judgment ften made about the persons providing

. care and the settings where the care was provided. The

and easiest module of care that is studied.

' A primary tenet of Donabedian’s definition was that -

- management of patient care can be divided into two domains

. technical and interpersomal. The technical domain is

7“3gﬁéédfﬁ¢:aé$éssfﬁhé quéliEy‘6ffééré,(Doﬁébeaiéh;fi982)13f  .ifff“”

' comprised of the science of care methods and technology. The

domain pertains to the social and

afpsy¢h¢lbgi¢al 1ﬁtgf§¢ti§ﬁ$ybétﬁéen thé;pétiehtiénd{pfovidef,'j

another:. Amenities such as room comforts, good food, -

© pleasant surroundings, and similar comforts can be

' f COﬁsider§§faéﬁpaitgof thé_ihté?peréonal d6main}“Théy aréf”"y

 considered to belong in the interpersonal domain because




-;ThéjqﬁéﬁtitYF4£'¢'r¢ h@sﬁfélSo bé3cdhsidefédQWhenﬁ,}*:gf-*

 making a judgment about quality. If amounts of care are

“iwh-insufficient,tQﬁrealLZeyahﬁintended Béngfit}cheﬁgtheiﬂt“

e éyééﬁld;bejcénSidefed bpdt.quaiity;as_Qéll,

If unnecessary care is given, missed opportunities to use =

- resources that could have benefited others in need may

‘flThéfféii#fé;éffa s§é§em topfé&ide{éngappfépiiatéff{,
éu?ﬁﬁit?:¢f3¢a£é ﬁaiﬁSu§§é§t?iﬁé§equééiés;iﬁ;tﬁéféYéteﬁ £6£ff ;5
A s, Eeidiio, A
i i et eson e

_part in the quality of care. There is a direct relationship
e on b o s S o
o ek Bl b e 4 b e i
 ifﬁ¢ i“éffi5ieﬁf“¢a¥e)méyfbéfé"iééﬁltfOfQuhSéiénéeéfétaffing;['"’*
ffiﬁép§?§?£i?ﬁeﬁwaikJaﬁﬁi¢S;féﬁdfﬁﬁﬁalancédfoééﬁpéhéyggAﬁeng,ﬁ; j;¢

- care may be used if the costs are added to risk as an

~unwanted outcome of the care provided.

i 60 : .‘1 R

quality of care is poor. Conversely, excessive unnecessary . .



© There are many specific elements in providing the care |

Whlch lnfluencebeneflt.s:al‘ldl risks :»;:Patie‘ht;‘condit_':"i'dh,f co- :'

| morbidities, medicsl technology, staff competency,

. contractual restrictions, intensity of workload, and many =~

more. The ultimate goal of providing quality care is to =

achieve the peak benef its after the deduction of risks and 3

i i 16 thporeuie b mansion et proviasce may
vary about their perceived henefits, risks, and costs
© In the managed care enviromment of today, costs may be

a factor that has become too influential. As revenues

_group, or population




| hssessment Approaches
'ﬂ i; ;DOnébedianiaévgié?éa7anféé?f§a¢h‘fO#féﬁ;ii;y,§;$é§$@;h£ f;
structure, process, and outcone. e

' The structure component is characterized as the = -

tools and resources, physical

| and providers.

| The cutcome’s portion of the model is the change ina

: patlent 's health StatU.Sthat 1Sattr1buted to the health .. iy

T I

' quality and quantity of the personnel, equipment available, =~ =

o health care faCll ity geographlc : d 1Str1but 10n andquant ltles,

presénde of health insurance. SBtzuctusé is related to

~ auality in that it may increase or decrease the probability

_include a mechanism for monitoring the quality of care. =




1Théﬂpfoééssfeléméﬁtfb~Etheiﬁodé1 aSseSsé5”thé 

" relationship between the characteristics of the medical care

. The norms are derived from science, society, and ethics.. The

assessment. of processes of care may be observational or by

' Finally, the outcome component of the model attempts to

© measure the change in health status as a result of medical

care. Tt includes patient knowledge, attitude, and
 behaviors. The assertion includes social, psychological, and
.,_géé}él:fuﬁé£igﬁtééée¢téj5fﬁpérf6?méﬁéé.inSé}kpétient;    _‘
 satisfaction is included as a component of outcome. Outcome
 measurements provide indirect proxies of healtn objective

:"attainmeﬁp;”Dbngbeaién"éontends”tﬂatldutCQmes arevclear1Y _'jf‘




e:the best{ﬁethod offeValuatingfhhe quality‘ef care’prbvidedh-
io,serVewas.thebmeaeure ofiqualih?;iother‘ceuseshforiehangesi‘
ih health>9tetueimdeh be‘eiimihafed,ih o -

Thus,;Structdre;>prqeess,,and oﬁtcoﬁeedarekaﬁproaches’
:to hhe vauiSition ef ihfdrmatien abou; theidentificatien
of‘attributee,hhat defineahdﬂeffeet quaiity Caref_Inithiéid7
research, i heve‘choseh ogtebmesheeithe approechbto |
‘essessing'the.quality of carei

& The‘hheoreticaliframewdrk fer evaluating quality,
. éﬁtcomes; end;monitoring.was hased on‘Dohabedian’s ﬁodels.
The methods and;findingé"from bonabedianfs research iend a
paradigm for evaluatihg‘outcomes as a measure of quality
-health care.

Although 1itt1ebempirieel evidence exists to show that
the quality of care is eighificantly’diminishing as a result
of increased managedvcare enrollment, it ie important that
quality must not be weakehed or diminished. There are
several organizations»with indirect authority that are
chartered to mohitorfthevquality of éafe, Two of these

organizations are JCAHO and NCQA.
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. Moreover, states like California which license HMOs =~

ﬁlcqnductwrandomiéuditsrto'ensurév¢9mpliance}withfStrict“IUIGSR

~ and regulations.

ime, no clear and effective method of

. measuring the quality of care exists; instead, proxy or .
. quasi methods of evaluating outcomes are used. These =
 measures include patient satisfaction surveys, targeted =

fbféveﬁfiéﬁlmeth¢d§?;bréé$ﬁ7Céncef_Scréénings_per 1,000,

“ } 1mmunlzat10ncompllancerec1dlv1sm le 4 gthso fStay, admlts
fébséﬁ?éeisﬁffém?l°Y¢é £#?9d;é¥{,éubstaﬁce-abuégfraﬁég;;,ff
mortalltyrates lo‘”blrthwelghts an?i f“.“"‘nY} mOre MoreoVer: ,

 private and government segments that will be used to

. pathways. -

| e snifc from input to outcone's management provides

5h¢aith1§arélprgfégs;¢ﬁgig; ??férsffééciéf?riéﬁéldié%é;féhd;;ff”’

. resources where the greatest benefit will be realized. The

e




 outcome measurements provide patient and system level data

. It would be imprudent to attempt structural and process
f;fiéVél;asseéSﬁén£s aSmthe~priméry'bbjedﬁivéidﬁe td}théu;f

3{;éﬁ§fmqﬁglyg¢§ﬁp1éX"sYstemSLthét_eXist,r»

al1 PréVéhtébiéfReadmiSSion Litératﬁré f$3ffffﬁ?ﬂ f$J
Discharge Education and Readmissions = = =
ng”g{Theﬁéasé‘management?pipcesS;addréséés3thefi9éhé3}of£[ ff~f*
 fﬁrés6ﬁrcé;éilééatibﬁ[fefféCtiﬁéﬁéss76fféarémfcést*fﬁf,fuff ”
| contaimment, and accountability--all important elements in

. an effective utilization program.

important that case management of the patient,

' including discharge planning and discharge education, begin -




| aviete o e ben o g oo acharse 0
f;g%éﬁg%r;itﬁétéi%}ﬁ;ﬁﬁé ¢6nﬁinuéd $£ ﬁ§mé,;iﬁdiﬁdiﬁg-fiy}%  [:
i medicaticns to-be taken; had fewsr préventable readmissions.
When the patlentr ecelv es no e du ca tlon orln adequate o

" hospital may occur, resulting in unnecessary utilization of

limited resources (Harmon, 1993).
" A descriptive study of preventable readmissions =
 “~frelatiﬁgftqﬂedﬁ§§ﬁibn7as;a pdftqu»the dischérge'pian'Was

 conducted in a large urban acute facility. The medical

~ need for diécpargegeduCatiéh_Was1idenﬁifiedi_and[if é}heéd'; -jf
"1 1Wanid¢ﬁfifiedj¢Wﬁsfdisdhargeﬁedﬁcation:prévided;ﬁg,;Q 1f'“”
':i:.;ﬁ qischaf§éfedudé£i6ﬁ;WaéiorfwaSypétubfovidéd} did an .

unplanned preventable readmission occur for that reason. . .

'” f.Thégihéoﬁégiqéiﬁffamewcikiféfithiéfétﬁa§f6fbﬁhe ?5 S

" relationship between patient discharge education and =~ .

| self-reliance and self-managenent, could decrease health




care costs associated with unplanned preventable

B person’s knowledge of activities that need to be

 performed to maintain health and recover from health

H,éiﬁe&iaﬁipnsféhd,theth6W1¢d§§j9£;thefékiilétpéédéd?ﬁq.Qerﬁoﬁ@:‘

| the actions that knowledge provides are essential to

 preventing unplanned hospital preventable readmission

 (Harmom, 1993). . .

A supportive nursing system provided the framework for

':.ﬁdéveleMentalfcareﬁdireCtéd@poﬁéﬁd-ﬁamily;éQU¢étidnf'Nﬂtseéff;?f 

© nave proessional and lesal responsibilities in perforning

 nursing care and preparing the patient for self-care. =

' Case management and discharge planning are the =

 needs are identified for

?Caréféfﬁéf@hoépitalizatiOﬁfaﬁd;ddordihationfdfjﬁ?edédﬂ.

. Discharge planning provides for continuity to the home

. setting of the care that was provided in the hospital




' (Harmon, 1993). The discharge planning function focuses on
. the restoratlon of thepatlantandmust 1nvO]_Ve che .

~ participation of the patient, family, and friends to be

.. successful.

