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Executive Summary 

The goal of this Report is to provide policymakers a tool in evaluating both quality and 
cost savings data in the Medicaid Managed Care Program.  This Report is a compilation of 
national and state data that can be independently verified.  Additionally, to provide 
complete transparency, the Report includes the complete actuarial certification from the 
actuary that completed the cost review analysis.  

The Report reveals several areas of success that are the result of decades worth of work; 
however, the Report also provides visibility into areas of opportunity for further work and 
improvement.  Data driven continuous improvement efforts are incredibly important to 
any program and OAHP looks forward to working with Ohio policymakers and health care 
system stakeholders to align and advance quality and affordability on behalf of the 
Ohioans we serve and the taxpayers who financially support this access to care.  

Since the 1970s, Ohio has utilized public-private partnerships.  Originally as a voluntary 
program and then a mandatory program in the 1990s, the current program was 
implemented in 2005, phasing in various mandatory and voluntary populations over time.  
The state leverages managed care to achieve value for the Ohio Medicaid program 
through increased taxpayer savings, flexibility, accountability, member support, and 
innovation.    

These public-private partnerships have resulted in improvements in quality and outcomes 
as well as cost savings, improving the health and lives of nearly 2.5 million Ohioans and 
yielding increased value for Ohio taxpayers.  

Today, private industry is providing Ohio flexibility not available in a government run fee 
for service model.  

Private industry is:

 Accountable for promoting prevention and ensuring timely, appropriate access in
order to reduce avoidable high-cost services and unnecessary spending.

 Empowering members to take responsibility for their health, providing extensive
support, education, and coordination assistance that is a key differentiator between
managed care and a government run fee-for-service program.

 Offering additional services and implementing innovations to promote individualized
care, member engagement and population health.

Private industry also brings valuable market competition.  The competition spurs 
innovation, driving program improvements as each Plan seeks to differentiate themselves 
and raise the bar over their competitors’ and their own previous performance.  
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TRANSFORMING MEDICAID THROUGH MANAGED CARE 

Ohio was an early adopter of managed care for its 
Medicaid program, with a voluntary program that began 
in the 1970s and a mandatory program initiated in the 
1990s. The current managed care program was 
implemented in 2005, phasing in various mandatory and 
voluntary populations over time.  

As of 2018, the state’s Medicaid managed care model 
provides all acute, primary, specialty, and mental health 
and substance abuse services in the State Plan through 
Managed Care Plans (MCPs).1  In addition, since 2014 Ohio 
has served certain dual eligibles through MyCare Ohio, a 
Medicare-Medicaid demonstration project that integrates Medicare and Medicaid services through a 
managed care model.  

The Ohio Department of Medicaid (ODM) establishes goals for the Medicaid managed care program, 
contracts with MCPs to administer the program, and oversees MCP performance toward goals and 
compliance with requirements to ensure the State of Ohio receives the highest possible value for 
taxpayer dollars spent on Medicaid. 

Ohio Medicaid Managed Care Program

ODM selects MCPs on a competitive basis through a periodic Request for Application (RFA) process. In 
July 2013, ODM selected five MCPs to serve members across the state.  

 The five current MCPs include both local and national health plans and 
represent both the for-profit and non-profit sectors. This variety provides 
Medicaid members with choices. It also brings diverse experience and 
perspectives to the Ohio Medicaid program. 

While each MCP offers its own unique capabilities and approaches to serving 
Medicaid members, all MCPs must comply with rigorous standards and 
requirements established and monitored by ODM to ensure timely member 
access to appropriate, medically necessary, evidence-based services.  

For example, all MCPs are required to establish and actively monitor a 
comprehensive provider network with the expertise and credentials to 
provide all covered Medicaid services. MCPs are required to coordinate care, 
including out-of-network care when necessary, and provide the education and 
support members need to engage in care and take responsibility for their 
health. MCPs must also administer quality programs to ensure continuous 
improvement in the care and services they provide. 

Advantages of Managed Care 

Managed care offers important advantages over the traditional fee-for-service (FFS) model that are
useful tools in improving quality and cost outcomes. These advantages include but are not limited to 

1Appendix G https://medicaid.ohio.gov/Portals/0/Providers/ProviderTypes/Managed%20Care/Provider%20 
Agreements/ManagedCare-PA-201807.pdf 

https://medicaid.ohio.gov/Portals/0/Providers/ProviderTypes/Managed%20Care/Provider%20%20Agreements/ManagedCare-PA-201807.pdf
https://medicaid.ohio.gov/Portals/0/Providers/ProviderTypes/Managed%20Care/Provider%20%20Agreements/ManagedCare-PA-201807.pdf
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increased flexibility, accountability, member support, and innovation. 