' The process incorporates the assessment of the

mﬂM:Pétieﬁﬁfs ﬁéégélﬁFhégbiéﬁj;fiégF;“né £§3§%é§é?§?EﬁévﬁétiéntF  ;
| for aischarge, the aischarge implementation plan, and the
1-?éVé?55£i°ﬂ‘9ﬁfﬁh%ﬁé¥éﬁfoﬁ£¢¢me§;y‘ e e
organizations (JCAIO) Acoreditation Manual for Hospitals
e P S
| Services Standard that medical records are docunented in an
| accurate and tinely manner, including any specific
. instructions given to the patient and/or family. The JCAHO
Standard also requires that advisement is given relating to
‘ :th%icai.éCtiViF§;~médié?ti6ﬁffai?t;ffélibwfubéére;gandf5:K 
© instructions are given to the patient.
| The JCAHO Nursing Services Standard requires that

 patient education and nursing documentation is relative and =
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' concise, and those patients who are discharged from the =~

" hospiEélerquifingfhﬁrsing’ééré"aISOfreCeiVe‘instructions: ff 
~ and counseling prior to discharge -(Harmon, 1993). .

‘Identified Education Need for Self-Care

- Education need was defined as any need for discharge '

' education, ‘teaching, or instruction in self-care identified

';EY'é pf§f§$$i6ﬁal;=tHe;?éﬁigﬁt;ériﬁhé=rééeérchef;*
  E;Tﬁenty;oﬁéfx95%) 6f;§ﬁé4féaamitted’groubyﬁéré'v:
% Yacnkiried ue nesdiiy edubabichi by the followtng o
: pféféééidnalS{_ﬁu?sé{ipﬁYSidiaﬁf fehébi1iﬁatioﬁ therapisﬁ;?1‘
o medicaifédéiaIWO?ker;iéietifiah}:and deﬁtistf Cohsidé£ed"
._wgfé-ﬁhéjphérmécist; spee¢hfpatholégiét;.aﬁd'fhe protbdol  _!
.5’§;N;r hQﬁever)LtﬁeS§ pr§féési6na1 did no£ idéﬁtifya ﬁéea>?
 fof,£ééching s§if%céref In)adaitioﬁ, the pétieﬁt_identifieq;  
’, ah.edﬁqati6h need:aﬁd ﬁhélrésearéherideﬁtifieddischargely
”',éd@ééti@h}ﬁéed%ifé?lééif%cére’thap wefeinét-dthé?wise.
i 1dent1f1ed(Harmon ,igé;) i |
‘7: :f§; F§rYthe 21 ﬁeéd@ittea sﬁbj§¢#s, 95%:<n;215‘had}45 
 eau§éﬁi§nié:heéd$videnﬁified in'nine_caﬁégsfies$'(i)
-théiéél”éq#ivity; (2)»acti%itieé>Of.daily:livin§vand/bf :

inétrﬁméﬁtal activities”of~daiiy liVing {‘(3)?diet; (4)"

0



‘  mediéation; (5) prodédures}:KGJ qommunity reéources; (7)
emofidnal suppbrt, (8)‘sympt§m qoﬁtrél; and'(9) durable
- medical equipment and/orfOXYgen. Thirﬁeen (65%) of the not
readmitted group‘wéré idéntified as‘neeaing'educétion by the
.pr0féSsionals and had 24 identified eduéation needs in sever
of;the nine categories.‘No éducation needs were_idenfified
for community résourc¢s'qr'emotional support‘in the ndn—
‘readmitted group.Fouf:sﬁbﬁects (20%) in the hqt readmitted
group had no iaentified:need fqr self-care educatibn and 3
(15%).Qere'not_éppliéable (egpired).:

There was‘névsignificant stétistical difference between
thé two groups in the”education need-identified (x2=13.9,
df:éi‘p=0.08). When éducationvﬁeed was scored by category
for the two groups with each heed réceiving a‘écore'of one,
no significant statistical difference'Was observed (x2=9.9,
df;6, p=0.1; t=2.5, df=40, p=0.1).

An education néed was ideﬁtified»by nursing staff in
24.5% of the readmitted grdup,.which included Staff RNs
Staff LVNS; DischargeiPlénners, and avstuaent nurse.

In the non—feédmittéd group, eduéation‘was identified‘

by nursing staff for‘35%:of the subjects.
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;Educaﬁioh’Erevidedlfor:SeifQCare
Twenty7(95;2%):subjects in the readmitted greup Were

;identified'as thefpersonp£o be taught,”aﬁd/or hine (42.9%)
,significant_Others.vih‘the ﬁo£ readmitted group,yll (64.7%)
'eeéyfﬁe%petients‘We£e £o.Be.taught and/or six (35.3%)
H.eignificenﬁ 6thefSJ;;
- Readiness of;the‘patienthto’learn Wes‘determinable'in
Call céses.’fypiceiﬁdeeeripteré giveﬂ for readiness to learn
'were} motivated, wiliing, ﬁnderstanding,‘cooperative, or
‘receptive.fFof:net-ready'to iearn, descriptofs,were anxiety(
‘uAWiliing,cognition“deficit, mentally not ready.to accept
diSease.status,'and'unstablevemotienal'status. Seme subjects
:had more thaneone:descriptof.

Indicate?seeonsidered-buﬁ not preseﬁt were: eager,
paiﬁ,bheSitant[ langﬁage,'depreesed, functional disability,
and 1ew‘compreheneibn kHarmdn, 1993).

| There were 22 cancer patients readmitted te,the
hospitelvin the study.'All of the subjects were_feadmitted
to the hospital Within 15 dayseof discharge from‘an acute

care facility.
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: Ages"rangéd‘fromli4‘to,70>years,,with é median age of
 §7.5 (Mean 53.6, Sﬁ]ls;os). of the‘ﬁihe males (41%) and 13
‘feﬁé1e$1(59%),:50%_(n11) Were single,‘widOWed;>or divorced.

_EngliSh was'the;ianguagé'of'Bz% (n 18). 4% (n 1) spéke
- Spaniéh}_laﬁguage was;qo;:available forv14%;
Thé éoﬁ££§i?groupﬁééhsisfedvéf a convenience samﬁle of
,20_SubjéCtstrandémiyﬁmétéﬂéa'With’the‘feadmittéd subjects on
Jthe daté of‘discharge ffom the.ihitial admiséion. The
dohtrol group'wasvﬁot readmitted within 15‘daYS, Ages ranged-
‘1'24 ﬁQ 80 ?eérs,_with a medianlage of153.5. |

_vSeven’maleé‘(BS%)*and 13 females (65%) were in the
‘éﬁnﬁpol group, of’wﬁQm 60% werevmarried, and'40%.were'
s&ﬁgle;'widowed; Q?,divorced. 90% of the control group were
Engiish speaking, 5% were‘Spanish‘speakinQ, énd.for 5%,
_1angﬁa§e ﬁas not'évailable; Educational lével was not
' avéilébie for,;he control grbup.

’TherevWas ﬁd-Significant Statisﬁical difference between
the reédmittediaﬁd’the not readmitted_groups in age, gender,
martial status, Qrviéhguagé (Harmon, 1993). |

 Many QqcupatiQns'wexelrepresented, rangiﬁg from cletk.

to executive. No analysis of difference in occupations was
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performed. Educational level was not easily retrievable,

‘therefore it was not analyzed.

‘ﬁospitai Preventeble Readmiseiep

To determine the relationship of caregiver’s knowledger
of home care to preventable readmission of high~riskvihfanﬁs
end toddlers, Kun and Wafbﬁrton (1987) conducted telephone
interviews 48 hours eftervdischarge from the hospital using
questionnaires baSed.on the actual practice of»home care
nurse specialiets Who had assisted physicians in
establishing‘guidelines for each specific treatment .

Questions were categorized into three areas: (1) basic
knowledge of treatment; (25‘knowledgeof‘operation and
maintenance of equipment and Supplies; and (3) information
about Vendors.

Sixty high-risk infants and toddlers at Childreh’s
Hospital of Los Angeles were discharged with written home-
treatment ipstructions from the intermediate.care infant end
toddler units‘between Oetober 1,:i985, and February 28,
1986.

The‘intermediate care unit had nurse-to-patient ratio

of l:3.vSubsequent preventable‘readmiSSions were monitored
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3 and,studiedlfor Six'montﬁs'fdllbWihgj§h¢ initiél;aiSChargé}ux'
.i@Non—parametfié"SEatistics Weré;used,toidesdiibe,telephone.;f_.
 'asséSS@entuof:anWledge1baée7éﬁd-hospitalﬁpreVentablé, $°

~ readmission data.

 barents of patients with single treatments scored
"};highéf?iﬁ ﬁhéirfkﬁoWledge;bggéfthan §§;énts.of.pé;iénts‘with
”fﬁﬁi£ipiéih§m¢ éar§ E£ea£mé£Es;5EatégiVeﬁs'of pati§ﬁtsv.”
féadmiﬁ#ea §coréd»Wellf:fhié>étﬁdy'cOhéluaesthat‘ﬁdnéi6f ° :
‘:fhe‘preVéﬁtabié‘réédﬁiséidnsvwerevdUgto a‘failuré-of hbme ‘
':éare ﬁépagémént fér papient$ withVsingle.tréatménts ﬁithoﬁt'
 sHoQin§xéaﬁéai lihk.tittdoes_angive‘the méthpd'of’;: 
  ,ﬁeésqfiﬁg §f§§é#tablé readmissions-nofﬁab¢§ it address fhé 
{:éostwof pfevéﬁt§bie'?éadﬁiééioﬁaiMissing'alséjié’iﬁféfﬁatioﬁ'
'onpétiént éaﬁea£ionLdu£ing‘thehbspitalization;
;Elderly‘paﬁients_ﬁh5 recei§edfmedigation instructions
ffom}thélnurse‘éé¥a partjothhe diSéhafge”pianﬁihg précéss
: - QéélieSs_iikéiy £6 bé”réédﬁi£;éd”to:thevhqspitai'(Markley'
r jénd:Igoﬁ;i1987>; ThisvsfudY indiéa£es'£ha£ the.edﬁéational o
T:f"préééss3shoﬁid bétan intégrai‘andvekpected’partofhthe N
xﬁ §atiéﬁ£;;naaiiy éétivitié$ ove£fthé,peridd of

_hospitalization.
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A_étﬁdy‘of‘2,238 medical records randomly selecﬁed from
42,88b dischgigeé_inlsik contfasting hoépital‘populations
.fouﬁd‘thatMl3%.dﬁ.the patientsgécéouﬁted fér.;é[mﬁch of the.
hospitallcharggé_as theléthér 87%, énd that'céncer.Was
inéiﬁéeaiin éi%of1§majoridiagnostic-categofiés. 
5_repfeséhtingﬁgwé%thifdé of“thé.méstv¢ostly 20%_6f patieﬁts
(Zook, SavidkiS[ énd Mere.19§0).

Among these high‘cost patients were those with repeated
hospifalizatioh8~within‘ohé"yéar for the same disease.

' AnOther study'found théf repeatéd hospitalizatiOns for
the éémevdiséése accountedifofuéo‘peréent of all
,hospitéiizations were more expensive than theifirst
hospitalizatidﬁ;‘ﬁith cancer‘one of thébthree excéptions
| with‘no‘statistical difference.

‘Patiehts-with particular‘illnesses or traits that lead
to repeated‘hospipalization’could benefit from vigorous
follow—upbto increase medical compliance. In addition,
health insurancefinéncial_incentives should be,structured
to éncouraged.preventive_pfbgramsvand low-cost alternatives

and to discourage‘costly,hospital_preventable readmissions.
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'Teﬁ‘véfiables wéré ideﬁtified'through regression
anélysis that“wére‘statistiéally significaﬁt’predictors bf
préﬁentable readmissions within 60 days of'discharge»for thé
.Medicare pbpulation (Anderson and Steinberg, 1985). Patient
education was not éddreésea'in thé 20 variables-studied;

Patients with a diéCharge diégndsis of cancer, as well
- as those with AiDS,andfrenal disease, were associated with
increased risks of emergency preventable readmission within
90 days of diséharge‘(Phillips, Safrén, Cleary, aﬁd Delbanco
1987) . |

Twelve diagﬁostic:categories associated with
preventable readmiséién and suspected labqratory'Or
demographic variables were tested.

Patient education as.a variabie was not tésted.
Decision analysis was used as a framework to examine the
interrelétion of cost and efficacy for interventions
designed to reduce eﬁergency preventable readmission to an
acute care hospitai (safran and Phillips, 1989). Patient
education és a specific cost and benefit were not examined,
but:rather was included in a list of services that

_hospitalized patients receive.
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vForty,medical recdrds WeréveXamined using non-disease=
specific discharge criteriddfor adequacy of medical care'for
" patients f-‘:j;véé{vdmitted,'ﬂ;ithin»90, days (Ashton, et al., 1987). A
’jsignifidant1degree'0fiprédictive validity‘was found.
;.}The Rdnd;CQrporation,»thever, with the Department of
deHsffdichOmbare outéomeé»ofrfhe prepaid care to feeeforf
service, including a smdll Medicaid enrollment; in a 1986
: studybof participants in the Group Health Cooperative (GHC)

of Pﬁget Sound, Seat£1e}dThe study concludes that for most

deeople, dnd particﬁlariy_fof those with high:incomés, GHC
‘caré Saved money‘and_maY’havé been better for health
outcbmes.‘r

© For the limited group‘of Medicaid enrollees that the
study‘covered, health’outéomes appeared poorer than fof
thoée in‘fée—fbr—service.

- GHC offidials acknowledged that the system would neéd
modification aﬁd suppleméﬁtdtion er the poor (Ware, 1987).

The most compréhenéi&edéomparative study that

considered outéomés fdr Medicaid/AFDC HMOs has been
‘scqnducted by the Research Triangle Institute fqr the Heaith

Care Financing Administration (1988). In this research
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project, a qﬁalityvof caréIStﬁdeWasfcomﬁleted in 1985 fér
pbpulatioﬁé‘in-ﬁandatory,Medicaid HMO dempnstratidn5projects
,iﬁ»Sénté BéfbafauC§ﬁﬁty; CA‘andJackgon;County, MOf Thesé’
‘werefcompéfed5té!fée—f6f;éervice Medi@éid‘ﬁépulations in
' adjaéent-chmunitiés;vThé project tOok a'réndom sample of
2;400 woﬁéh on AFDC bét&éeﬁ 15 and 45 aﬁd,their childrén
under 4 years'old. Ovér72300 birfhs‘Were abstracted from the
fOuxvprojects, as well és other seieCted information such as
matefﬁalyhealthﬁstatus.énd §utpatient serviées.‘Medicaiv’
reébrds were abétréctéd fofxthis samplé, and queétionnaires
given to docﬁérs $ﬁd éliénts;' |

The dverallfconclusion of the study was that the HMO
managementvéf cafefshowéd no signifiCanf»effect éﬁ.Self—
asseSéed»heaith‘sﬁatus, hééith habits, or use of préventiveb‘
services. : |

Iﬁ‘partiCulaf, nbiéignificant effect was £Qund in ﬁean
.Birth Weight;orzﬁhé iow birth weight rate; inythe‘C¥é¢¢tiQn
rate, or in the‘céhplicatidns-of delivery.‘

"Tﬁé study.found):howevei, that care in 511 the sites
was ﬁinadequat§" and»thét}thééevprobiéms were "genériczth:'

the population served‘and’to Medicaid programs regardléss of
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'the existence of capitation or case management" (Executive :

"Summary?;Reseé?Gﬁiféiaﬁéié} é-’3, 1955);f_'
" According to a 1991 study at the Harvard School of

Public Health, 150,000 persons die each year in hospitals

Dr RObertBroOk ConCludedthat one—thlrd of all 0

B héspiﬁéiigéﬁioﬁ §§£éCisfinépproﬁfi%ﬁ;;ffhéséﬁdéfaiéieafiy ?it ;~]vv

depict the costs associated with inappropriate health care.

’itvéﬁébiﬁéiTﬁﬁﬁE F?,METbeoLogt’,vf-“'
’i ﬁmf¥Deé?9ﬁ ?nd;Mé£hodg;“5"
| To determine whether Neai-Cal asd MWD redmissions
 ‘Wi#hin'30 aay% 6f diéch$£§eféﬁdfaéathé %éfe;§§§§ﬁtia1iy   
preventable, T retrospectively studied hospital readnissions
" and mortality rates of 50% of all California
nospitalizations in 1991 (169,397 cases) . The 50% sample of

 all hospital discharges was coded into three primary payer

~Caté§0fiésfﬁMédi :Hmé;naﬁdfotheESﬂ:The paYerﬁcategOries.;v

"ﬁpa édeithﬂbhe3andthér“andjthe;aggrégate'tovff"

 determine the odds ratio of their respective rates.
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The deSign method employed was an observational'
rétroépegtive cqhorﬁ study. i controlled for confounding by -
':vmatghihgﬁpéyefvcatééories.fl abstracted”data,sets from the

 Calif§rﬁiaiOfficé‘ofvStéfeWidé>Héalth Planning and
’:DeVeiobment HéépitéijbiéchérgefData using random probability‘
‘samplihg for the patient saﬁpies. The sample sizé‘was 50% of
"the 1991 hospitaiized patients greater than 1 year in age.

The dépehdeﬁt variablestin‘th%s study were patient
,preventablé feadmissiOn (nominal)'énd mortality (nominal).
,:Thé.ihdépendent‘vériabie was the patiént‘payer type
:(nominal);.CQSés weré dichotomized between death and non—
déath and pre&eﬁtable‘réadmission or‘non—preventable
readmissioﬁ.

Reliability and Validiﬁy

‘_Thé Qalidity of using outcome'measures to asséss the
quaiity 6f‘health care ié quite jﬁstifiable. First( outcomes
-presént precise and méasurable depictions of the end result
 of‘cate. Second, the'inferehces drawh from the déta afe ‘7
qutifiabie. Thé oﬁtcome?s.daﬁa'arebléss receptive td

miSinterpretation as a result of insufficient data.
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~ overall, outcomes are inherently valid because they are

- unquestionable about whether they are favorable or

quality of care requires greater

 use of processes to asses

- validity because ¢fvth¢ éh¢rm6ﬁé.Vafiability:i@’ ."

TR 10 Honever duportadtés more that. ok Al outcomis ¢
areclearlydeflned as favorabl o Or deSlred o S
Anexample maYbeCh°1esterol levels, blood sugar
}haievélsi 5ﬁai§£hér“éiiﬁiéalldﬁtco@é‘meééuiésithét a£e<ﬁotl.
 absolutely defined. For this reason, the readmission and
mortalicy measures were selected because of their discrete
| more i”“pér‘ﬁa}‘ﬁ‘?iy{l“‘vf'cg_."-”‘,”?hér'v»P.‘#fpbse'of practical

' research, it 1s extremely dlfflcult to account for all of .

| t.;'1.1(;:{VJE;OS'Si]f?lé:L:Dbroée‘ss'es’tlf‘léﬂ_v'—vbtake pla§é au¥i£§£ﬁ¢vproviSioni,
©of care. Moreover, the cost of this approach would be
Byusm 5 outcomes as the tool for measuring the quality

. of care, scientific methods, technology, and processes of



. ‘care can change while the desired outcome measures remain
' the same.

»Invothérfwords;jifjthe desired outcome isfto reducév_l»

.'fjjépisodésvbf‘Césarean.séctions erm[6.3,per thQUSthfinfl99i,x'

‘. ﬁ6 45Qﬁih{1999}‘théﬁmeané'éf:aChieVing the;rééqltéfare_hdt” f_f;

| measured. T do mot wish to suggest that the means or methods
 _.éréﬁuniﬁpoft§ht€"'vf: |
]:Mo§t iﬁpbrt§ﬁ£1§}H§élid'¢auéaiititié_deriﬁéd néither 
froﬁzpfbcéé§ ﬁo£ Qﬁté§mes;7In3this respéét,fbotﬁ:éégﬁeﬁtéfx.
éréfintégféted; ﬁhéﬁ béth.ﬁrdcess;ahd,outcoﬁésﬂéfé‘ﬁséd t6 ;3
:ﬁéstébiiSh_ééuééiitQ,;inferéﬁ¢e§ §aniBe made withfcqnfidéﬁééf ;
. £# i§vmo£epractiéal.;ﬁd d§s£'efféépiyé‘té;méasufe i ”
'ibéséiiﬁé:éﬁtq§ﬁésfwiﬁh'ééﬁuaiﬁdﬁtcoméé_aﬁdbﬁhénfpﬁfsQévéﬁ
© in-depth review of the process antecedents of care. If an
‘ f 6ﬁt¢6méfm¢asﬁfé Véfié§ signifigant1y‘ﬁ?om vé1ueé’that_are .f
‘-wé¢q$id§%e§japéfopriété_ér nOrﬁétive{fthgn”a1feéeérchéf 6£f 

' organization may evaluate the associated processes in

. detail.