Flexibility. Managed care provides flexibility not available under FFS. This includes flexibility to 
provide services beyond those covered by the State Plan, allowing each MCP to effectively respond to 
the unique characteristics of its enrolled membership, which change over time. For example, each 
MCP offers a selection of value-added benefits. These value-added benefits are not available under 
FFS and are provided at no cost to the state. Because they are an avenue by which MCPs compete for 
the ODM contract as well as membership, value-added services vary among MCPs. Examples include 
health and wellness programs, enhanced dental and vision benefits, additional transportation options, 
and job readiness and connection to employment opportunities. 

MCPs capitalize on the flexibility of managed care to implement creative solutions to 
meeting member needs and achieving ODM program goals. 

Accountability. Managed care contract requirements and payment mechanisms, including value-
based payment, drive a high level of accountability for outcomes at both the MCP and the provider 
level. The MCP is accountable for achieving quality and outcome goals and meeting other 
requirements established by ODM, with financial incentives and penalties based on performance.  

MCPs enlist their network providers as partners in meeting these goals and requirements by clearly 
communicating requirements and establishing their own creative payment methodologies that align 
provider incentives with improvements in the quality and outcomes of the care they deliver. MCPs 
facilitate provider success in meeting expectations through a wide array of technology, training, and 
other supports. The managed care system ensures accountability at all levels for ODM goals.  

Member Support. In a FFS model, Medicaid beneficiaries must hunt on their own for a doctor that will 
see them. Those who need services from multiple providers, have chronic medical conditions, and/or 
have behavioral health needs, often receive uncoordinated care that can result in both service 

duplication and gaps in care. Lack of coordination can also 
result in treatment for one condition jeopardizing health 
by exacerbating another condition. 

Under managed care, MCPs assure that every member has 
an assigned primary care provider (PCP) who serves as the 
medical home. MCPs proactively educate members about 
the importance and role of the medical home and provide 

assistance to access PCP appointments and, when desired, to change to a different PCP who better 
meets the member’s needs and preferences. MCPs also assist members to access other needed covered 
services and resources to address social determinants of health. Care coordination provided by MCPs to 
ensure members effectively navigate the health system is a key strength of the managed care model. 

Innovation. MCPs must compete to be awarded a contract with ODM. Once they receive a contract and 
begin operation, they also compete to attract and retain membership as well as providers. Competition 
spurs innovation as MCPs look for better, more effective solutions and ways to differentiate themselves 

A key advantage of Medicaid 
managed care over FFS is the 
extensive support MCPs provide to 
help members take responsibility for 
their own health and services. 

In addition to oversight by ODM, MCPs are licensed by the Ohio Department of Insurance 
and must maintain strict solvency and regulatory requirements. 
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from other MCPs. Continuous improvement  and innovation is necessary as each MCP seeks to raise the 
bar over their competitors and their own previous performance.  

In addition, the managed care model allows MCPs to be nimble with respect to testing and refining new 
programs and approaches in a way that a FFS model cannot. MCPs are able to implement new programs 
and approaches and quickly adjust or expand to new populations and areas based on initial results. The 
traditional FFS model has inherent constraints (such as the need to obtain federal or state approvals for 
new programs and services) that impede its ability to make rapid change. 

Managed care drives improvements in quality and cost through innovation spurred by 
competition among MCPs. 

Improving Quality and Outcomes 

Chapter 1 of this report discusses the impact of MCPs and managed care on Ohio’s Medicaid Quality 
Strategy goals. 

Ohio’s contracts with MCPs incorporate performance measures that are used to assess how well MCPs 
are meeting ODM goals for Medicaid program quality and outcomes. As part of the Quality Strategy, 
ODM establishes Pay for Performance (P4P) incentives to reward MCPs that demonstrate high levels of 
performance and continuous improvement on the selected measures. Use of P4P creates additional 
MCP accountability for results and aligns payment with value.  

In turn, MCPs develop payment mechanisms and incentives 
for providers to align with the goals of the Quality Strategy 
and ODM’s P4P program. This creates accountability at the 
provider level for improving outcomes and achieving value 
for members and the program, rather than simply 
rewarding service volume as occurs in a FFS model. 

MCPs have improved on quality performance measures 
each year through aligning all efforts with ODM’s Quality 
Strategy goals. MCPs deliver enhanced quality and 
outcomes relative to FFS by applying their expertise and 

creative solutions for value-added services, member engagement, care coordination, care transitions, 
network management, provider payment and incentives, addressing social determinants of health, and 
community partnerships. 

Ohio MCPs compare very well to national benchmarks for quality in Medicaid. Ohio MCPs have achieved 
higher average quality scores than both the national Medicaid average and the average for Medicaid 
MCPs in other large states.   

In addition, member satisfaction is higher than the national average and continues to increase each 
year. Members give high marks to their PCPs and the ease of getting timely appointments.   