- The use of process evaluation as a quality measurement

“ff_tool isijré:rigid;;abébiute, gnd ¢ostly'bégause éffthe;;i_"

Tf fﬂbyeadthigf réqgiréd éléménts_thaﬁ_wbﬁld’require‘ﬁéasuremeﬁt;




. It is my contention that by developing standards of

:-voutCQme;mgasurésgat&thefhighest~poin£5achieﬁable,fthe

 processes and systems are encouraged and stimilated into
";ﬁpprsaiﬁé;ﬁhéiﬁésﬁiégéiéiéﬁﬁ;éﬁétinnévafi&é méthqd for
-échieviﬁg £hé dééired éﬁd'feéults;
"; T£§:ﬁéé §f péy§r ééur§é é$3tﬁe indépéndéﬁt“#ériable to5v‘
measure the outcomes of death and readmission was integral
'-;‘#o this:;eséarchQW :? : .
E:Th§ $amp1é sizé of‘tﬁé”ﬁéndQﬁ saﬁple 6f'¢ases sh0u1d 'fg
', éi;ow fdt‘§é1id‘géhérélizatiqﬁsabout théﬁdifféféﬁées:in |
 §ﬁt¢§mes.bétW¢énMedi?CglbaﬁdfﬁMO?payer health‘pléq type§; ' °
viﬂé;siﬁilaritY'bétWeen tﬁe;qémégiéphic compoéitioﬁ;,the '
L,primaryvdiagnoségj and popuiétiOn sizé»iéﬁdéiééﬁfidenée ih  
 thé stétisficél @eé$uresénd cOncluéioﬁssfroﬁlthis researéhf
| Inladdition,:the durétionyin_yéars‘in whi¢h California
héspifals;haVé’beéﬁ prdvidin§ thésé daﬁa”and,thé Statefé;;;‘
‘figqroﬁsneSQifoffvérifiéationAapd Va1idétioanurther‘lénds-
| tp‘the:crédibiiity'qf:the §am§leH¢ééeS'and“resﬁeétiVe"
 Qﬁtcomés of ﬁhis,feséarCh;,1 
k:Internal_validity wéé”not subjéctxtQ;selection biaé, |

placebo effect, or instrument selection biases associated
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‘with othe£ ieseafch methode.»The use‘of an obServatiQnal
retrospective eohort study allows unbiased selection of
oqtcomes;e‘

e*»The Seleetieﬁeof"théeféeeaﬁch cases was random,
relevant to the'stgdy and>situetion, Wefe validated by a
feliable gOvernmeheageﬁe§,:centr011ed for confounding;ineﬁ
eubject to reseafchefvbies, were not'subject teiinvestigator
interactions; aﬁd were‘large enough»to generalize about the

populations.
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First Hypothesis

One 'Depend‘ent Variable
.READMISSION
(Nominal)

One Independent Variable
PAYER--HMO & MEDI-CAL

(Nominal)

Null Hypothesis
There is not a Statistically Significant :Greater Ratio

| in Readmissions of Medi-Cal Payer Hospitalizations Than

Health Maintenance Organization Payer Hospitalizations

Alternate Hypothesis
There is a Statistically Significant Greater Ratio
in Readmissions of Medi-Cal Payer Hospitalizations Than
Health Maintenance Organization Payer Hospitalizations

-| Point Estimate: Means Testing
Readmissions:
Medi-Cal - HMO
- ~Student's t test
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o Wiy |

. Ohé"lf'):ependeht' '\"I'arvlavblbe‘ ’
MORTALI TY

(Nomlnal)

" One Independent Variable -
“"PAYER--HMO: & MEDI-CAL

. (Nomlnal)

NuII Hypothes:s : :

There is not a Statistically Significant. Greater Rat/o B

" of Deaths in Medi-Cal Payer Hospitalizations Than _
| in Health Mamtenance Organ/zat/on Payer Hosp/tal/zatlons‘ v

Alternate Hypothes:s
Thereis a Statlst/cally Significant Greater Rat/o
of Deaths in Medi-Cal Payer Hospitalizations Than
"| in Health Maintenance Organization Payer Hospitalizations| -

Point Estimate: Means Testing
... Deaths: - .
‘Medi-Cal - HMO-

Odds Ratios .

_,Other va'r‘ijab_l‘es‘ included wei:é gehdér (nominal), race
(.n‘ominal-) , agé ,’cate_gory , ('ord‘inal)', diSpOsition (no’minél) .
DRG (nomlnal) ' number of dlagnoses (ratlo) . length of stay

‘f-(rat-i‘ori) , and number of a_-dmisSiOn's (ratio) SO
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. software program for statistical analysis. Descriptive =

_CHAPTER FOUR

-~ RESULTS

‘_atatAnaIYSiSFfqu

‘ﬁf;yjapaté~Wéré?éﬁainedfﬁSiﬁgwthQﬂsﬁéSSTPC 5ta?iS£iCalﬁf?ﬁ'fyff 

 statistics were used to compare the two groups of patients:

' those patients readmitted and those patients not readmitted, =

. and those patients who died and patients who survived.

‘. Frequencies,

lmeéhs;;andfqddS%fatiO’énalYées were used to
” desqrib§ thé”data‘ OddSﬁRdtio anaiysié Wasiﬁséd*td~§omparé;?77L”
Lﬁominalglé&eladatabforfthe’tWo’gtbups;‘”:'

‘“,7'rTheré‘weréf4d'variéﬁiéé and‘i69)367'¢ases}iﬁfﬁhe?data7fL

“}f -éet{aﬁal?zed. Thé'ageEvariable contaihé the péti¢ﬁt agéfinf

"*‘ yearé}‘The7péYment,soﬁfdé@variabié:COnﬁéiﬁs thé&ekpectedf? *”

_source of payment at the time of discharge and included the

:"VﬁﬁﬁéHindépéﬁdénthéfiablesfQf MedieC31 aﬁdeMO;dTHé'pfihdipéi;j

;YﬁdiagnOsiéVVariébie>cdﬁtéined'the éodes“assigned§td‘the”qaéég‘,'

Vﬁﬁéﬁjdié¢h§fge;i§l$dlinciuded1waS;thé,SeCOﬁd”tﬁﬁougthQQrthf5j{m#

' diagnoses assigned to the case; however, I chose to analyze ' . .

 only the primary diagnosis.




The race varianle contained seven data categories and.
was evaluatedfor corre 1atlonandconfoun dlng .

: In the '}Appéndix,,' the data Varlablesareshown Wlth
' their scales and brief descriptions. | |

© Sex was another variable contained in the data set that

- was analyzed for its effects on preventable readmission and

fméréaiifyi Thé;?ééo£a’numberiﬁas a1éO!¢rucial féirthié‘*f   
: téSééféh5 It éQﬂt§iﬁed‘ﬁhé éﬁqrypted}P?§xY of tﬁé mémber§ 
sOcial sédUritylnﬁmber; Tﬁié V§fiéb1é'aii6ﬁed ,meaéqreméntt
1 vof‘indiﬁiduais és?#héy wéré dis¢hér§éd'from ho$pitals..
fthrouéhéutﬁééliquniéqg;  - ‘

::Thé a&miséioﬁ'sbﬁree_iﬁéluded‘nihe}typeé6f patienf
'édmiSSiQn. Thisbﬁériéble~wa$;anal?zed to detérmihe ﬁheﬁhef '
 ’ré1étiohships_éxistéd‘betWééﬁ,paYé?fipreventablé )

f:éaamissiOﬁg;'aﬁdrmoftalityﬁ ihi§f§é£i$5le eééentiélly -
“ﬁiéﬁté?éa{ip£; ¢ér%1‘fhefqﬁﬁéémaisofajﬁafiabié-tﬁaf showé ﬁhe'

type or way in which the patient entered care (urgemt,

“ 79§éhedu1edﬁ emetgent;~ét¢°)7ﬁit‘is Ehe‘AdmiSéion‘TYpefm;tf

. variable.
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The Tength of st

éyw(ﬁOSY'Variablé?ﬁaSjused‘thyoughéﬁff 5 

Lf{bnﬁéiﬁsutﬁ§ ﬁumber:Oﬁfin?hospita1 days§théf  f ”

rpatient experiéncéd.lThefadm;t»daté'C6dekWas importantVﬁofE-}f'"'

.i{deﬁe?miﬁiﬁg;wﬁetﬁé} é ﬁétiéﬁ£.had.béeﬁ £é§dﬁiﬁtéd Kdépéﬁaéﬁt >
-'l_iihé dié§§éiti6ﬁ §ériabi§:?5$ iﬁp§;t$ht‘beéaﬁééfiF‘“_
| contained tne mortality dependent variable anong other
’”tfﬁfﬁé aami$si§ﬁ 6§jdr diagnéstic'catégbryn(MDé);‘andr;
;report §6ﬁrqe;vé£iagieé~Qéré;ﬁot ﬁged-ih thiS‘réséafch.Thé7
diagnosis, procedure, and admission variables were analyzed

| “for relationships and Sévefiﬁyfof;illnesS.,The}f‘~

‘ mediéal[surgicai-Vétiable répresents;thelserVicé,prévideditoi}~f‘

ﬁ vthevpatient;'Thé‘mediCal/surgicaL yaﬁiabie‘Was COmparéd‘With |
‘lthé payér;types’(indépéndént variab1e)'énd[the preventable

readﬁission_and mqrﬁalitvaariables (dépendénts).

JEifQThe'multipleuadﬁissiOnsnvaxiable ié a‘derivéd variable =~

fromfthe.patient‘numbEr”énd admiSsiOn datésL.It is
”lfdichotomizé& to .0 meaning ﬁd_preventable‘readmissions,]andflg‘

-;jfor preVéntable7readmisSions,pfeSént‘for.this b¢heficiaryt'
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 The admits in month variable is also calculated to .

- depict the ssions in the month the patient

Lex erienCedjfyﬁ:

‘The age category's variable is calculated to classify

. the beneficiary into a defined age range for more useful -

. Thehmdrtaiithandfbayer'yafiables~Were also.?”

“aygdichetqmiggdyfbrggﬁéfdurpose of analyses The mortallty

~and 1 for death N

flﬁThe payer varlable assagned 0 for Med1 Cal and 1 for iﬁhfﬁvﬁilf

- 55HMO beneflclary types The:data‘yarlable;fgxmats andﬁyt.,

"%“descriptlsns,are_deta;lédTiﬁTthemAppéﬁdixe
 Descriptive Results
{'There5weref36e964hpre€entable‘feadmisSionss(ZZ%;ef

vifystudy cases), from 15 736 patlents durlng the study per10d§35'

‘ff_Of-the.35f964*p;eyentabhe'readmlsSLons,.15 733 (43 ) were:y

These gender,percentages

iwere comparable,__ the

-jjpopulatiOns The age%group between Soband ,4 had the,fv

. fegrea'est number of admls”lons (40°) and preventable

'775ﬁeadmisSiOnSi(4°e3%)?l

e



11.0%) were black, 299 (9.3%) were

ispanic, and the remaining 170 (5.3%) were other races. OF

 the 3,212 non-preventable readmission deaths, 2,068 (64.4%) .

 entered care through the emergency room, 776 (24.

' through routine, 177 (5.5%) through skilled nursing, and the

 remaining cases through other sources. One percent of . -

‘sources resulted in deaths, while 4.4% of
in deaths. The preventable




total episodes and preventable readmission episodes.

‘fﬁaGgmpariSQhéﬁﬁaVé-beéﬁfmédefﬁovshow the differences between

L ~the Médi?Caljand;HMOfpfeVentable readmiSsidns“dases_by fﬁkfkffj '

demographic characteristic, case modes, disposition, and

- adm1881on type
., ‘Thé.a;té $hQﬁfﬁin§r aifféfenéésiipthe_éyéfailu
:peréentégééf‘pféﬁéﬁtébie %éadmissiohs betﬁeénEMédiFCai-(éﬁ%?"“
‘;.readmiftéa)'and:ﬁinkzd%Jreédmitted) céseé;}i |
),xwThé?éfwa$ afaifféreﬁcé betheh.genders;:méle Medi;C§1.ﬂ:
nbaYéf_beheficiériéé eﬁperiéhéedvav34% prevéntable;f 
"regd@iésiéﬁ”fate whiie HMO‘payér:beneficiaries éXperienced‘a’,
24% preventablé réadmiséioﬁ:rate. The fémale Medi—Calbpayér.
-bénefiéiaries‘éxpériehcéd iS%'preVentablé readmiSSién-réte
Whilé the'HMO»payér beneficiaries‘experiehce aii@%
préﬁentablé‘reédﬁiséidh_fate;’
i‘TheEsignifiéanplyiaissimilar’age,catégoriés,were"‘
between 41~ahd.65,yeérs‘ofkage. Iﬁtfhese ége'éafégOries;
 Médi;Ca1‘payer beneficiafieS’éxpérienqed 11514 percént
  ‘higher bfeveﬁtablé_réadmiséiénﬂfates than HMC pgfer '
 béﬁeficiariés didnghe othe;.égeéétégories.Wefébcomparéblé,

- The mean QVérall.age;ofwthefMediFCél payer»beneficiaries was
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1‘32; while thé”meanzage_of the HMO payer,beneficiaries wae
,%1;,Theameaﬁ;égé dffﬁhévMedi—éél préVGHFable readmission
population Was 38, while»ﬁhe meénfageiof the HMO readmitted
pépuiation‘was.47. In bbth‘categories, the HMO pqpulétion
;Qés o1der.iRace‘aid not aépict>any significant.differences
.‘gmong o&er311 ana féaaﬁifted HMQ éﬁdnMedi—Cal'populatiQns.
:;'TTable 9 éiéo‘includes the-toﬁ 5'DRGs‘from the payéf 

populations;'7 catégories of dispositidn; svéategoriesvof‘f
,admiQSiQn;type,”and mean‘utilization figures; The'top DRGs
'show no significant differeﬁcéé éméﬁg overall, readmitted,
HMO, énd Medi—Cal'cééés. |

The only two»dispositidn categofiesbwith sighificantly
differenﬁ preventable rgédmission rates were fOr Other
fécility:and‘StruCturedNursing:Fécility (SNF) discharges.

The Medi—Cai‘pfeventable readﬁission discharges to‘ »
Other Facilities were i7}5%.greater than the HMO prévehtable
readmission.dischgrgesy“Wh;le‘ﬁhé Medi-Cal preVentable
vreadmission dischargeé.to SﬁF were 11.5%vgreater than the
HMO preventéble‘féédmissién.discharges.

The type Of'édmiSSiQnidategofy haviﬁg the greatest

'differencelpetWéén‘Medi—Cal and HMO préventablé‘readmissiohs
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' ijWé$fthgiEiécﬁiﬁef¢éﬁgggfy, Medi%Cé1ﬁEiéctiveyptévéhtableﬁTW

f£¥éadmissiohs”wereﬁié%jhiéhéE'thaanMo;Elécti§efpreveh#gbleﬂgéf‘

- The mean number of diagnoses, mean number of

' procedures, mean number of admissions, and mean lengths of

 stays were similar between the overall Medi-Cal and HMO

";féaséékfﬁQWéVe?},?hé;MédiécaiiféadmiSSidn;caséSfréﬁééiééiﬁééﬁvl
' number of admits and mean lengths of stay that were greater

diagnoses, mean number of admissions, and mean length of
 stays were significantly higher for the preventable
:”  reaamiséioﬁ1cégeS §f ba#hbMéai;ca;taﬁdiﬁMQ paYe?;»5” e

| beneficiaries compared to the overall cases. (The overall

' Cas§§ja;efb9§ﬁyﬁ0n%réadﬁittéd énd feadmitted”cases;)}~if

H. Table 5 Top 5 Countles by Adm1851ons

~ CcouNTY # OF CASES OF CASES
"*;Alameda |- ao0,513| . 23.
| Contra- COSta 1+ ~25,920f ~~ .15.
| Los Angeles 23,719 . 14.
| Fresno v_”gf122,667 e T13.
| ®ern | 18,757] . 11.

-]~ | o] wliol
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OF CASES I

t_Alameda;{,v‘*

T% OF‘CASES

28.3| -

G7}Contra Costa

17.3)

"*:]-Fresno

Zs|

Los" Angeles{?l5S

4,294

'iKern R

T 4,020

f@ OF - CASES

‘7‘A1amedaﬁ“

35,

- [Contra Costa |

‘125;

- [Tos Angeles

12,

| Fresno

7fj4;

|Kern

Sggé

‘mfm"e}m‘qiq

" Table 8 Top 5 Countles by Medl Cal Casesﬁ?ffh

COUNTY

# OF CASES

~OF CASES:**”?”

YS?L»Alameda.f

7 426"‘

~19.

[ Fresno

‘”g18¢

“:5,5,700.'

17,

"gLos Angeles

4,362

8.

é;77f

'“f1Tab1e 9 Top 5

countics by

iA113payersﬁf“%f”“' |

COUNTY

# OF CASES

“OF CASEs7fijfﬁ’~"*"

.SAlameda ;?*‘”

:{*Contra Costa |

‘"vLos Angeles .

'3fﬂerrn

“{13,0835

HnT{lZ!BZGShwéSE;”

:pcgia'mgmnw'

| Tables 4 through 8 reveal the top readmission and

overall cases by payer source and county. These tables




reveaiﬁ£ha£ Aléﬁéda‘Coﬁnty hés the‘highést number of
admissibns by HMd, Medi}Cal andvéyl—péyer éQﬁfces. In
.addition,'Alamedé‘had the’higﬁest readmiésioﬁfatébf 28'3%'
Lof ail.caseé}}élﬁhbugh; Alamédairepfeéentedonly 23}9% 6f
the,ovérall Céses;‘Thése déta show a aisproportionate nﬁmbef ‘
bf readmiésioné in_Alémeda‘Couﬁty,when CGmpared to thé‘other

‘payer source counties.
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Table 10 MedifCal and ﬂMO Tabulated'Data Results

#OF CASES #(TCI-‘SES # OF READMIT FEAIJVITS READMITTED  READMITTED REN]VITl'E)

DESCRIPTION MEDI-CAL = HMO MEDICAL. ~ HMO VEDI-CAL HVIO . DIFFERENCE
#of Medicd Admits 26823 . 16313 - 5,308 320 A% 19.7% 0.3%
Fof Srgicd Adiits 10,188 1,707 1,380 1308 135% 5% 21%
“TOTAL 37,0m BONTTTTTE AT 4564 18.2% 3% T 1%
Gpor Al Cases . ‘ _ZZ% 17 0% 0% 0:0% 0:0% . ) 0:0%
S WEE 6,235 7,783 2006 1866 336% 280% )7/
Ferde™ AR 20518 4782 et 154% 135% 8%
AGETH0 , 1077 152 K124 51 B0% 336% , 55
T2 R A® 15 1458 oM 716 3% A% b W)
20 TSR3 T 1768 1,505 74 _ TT0% T02% 08%
S0 6,82 708 1,252 768 185% 10:8% 76%
7150 v XK I 10 &4 773 313% - 189% 2%
51-60 2449 3742 o 98 37 1% 264% 07
5165 , 120 1860 5 v 0% 5% 139
B o 74 1,20 7 a7 K700 S (1 47%
e ) T ecz) 28 B 8% 726 5% 6%
‘Nigh Age k2 ik K] a7 TX03% 8% 66%
Vifite ST G574 2785 3369 3% AT 3%
Hack 7648 3009 TS5 537 A% T78% 6%
Hispanic 1,09 MY 17/ A -7 T36% 135% 0%
—REe Arer ‘ 2 Q) A g 103% 7% 6%
yiCZ 3207 TEAS ™07 23 Y T24% 1%
Cer : B8 37 00 50 18 2% B Y 4
“Top 5 ORGS —Rarked by Payer Cases— . . : '
#1-Nuber 373 373 . 373 373 , , , ,
HI-Cases v 127 (5.7 S %5 A7 35% 3% 5%
HIRFTDer ST 37 37 T4 R : ' .
20> v 308 T80 0 75 5% 0% 2%
H-Nober 370 BT 370 39 ; ’ :
H-Cases 7,080 T3 ) , 51 88% 38% 50%
FA-NGETOST ) 372 SRz 372” 372 v :

70 06 15%2) & i) 75% 53% %
Ho-Nber 430 (Z< 430 143 '

e - o2 [ S A 73 6% 135% 20
g : 310 </ " 75 8% 953% " B6%

| FHme FEaI : (e i - BRI ¢ 55 B6% 306% 3%
TSt AheE AT 68 K7 1% B /R -V 4
O ey 7 79 w V.J) V) B 75
SN B 500 5 s 106 4% ’ 9% TS
ST A Cars oty LS B17 ; (5] prs) 5% B.1% 01%
“Foiitine — 7 | B - i 5710 3930 6:7% {1 L/ — 16%
“1Vpe o Baission ' ‘