Managed care has transformed Ohio’s Medicaid program from a payer of claims to a 
purchaser of value. MCPs have increased population wellness and outcomes for priority 
populations by working with providers to identify and close gaps in recommended care and 
improve overall quality. 

All of Ohio’s Medicaid MCPs have 
achieved National Committee for 
Quality Assurance (NCQA) 
accreditation, which requires a 
rigorous and detailed audit process. 
Almost half the Medicaid managed 
care states do not require NCQA 
accreditation because it is difficult to 
achieve. 
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Achieving Efficiencies to Produce Cost Savings 

Chapter 2 of this report discusses the impact of managed care on 
overall Medicaid program costs. 

To determine the amount of savings generated through managed 
care, OAHP retained the Wakely Consulting Group, Inc. to provide 
an actuarial analysis of the cost of providing Ohio Medicaid services 
in a traditional FFS model versus through MCPs.  

The analysis found that MCPs operate efficiently and produce 
significant savings for Ohio compared to the costs that would be expected under a traditional FFS model. 

The study compared MCP capitation rates to estimated costs for those same members if they had been 
covered by traditional FFS Medicaid. Capitation rates paid to the MCPs were estimated to be $3.5B 
(13.9%) to $4.4B (16.8%) lower for CY 2016 through CY 2017 than what costs would have been over the
same period for the same members in a FFS model.  

Ohio taxpayers are paying less for the Medicaid program under the managed care model 
than they would under a traditional FFS model. 

Source: Legislative Services Commission (LSC), State GRF Historical Revenues and Expenditure 

Innovating To Improve Quality, Outcomes, and Value 

Chapter 3 of this report showcases 18 innovative projects undertaken by the MCPs to improve health 
care delivery and member well-being. 

The strategies MCPs use to reach these goals are as diverse as the needs of the population, and 
number well beyond what can be summarized in a single report. The showcased innovations provide 
just a few examples of how MCPs target their creativity and expertise toward improving quality and 
outcomes for ODM’s designated ‘high-impact’ populations: 
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• Healthy children and adults

• Women, particularly those who are pregnant

• Members with chronic and complex conditions

• Members with primary behavioral health conditions

Innovations are empowering Medicaid beneficiaries to take control of their own health, 
closing gaps in care for high cost/high needs populations, and increasing preventive 
screenings and appropriate care. 

The chapters that follow demonstrate the progress of Ohio's Medicaid Managed Care program in 
improving quality and outcomes for Medicaid beneficiaries while producing cost savings for 
taxpayers.
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Chapter 1: 
Medicaid 
Managed Care 
Drives Quality 
Outcomes 

MCPs have improved the health of Ohioans through transformative and coordinated health 
care that targets the needs of the enrolled population. 

Key quality performance measures have improved year-over-year, exceeding national
averages for Medicaid managed care as well as Ohio Fee-for-Service outcomes. 

MCPs have improved outcomes for the enrolled population, including people with chronic and 
complex conditions and other key sub-groups of enrollees. 

The MyCare Medicare Medicaid Demonstration has been successful in reducing costs and
improving care for dual eligibles. 
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SECTION 1: MEDICAID MANAGED CARE’S IMPACT ON QUALITY 

Improving the quality of healthcare is a key hallmark of a strong Medicaid Managed Care program. Ohio 
MCPs are expected to improve the health of Ohio Medicaid members through improving the quality of 
care and services members receive. MCP performance is monitored under a comprehensive plan 
designed by ODM and approved by the Center for Medicare and Medicaid Services (CMS).   

The plan, known as the Managed Care Quality Strategy, 
establishes the measures and standards ODM uses to evaluate 
MCP performance. These include nationally-recognized metrics 
such as the Healthcare Effectiveness Data and Information Set 
(HEDIS) and the Consumer Assessment of Healthcare Providers and 
Services (CAHPS), as well as metrics targeted to specific ODM goals 
for the Ohio Medicaid Managed Care program. The Quality 

Strategy also defines key ‘high-impact’ sub-groups within the eligible population for which ODM has 
established specific improvement goals. The 2018 Quality Strategy targets improvement in quality for 
the following five high-impact populations: 

• Women, particularly those who are pregnant

• Individuals with chronic conditions such as cardiovascular disease and diabetes

• Individuals with primary behavioral health conditions

• Healthy children

• Healthy adults

ODM uses a Pay for Value approach to incentivize MCPs to 
achieve goals defined in the Quality Strategy, linking payment 
to quality improvement. For example, the HEDIS measures 
that ODM selected for SFY 2016-2018 focus on outcomes for the five high-impact populations noted 
above. MCPs must meet targets for these HEDIS measures to receive incentive payments, fostering an 
environment of accountability for reaching ODM goals and achieving higher quality care for members. 