- EEGEy 4848 1556 14 363 3% 2% 9%
TRt r— 10/468™ 975%™ 3300 AT 72/ S B %% 42%
"HECHE B 379 708% A 1734 300% 0% 6.0
TEry ' 18,72 5840 873 - E 4/ 3% 08%
Thknoun - ‘ : 3 % T 8 B , 308% 26%
Wear#of Dagnoses 78 78 3% 32 T201% 5% "%

‘ 19 T8 I 17 BI% : 91.8% 59
WVea : 10 10 32 25
Mean Length of Stay 36 33 54 48
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 Tab1e 10'r¢véa1s prévéntabievreadmissions of all payers
~and payers,btherithéﬁ,HMOfénd Medi—Cal. The purpose of these
groups Qas to»measﬁre ﬁhe ppeventabie feadmission rates
amonglnon;HMO/Médijéai?a&er‘beneficiéries, all payer
beﬁeficiaries!‘HMd payéfABeﬁeficiariés, and Medi—Cal payer
beﬁeficiériés;»Theré‘ﬁefe no significant &ariétions among
\fgender(ﬂagé/'racé, diSpoSitiéhs; and type of~admission'When: ,
.all'paYeré-and;non—HMO/MediFCal payervbeneficiariés Wgré‘:;,
vcompared;lwheﬁ,éqmpariﬁgithé fourvpayef grduij(HMO,‘Medi4
éal,All, and Ail?chéré),wthe HMO:preventable reaaﬁiSSions‘f.v
rates wereAIOWééﬁ}in néafly‘é1l catégdries (age,.raCe;:
jgendér, top DRGs;fdispésitiOn, and'typglof aamission)} fﬁe;
~only negative diffefence'is-the:25.§%‘HMO mortalit?'fate ;'
éompared'to the.22.4%:df,Ail Othéfland?the 23;3% raté.ovaii
paYer prevéntablé readﬁissiéns,fAlthbﬁgh it'iéximposéible‘to
determine thg}exactsevérity'of illnéééxaiffe¥en¢eé among
 thevpayer g;oﬁps;vﬁhé‘tQp»51DRGS;Wﬁich.coﬁpriSevovér BQ% éf
thé-episode§, ére;tﬁesameyfor;éll §f ﬁhe payer‘grqups. ,”vf'
' The_mean‘agésof‘thé_Ali andell-pther pa&er,¢ateg§rieév

are 47.5 and 56.6 years, respectively. The mean ages of the
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ALl and Al Other preventable readmission payer categories
. are 57.7 and 65.0 years, respectively.
" These mean ages are significantly higher than the HMO

 and Medi-Cal mean ages.

It is expected that the mean ages for the a1l and AIL

_ Other payer categories would be higher because of the




‘Table 11 Other Payers ‘and All Payers Data Results ,
' #OFCA§E§ o HOF ™% OF CASES U, OF CASES™

. . . " OTHER - #OFCASES #OFREADMITS READMTS READMITTED - %OFCASES READMITTED
DESCRIPTION - PAYERS ALLPAYERS OTHERS ALL O'IHERS READMITI'EDALL DIFFERENCE
# of Medical Admits 61,697 104,833 17,458 26,046 28.3% 24.8% 35
# of Surgical Admts ) 40,333 62,228 7,546 ~.10,270 18.7% . 165% - . 22
TOTAL . 102,030 167,061 © 25004 - 36316 24.5% 21.7% 28
% of All Cases . - 61% . 100% S - 00% . 00% - 00"
SexMele. - . 43313 - 57,331 11,772 15,733 21.2% ) 274% 03
o Female 60,383 -~ 112,035 13,672 21,231 22.6% 19.0% 37
Age 1-10 ) 223 - 1452 . 43 3% o 193% 27.3% 80

11-20 2317 11,716 ~ 210 1,532 11.7% 13.1% 14
21-30 12578 33902 © 1,428 ¢ 3,717 11.4% C1M.0% 04
3140 .. - 12,700. 26577 1,745 3765 - . 13.7% - - 142% - 04
41-50° . - 8,958 . 15,786 - 1:854 3481 20.7% 21% -1.4
51-60. 8898 . 15089 - 2435 4332 27.4% 28.7% -1.3
61-65 ‘ 6894 10,053 1,993 . 2968 28.9% : 29.5% -0.6
66-75 24,273 26300 - 7497 - 8101 30.9% - 30.8% 0.1
76+ 26,846 28,492 8,179 8672 30.5% . 304% 00 -
Mean Age ) .. 566 475 65.0 517 : o
White 76,764 110,982 . 18,653 24,807 24.3:A) 22.5% . 18 .
Black 9869 20526 3,163 5646 - . 320% . 27.0% 50 -
Hispanic .- : 12,426 27,784 < 2,699 4,788 21.7% o 17.2% 45 -
Native Amer. . 293 566 73 ) 24.9% - - 17.3% - 76
Asian . - 3351 8471 656 - . 1,376 ©196% . 16.2% 3.3
o Other ) ) 993 1,938 200 - B0 . 201%. “18.1% i 2.1
Top5 “fop 5 DRGs —Ranked by PayerCases—— K ) i ; . R
~ #=Number. o 373 373 373 373 ) . . L
- #1-Cases o 7,304 26451 - - 19% 908 20% ) 34% . -0.7
#2-Number - 127 371 o127 371 . : i ‘
o #2-Cases Coo 5300 7,361 - 2205 . 337 . 426% ) 4.6% .38.0
- ‘#3-Number - : 40 127 140 127 - ‘ -
“#3-Cases Lo D003 6384 .. 1,018 2,773 . . 340% - - 434% - 94
_;#f—Casese o Lo QBB © 3,944 497 160 195% 41% . 154
i “#5-Number 3 140 - 371 140 . . s . o
. #5-Cases ‘2,444 3,889 102 1,309 o A42% 33.7% -2.5
* Disposition . e S o ) R
“Died - - - St 3693 4490 - - 789 978 24% . 233% -0.9
Home'Health . 9314 10,999 C 3334 3955 358% . - 36.0% 0.2

jainst Advice R T s =~ L2 474 31.6%. 34.1% . -24
Other Facility . co A 2044 . 675 R21% - 330% - 09 -
SNF 5 8,252 9206 .- 2,750 3,104 ) 33.3%. . . 33.7% -04
STAcuteCa/eFac:Illy oo 2815 3,800 1,008 1,397 ) 358% . - 35%% -0.1
Routine 77185 137,646 16,730 26381 o 21.7% - 19.2% 25 .
- Type of Admission e ) . e ) . o . ) B
Emergency © 16,400 . 2444 . A4 6,235 . 201% 27.8% . -0.6
Urgent . ... 50,079 70302 o 14,824 20,968 29.6% ‘ 29.8% 0.2
Flective ) 5088 - 36,751 - 5,756 8082 22% - 20% 0.2
Delivery = © 11,399 39,961 : 39% 1653 35% 4.1% C 0.7
Unknown e 89 . 17 26 o 283% ) 29.2% -0.9
Mean # of Diagnoses - 33 231 4.0 37 : _

- Mean# of Procedures 20 - 20 o 20 19
Mean # of Admits 52 .45 -~ 66 6.2

Mean Length of Stay 10 10 26 27
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Table 11 depicts the odds ratio caidulatioﬁs for payer
preventable readﬁissibns; In addition; the r squared, odds ‘
ratio, and relative risk, The'Medi;Cal and All Payér tabié'
.depicts a weak negative.correlaﬁion (r) of -0.03, a slighﬁ
negatiVe rélative risk of 0.843, and slight negative odds
ratio of 0.808.

The HMO and All Payer‘table depicts a weak negative
correlation of -0.054, a moderate‘négative relative risk of
0.711, and a moderate negative odds ratio of 0.658. The All
Others and All Payers table depicts the a weak correlation
of 0.031, a weak positive relative risk of 1.12, and a weak
positive odds ratio of 1'17f The Medi-Cal and HMO téble
shows a very weak correlation Qf 0.026, a weak positive
relative risk of 1.12, and a weak positive odds ratio of
1.15. In other words, Medi-Cal cases are 1.12 times more
likely than HMO cases to be readmitted.

The Medi-Cal and All Others preventable readmissions
table shows a moderate negative correlation of -0.064, a
moderate negative relative risk of 0.75, and a moderate odds

ratio of 0.69.
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/, a strong relative risk-of

In other words, Males




. The Medi-Cal and All Payer table depicts a weak
‘negative correlation (r) of -0.04, a strong negative
frelatiVejriSkleh0;40,gand;Strong negatiy¢'cddéxra@ioréf_eft 3y

- 0.39. I:171'WOl”CilS,V-‘A“llv'Oth'er PaYer cases are 1-§ftiméswmo?¢;}*”

”;illkely to dle than Medl Cal cases, Wthh is‘expeetéd;aue”tef';:fbb

'.rthe 1nclu31on of the Medlcare elderly populatlon 1n the All

h_:Others categoryv J | | o - o
bvf The HMO and hlllPayer table deplcte a.weak negatrve‘

fdorrelatroneef;jp.03§ Aa strong‘negatlve.relatlﬁe rlsk of’j?,

'fL9;424( aﬁd a étrongﬁhegative Odds ratio of'0,418;,;

Qi :iesg"likél&htd“éibérienCéidéaﬁh:WhenfcempareGQWi;hhAiiﬁpéyér‘”"“

{Ebéﬁéfiéiérieé!%a??

~ moderate correlation of 0.069, a strong relative risk ratio.

‘“°"?~Of 2. 123 and“aVétrong“odaé7ra£id»of'2ﬁ186.1THisftab1e’5“"‘°

7f;ftable;f*

'::ﬂsuggests that Medl Cal patlents are 2712 tlmes more 11kely

“ﬁfto d1e than the All Payer patlents ar :he~mcstﬁ8;gn;£1cant:»

]ifresults were revealed 1n the Med1 Cal

| In other words, HMO payer beneficiaries are 1.6 times

nd HMOmortal 1tY



There was a stréng éorrelation of 0.10, a'véry:strbngv:
relative risk fatio of 5.01,‘andva very strong odd ratio Of'
5.23.-This‘tab1e indicates a chance fiveffoid_of inng if a
Medi—Cal beneficiary than a HMO beneficiary,

The Medical and Surgical Admits mortalityitébie depicts
a weak correlation.of 0.027; a moderate relative risk ratio |
of 1.45, and a moderate odds ratio of 1.47.

The White and Non-white table shows a weak cérrelatiOn 
_of 0.028, a moderaté‘to strong relative risk ratio4of 1.457,
.and a moderate fo strong bdds ratio of 1.507.

The Male and Female table depicts a moderate
correlation of 0.056, a strong relative risk of 1.99, and a
‘strong‘oddsiratio of 2.04. In other-words, Maleé are 1f99
times more likely’to experience death than Females. Finally,

the Readmit and Non-readmit mortality table is similar.
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M‘Medl Cal
K11~ Payers

'u~AlI'OtHep§ f~

 ‘M¢di+Cal
m;HMOQVC E

. Medi-cal

‘Readmitted

'Non-Readmitte:

6,877]

30,493] -

36,964|.

132,403]

*Readmltted

43,841

Non Readmitted

162,896

A 346 

'23,658).

36,964

132,403

‘Readmitted’

156,061 "

25, 444J.¥‘

78 252

132,203

“Non-Readmitted

»Readmitted

© 30,493

Gl 6, 877

4,643 0

23,658

’Readmltted

15200

JanARﬁadmitEed‘

A1l .Others.

) vReadmltted

‘2 Non Readmitted

4,643

23,658

n25,444

~ 78, 253|

101,910 .

137,370

169,367 -
206,737

© 28,004
169 367
497,371

'Non Readmlttedf“ : AN
103,696 7
169,367

37,370
28,301

28,301
103, 696
131,997

104,833 7

© L0032

20,080

Table 12 Two by Two ables of Readm1tted<Cases

7Ra;q

0..031

0,026

Ratio -
0.843

1.124 . 1

gkaﬁib‘
08087 ¢




Table 13 Two by Two Tables of Mortality Cases

2 X 2 Tables

Medi-Cal
All Payers

HMO
All Payers

Medi-Cal
All Payers

Medi-Cal
HMO

Medical‘Admits

Surgical Admits .

White
Non-White

Male
Female

Readnit -
‘Non-Readmit

NoniDeath

4,190

Death )
- 370 . ..37,000
4,190 165,177
4,560 202,177
Death Non-Death
297 28,004
4,190 165,177
4,487 193,181
Death ‘Non—Death
3,087 55,678
4,190 165,177
7,277 220,855
.Death Non-Death -
3,087 55,678
297 28,004
3,384 83,682
‘Death th—Death»
2,876/ 101, 957
1,172 61,056|
4,048 163,013
Death -~ Non-Death
3,079 107,003
1,111 ' 58,174
4,190 165,177
Death Non-Death
2,119 55,212|
2,071 109,964
4,190 165,176
Death Non-Death
978 35,986
3,212 129,191
165,177

37,370

169,367

206,737

28;301
169,367

197,668

58,765
169,367
228,132

58,765
28,301
87,066

104,833
62,228
167,061

110,082
59,285
169,367

57,331
112,035

36,964
132,403

-0.039

-0.033

0.069

0.102

0.027

0.028

0.056

0.006

Relative

- . Risk

0.400

0.424

2.123

5.006

1.457

1.493

1.999

1.091

Odds
Ratio
0.394

0.418

2.186

5.228

1.470

1.507

2.038

01.093
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Summary

The data show that HMOs have bétter-moftality and,‘.-
preventable reédmission rates than all of the other payer_
types. The’Medi—Cal‘pOpulations are younger, yet have
gfeater'preventable readmiééion énd'mortality.rates than the
HMO populétions. The top five diagnoses forvMediFCal and HMO

populations are nearly the same.
Hypothesis Testing

HMO and Medi-Cal Payer beneficiaries

The preventable readmission and mortality variables
have been dichotomized to zero and one values to provide
percentage results. The zero value represents non-
preventable readmission and non-mortality. The value of one
represents positive preventable réadmission and positive
mortality.
Readmissions

The results depicted in table 11 reveal an odds ratio
of 1.149 for readmitted Medi-Cal versus HMO readmitted

hospital discharge cases. The Medi-Cal readmitted versus All

Payers readmissions reveals an odds ratio of 0.808.
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 Also, the ﬁMO readmittedVéféué‘Ali'Payers_readmissions
~reveéls,an odds;rétio of O56S8; Thesé daﬁavéhow that Medi-
Cal»payer plan.readmié$i6ﬁé §re more likely to éccur'than
ﬁMO'payer blah bé£éficié£y;feédmissions."

|  The cohclusion of tﬁéée rééQlts‘is therefore to acdept
the nﬁll hypofheéis #hafﬁMédi-éai payer plahibgnefiéiaries
would not experiehce highe£ ri§ks of readmiSsiOhé if
enrolled in HMO payér“pianSQ
Morﬁaiity. »

The réSuIts:depi¢ted iﬁ'table-12 reVeal a strong odds
ratid of 5.2281fd£vMédi:Céi deéﬁhs:vérsﬁs HMO deaths. The
vMedi—Cal.deaths vefsUstli Payerideaths reveals an odds
‘.ratib of.0.394;

Also;‘the HMOjdeaths Vérsﬁs‘AllvPayer deaths reveals an
’odds rétio of:0.418} These data show that Medi-Cal paYer

: plaﬁzdéaths aré farvmo;e likely'to oéqur than HMO payer plan
;’benefiéiary'readmissiQns.1v |

The conclusion’ofhﬁheéé results is therefore to‘accept
:’the nﬁll hypothesis:thathedi+Cal payer. plan beneficiafies
ﬁquldyn§t~expériénce highéf risks of déathS>if enrolled in

?HMd”payér plans.
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Summary
The result of the Odds Ratio Statisticai test7is td‘;‘
accept the null hypothesis that nozétatiStical difference

; eXists betWeen~Medi—Ca1 énd‘HMO dischaﬁges;}’

10



,_Diééﬁssiqn  _1
- In an éffort tbchhfrol:héalthfcare dOSps and'provide

IQuéiity health:care;.many'étateé afé‘énroiiiﬁg1publié éid
populations in HMOS_ahd bther.férMSgbfimahaged;ca£e piané:v_
,iﬁ 19811theré werév280,db6.Meaiéai&1payéfzbéhéfidiafiés
}énrolled_ir;'HMos ¢omparéd w1th27 mllllon 1n 1987,
rGovernment agéncies}expe¢t ﬁéﬁag¢d,care‘blaﬁs £Oineld COStx'
savings, éf at ieaSt'slow thé ratéxat whiéh£health'dafg '
:coétsbare.in¢reésing,‘by‘greater pfeventive caré and
controlled,utilizatidn. | |

 <.During tﬁe 1été.15803;:thé‘expandea pﬁrsuit 6fﬁMédicaid L
managed care contraéting has led-s£atesvﬁozs§ek federaleCFA
Waivers'frbm‘thelfreedom—of4éhoicébclause.

In some states, enroliment in HMOé»or some capitated
Qrganizatiénal form is mahdatory;,HéweVer,’thehealth,care.
Qrganiéationsfhave‘not alﬁays“béen'eager'tqbprbvide coverage
, to the Medicaid.pépuiatibﬁh;fhe frequency of eiigibility;
.‘high'Utiiizaﬁiéﬁ:rates, and éhronié:conditions‘assbciéﬁéd
with»the Medicaid”populatigns coupieé with the £éimbursement
ffates below traditionalfeeefof-séi§iéé rates have maderthe

' Medicaid'population lessﬁfinancially desirable.
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- Moreover, the managed care organizations have been

' discouraging utilization. =

". ; ThéLCehtéf*fériﬁﬁblidsRéP?é§¢nFation§foMilWaukéé7Qfﬁf:"

~ reported many examples of discouraged utilization among

' mandatory Medicaid HMO plans. The study cites examples of =

| avoidance of specialist referrals and a lack of prenatal and

 féﬁi1y Piaﬁﬁiﬂﬁ;ﬁérvidéél.Thékstudy:élsb d?PiCﬁsVé’léék‘Qf' ”°'3

| beneficiary knowledge about the system and services

- available to members and discontinuities in' prenatal care. .

'ngficalifornia'has'béén“verYfsuddeSSfuifWithlmanagéd Cafle?j,Hw

~ Although there have been limited resources per beneficiary,

 higher than average unemployment and underemployment, high

 immigration, lower tax revenues, diminishing federal funds, =

J5 :highér tak;buidené;l§nd‘enVirdnméntalBimpaifﬁéhﬁsi £ﬁé7 ” $”

 health status indicators and outcomes appear to be favorable

~ vhen compared with the national data. Overall, the Medi-Cal

 fee-for-service data show no statistically significant
. differences when compared with the HMO data. In some cases,

“fgﬁhefHMoskhaVe_mOre:favbrablédéutéoﬁésf‘.,




The HMOs in CaliforniawhaVé been erlViné and maturiné

‘fof decades and have led the natioﬁ‘ih'refining'and
exploring more efficientfand effe¢£ivé caré; élearly;vthe_
éutcomes saﬁisfy Doﬁabédian's defiﬁifibn.bf qUaliﬁyléare,.'
ﬁhat which'doeswmoré‘good'ﬁhéh harﬁ, and Wﬁich is efficieﬁt
“and effeétiveé CalifdrniéfHMQé'Seem,to be maximizing the
'utilitybof scarce and diminiéhing tesourc¢é;'f

bTﬁe typé Qf health insﬁfaﬁcéhéiaﬁ'one'gélongs-to will
detérminé thé useiof'health cate services'éccording to the
Andersen behévioral model.vHeaith plans fit ihtb‘the'
‘ehébliﬁg_segment of‘ﬁhe model‘and théir inflﬁences span'
across system différénces; financial.barriers, aCcéss,
'Community resourcés,.and sbcial»suppoft; Iﬁ the Donabedian:
model; healthiinsurancé éléns_épan aqross‘structUre and .
‘»proéegsyof,the three—seg@éﬁt model.,Both’mOdéls 1end |
5 Validiﬁy to health éare aéééssment€  :.'

The'éelécﬁigh bf éreventébie:£eadmis$i§hé‘aﬁd mQr£ality
as indicators ofvthe qualithf'éare.Were selected beéauée
they aré'éieéﬁ evénts,tﬂatiéén b§.measuréd,1ihcreaéé_thé |
cosfsrto patients orvpi6Vid§ré; and-result'in Undesirable

consequences. .
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‘:ffuefThefchoicé,OfVQutcOmésmeasurééefromfamoﬁg,thegﬁaﬁgé'éf:ﬁﬁ“’”

' possibilities presents a challenge to researchers and health

- care professionals. I ‘to select mortality -

- because death is certainly an unwanted, and in most cases =

costly, outcome. Preventable readmissions are unwanted by .

‘zthefhéalthrbareipfpfesSiénalsh:patieqts,;paYefs;~aﬁdqsé¢lety f7f jfﬂ

’»rbgcause;theyséréﬁcostly‘inﬁfeéi‘and;iﬁaifé¢tftérms;lAlthbughxv5t -
‘preventable readmission and mortality rates in this research = =
'e*fail,tQ1idéﬁtifycheediséréte;cau5e§>6f”théifgouﬁcomé;fthéYﬁ;3” 

gedify5Changesjgrsdiﬁféfeneesﬁfrbﬁjseme béséiinejéqujfe;fﬁ_ 

 acceptable limits. If the diagnoses, severity of illmess,
éﬁd;d¢m59réphiéféhé?é?tériétiESféfiéesﬁiéﬁiéﬁgréfé,éhéiééﬁé?{.Jsﬁf“~
53;5fiin'sermsjefﬁﬁeiiey ee§eiQpﬁentf}éfgfegﬁéfigﬁpgét;;ﬁif

2 assessment }. must _ be comp 11edtodeterm1ne the bas el 1neof :

care, the demographic needs of the various commnities, and

. audit guidelines. The increased enrollment of Medi-Cal payer

' 'beneficiaries in HMOs will yield improvements in care and =

.{dostéfifjoutcome.medsuféméntsfapdeerifiéaEiongau”itjfe":""

- mechanisms correspond. -



http:challenge.to

. Alternatively, the continued lack of policies, . = = =

~verification mechanisms, and regulations may yield adverse

- outcomes for Medi-Cal payer beneficiaries and more costs to

‘health care providers, and payers. Moreover, The =

' DHS should develop Medi-Cal reimbursement policies directly |

~linked to the various dimensions of quality of care

‘The enrollment of Medicaid and Medicare payer

=fbénéfiéiafieélin‘HMOéﬁfhebfét;éally‘pfcviaéé;iﬁgenﬁivés.fO£ 1 f7i

 the early hospital discharge. However, the anmalysis of the

1991 California data does not support this premise.

. Literature related to this subject, in general, suggest

'ﬁthat;éaflyfdiSChargééfmaY incréééedﬁhggrisk,pfjsubéeqﬁentjf}ﬂ;, :
~ preventable readmission if all necessary medical care is not

 completed during a patient's first hospital stay. Therefore,

”;flfurfher7résearéh7and?cLésefﬁdﬁit tingwahoﬁld“bbntihde;ﬁo'7ﬂfva-&”

' create more explicit causal linkages. -

' The Health Care Financing Administration (1988)

' requires that preventable readmissions within 31 days of

discharge be reviewed by peer review organizations to .~ =

| determine if the preceding discharge was premature or if =

. other quality problems existed and should entice providers




to ﬁaintaih quélity. HQwéver,'qédinglbiésvméy.causé édme
cases ﬁo avoid review; |
In 1993, thé“depaftment'réleased a “Strategic.planﬁ
intended to rapidiy;move the.Medi-ééi Pr6gramxtdﬁaﬁd aA
uménaged cére" appréach fot,préviding servicés to.MedijCal
péyer béneficiériés; In this seétibﬁ; i'ﬁéke seVeral
;edoﬁmehdatidﬁs regérding thé depé?tﬁéhtfs pioposgd
'éxpansion.
fhe Legislature?and thé départmeﬁt”have;ifor séveral

Years,‘attemptea to inéréase the:humbér of;Medi—Cal payer

"beneficiéries‘enrolled in managedfca;e arrangements. In
 vparticuiar,législétion‘accompanying_ﬁhe,}932‘Budget Aét.

fééve thebdépaitment»brqadvéﬁthoﬁity tb'e£pandvmanaged‘éare

'iﬁ'éaliforﬁié, with the géais of iﬁprqving béhefiqiéry
"';éc¢eSS to care and'makingifhe;MedifCél Progréﬁ‘moré_COst—
”;efféctivé; |
ApprOXimately;i’ﬁillion=¢ﬁt of_é}S milliOh Medi—Cal‘
: payer bénéficiaries were éﬁféiied‘in a:manégea care
afrangeméﬁt.by'the éndﬁéf'iéé@-éS.‘The‘department
anticipétes‘this-ﬁﬁﬁber,will_iﬁcféaseito-atqtal of 2.5

,millidn by the end of 1995-96.
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‘the Medi-cal Program

: ‘11Undéf.manégedacaréfarrahgemeﬁﬁéf
"attempts;to‘conthlfépétsfbﬁﬁgeneraiiyfréimbpﬁSing-prdVidérsi?J«

f[”onié,Wcapitated,“;drfbéffperéén‘bééis regafdlessfof thé ﬁji;L{ﬂ@

 number of services any given individual uses. In addition, .. . =

"thegUSe‘of,spggialistsfénd high%q§St sérvic¢s ?equiréfé !Ff“V

- phys1c1an referral y Thls approachcontrasts with the fee _
*foreomevicn spitan, vises Wadi-ca. pays peovidese £ox saon
’sérVicé'théyﬁpfoﬁiaej'andlthévbéﬁéficiéfy‘haé,hié'éfjhér; 
choice in selecting providers. In fee-for-service,
! utili2étioﬁ.i$ é§htrolléd by;reéﬁifiﬁg,p£i6%~aﬁtHQrizaﬁiéﬁ   '
ot etane . o TR e
nf -Th§ priﬁéipai-ﬁéﬁagea céfe7éffangéménté;éfé{:; ; f'
*;?Médi~Célchntréé£éfWith ?rifaﬁe.Prépéid Héa;%h:Pléﬁéff 
féﬁéé):td'provide éaré:£6”AﬁDéfliﬁkeé;éayéfibépéfiéiariesQ_,
e & i e ks
" on an estimate of the costs of serving payer beneficiaries
| in the fee-for-service syster. The department generally has
e not entered ffin‘,:d}qor;jt“rggts ‘to enroll “.é'sxt‘/_éépf-iﬁiﬁgéd payer
f'béhéfi@iariéslin?PHPs; ﬁnder;the.aﬁproachfdfCOﬁﬁti?i; ;:

Organized Health Systems (COHS), the county acts as a

our



";prepald plan,,serVing”aiifMedi#Cal ﬁayerﬁhenefiCiariesdin{f:;h'
'f“the county The COHS recelve a capltated rate for each
”beneficiaryﬁin-the;coUnty;.andtassume,full}ﬁ;nanc;alirlsk;'

'.fCurreﬁflyr;Santa]Béfbéra;hséﬁjMateo;fand Solanofcountiesrl;-ud’

" have fully implemented this approach, and two additional -
~éouﬁ#iés;fbréngeaégéﬂSéﬁtafé?ﬁé;;Qiil_begiﬁ'VerY'Séoﬁ;f?};ifhtfl”
pedekal 1aw prohibits sdditions) county-crgunlzad systens. tn .’

:dr?Callfornla heyond‘these‘flve> k 3 “ |

ﬁnder the apéroach of Geographlc Managed Care (GMC),s
dvthe Medl Cal Program negotlates contracts drrectly Wlth e
w:vprov1dersvto accept na?er:henef1c1ar1es.w1th1n.a speclfled
'harea naylné a ﬁonthly‘rate based onwthevestrmated”cost’of

“igproviding~servicesfto s;mllarjpayer-beneflclarIeSuunder thef7

. fee-for-service system.

!fThéudépaffﬁent’impleﬁented‘thishapproach in}SaCfamentols?v“

r':ﬂfCOuntyﬁAprll of51994 and 1ntends to 1mp1ement A second

¢ in san biego Connty.

,hg:PrimarY{CaregdasehManage@enthPCCMf;plans_arecpaidhan:~‘~-

: iydfﬁiXed;ﬁonthiytfeef(perfcapitafhto?nanaéebtheﬁcarefofxthéf”g,‘d.f:

”dd}Mediédélabayeribeneficiariesienroiled:in thefﬁlan}iTheyff_f,

approve referrals to specialists, non-emergency .




hqspitéliéati¢ns, and éthefthgh{cqst;prqcedures.~If the
costs of care for eﬁrolleéé in é PCCMbﬁlaﬁ'aré-leés than the
estimétéd-feé—fqr:service cost would have been er similar
5 payer:benefiéiafies,:the PCCM plan'recéives é'péymen£ eqﬁal
to_half;th§ estimated_sé&iﬁgs. ' | |

Théldepartmeﬁt‘éistfatggicipién andthé budget‘prop6ée»
ﬁo enroll'ﬁéarly:half_of aliibenéficiaries (2.5 million out 
vofvan estimated.5;5 ﬁiilioh) in a‘maﬁaged care arrangement
‘by»late-i995—96;:The plan propoées tobexpand‘the number bf
ibénéficiaries served under maﬁaééd'care arrangements |
»primarily byvimplementingvthé aforémentioned_managed care
strategiés ahd éxpaﬁdiﬁg managed éarebmodels'to additional
countieée | | |

I suggest that the department enactllegislatiéﬁ which
;Would fequire the inclusion Of newiy enfoligd SSI/SSP¥linked
_beneficiaries in the ¢ounties targeted for‘managed care
chahges to enﬁoll in managed caré planSFWhile al1owing
existing_beneficiafies to remain uhder FFFS arraﬁgements for
‘the next two yéars.‘This_WOuldvalléw ﬁhe"current céntinuUm
~of care to remain S£able,fof providefs and beneficiarieé for

a transitional period of time.

119



 In addition, T recommend grea

~and implementation of clinical guidelines
~ most costly procedures. The literature strongly suggests |

vy minimizing the -

" that significant savings can be realized L

© wide variations of inappropriate care.- -

‘Also, the development and fostering of strategic =

r reséarch, planning, = -~ =

 vpartﬁerships‘amcngfﬁhelgéﬁerhmenﬁﬁagéﬁciesffbhéfméqeuti¢alffjg}  

industry, hospitals, practitioners, business, and academic
7}sqrganizations1mayTYieldPéffiéient so1utiOns‘ﬁbﬁsériQquﬁ

. ‘health care issues. =

| I believe that the Medi-Cal populations will benefit

v,fromfthe'HMO,con;inuﬁm[Of1caieitha£fis ih¢éhted §prtQm¢téfff   s

‘bettérlhéalth_and Which iéu§trﬁ§tura1ly,mofé cohsiétéﬁtﬂthénf;”1“

"theifragmentedffeeéﬁdrAServicefStruCﬁureQﬁThé,HMQ. @f7‘

. preventable readmission and mortality rates depict better

~ outcomes, include a more mainstream population, and would - .

|