MCPs design and implement strategies to improve performance in alignment with the ODM Quality 
Strategy. For example, MCPs identify the highest need and highest cost members and provide them with 
high-touch, person-centered care coordination to ensure timely access to appropriate, integrated care. 
The plans address Social Determinants of Health, such as nutrition, employment, and housing needs, 
recognizing the significant impact of these needs on health outcomes. MCPs also work with providers to 
ensure delivery of evidence-based care and to integrate physical and behavioral healthcare. 

The partnership between ODM and MCPs in implementing the Quality Strategy has improved quality. 
For example, all five of Ohio’s statewide Medicaid MCPs are NCQA-accredited and have higher average 
quality scores than both the national average and large state subgroup average. MCPs perform well in 
comparison to national Medicaid benchmarks and have continuously exceeded the state’s minimum 
performance standards. The Ohio MyCare Demonstration program that integrates Medicare and 
Medicaid services into one program operated through MCPs has enrolled over 100,000 members with a 
very low opt-out rate. MyCare has shown high enrollee satisfaction ratings, very strong performance 
metrics, and cost savings.  

MCPs are helping ODM achieve its mission to improve the health of Ohioans through 
transformative and coordinated health care. 

ODM’s Managed Care Quality 
Strategy defines the quality 

measures and standards used 
by ODM to evaluate MCP 

performance. 

MCPs serve as ODM’s primary 
partners to improve quality for 
members through Ohio 
Medicaid’s Quality Strategy 
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Ohio Medicaid Quality Strategy 

The 2018 Ohio Medicaid Quality Strategy is grounded in safety, person-centeredness, evidence-based 
practice, coordination, and efficiencies. There is a strong focus on paying for value to achieve desired 
health improvements.  

Figure 1.1 below demonstrates the many moving pieces in the Ohio Medicaid Quality Strategy. 

Figure 1.1: Ohio Medicaid Quality Strategy 

To achieve Quality Strategy goals, MCPs must be empowered to develop and implement strategies that 
reflect the needs and preferences of their enrolled membership and the capabilities and constraints of 
their network providers. Each year the MCPs are expected to improve performance over the previous 
year, using flexible, innovative strategies for provider reimbursement, care coordination, and member 
engagement and outreach. MCP strategies incorporate evidence-based practices and take a whole-
person approach that integrates across the continuum of care and addresses social determinants of 
health.   

How ODM Assesses Managed Care Quality and Performance Outcomes 

ODM assesses MCP quality and performance using measures derived 
from standards used nationally to evaluate Medicaid and the 
managed care industry, as well as metrics unique to Ohio that reflect 
goals and priorities of the Ohio Medicaid program. 

CMS requires states to obtain external reviews of the quality, 
timeliness, and access to healthcare services provided by contracted 

Medicaid MCPs. ODM contracts with an External Quality Review Organization, Health Services Advisory 
Group (HSAG), to validate measures and perform administrative reviews that evaluate MCP quality.  
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national and Ohio-specific 
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A key set of measures used for the external review is Healthcare Effectiveness Data and Information Set 
(HEDIS), the most widely used set of performance measures in the managed care industry. HEDIS is 
developed and maintained by the National Committee for Quality Assurance (NCQA). ODM selected 
HEDIS measures to track and evaluate that are relevant to the five high-impact populations noted 
above. This fosters MCP accountability for the specific care and services needed to produce good 
outcomes for these populations and encourages use of evidence-based practices.  

Other measures used in the review include but are not limited to: 

• The CHIPRA Initial Core Set of Children's Health Care Quality Measures

• The Agency for Healthcare Research and Quality (AHRQ) Pediatric and Prevention Quality
Indicators (PDIs/PQIs)

• CAHPS Consumer satisfaction survey measures

• Pay for Performance Incentive System measures

• Performance Improvement Project (PIP) outcomes

• Administrative measures

Paying For Value 

Paying for value is integral to the design and implementation of Ohio Medicaid’s Quality Strategy.  
Offering financial incentives to MCPs drives accountability and higher quality care. Incentives are tied to 
MCP performance on specific metrics that reflect ODM priorities for the Medicaid managed care 
program, thus aligning MCP efforts with ODM goals.  

ODM’s pay for performance (P4P) program provides financial rewards to MCPs that achieve specific 
levels of performance on six nationally recognized clinical measures. Each MCP is required to self-report 
annually-audited HEDIS data on the selected measures in accordance with NCQA specifications. To 
receive the full P4P bonus, the MCP must achieve performance at or above the 75th percentile for each 
measure. MCPs may also be sanctioned for failure to meet the minimum standards for non-P4P clinical 
metrics. Between 2016 and 2018, MCPs have been awarded more than $161 million in incentive 
payments. 

Beginning in CY 2018, ODM is transitioning from an incentive-based pay for performance system to a 
quality withhold (QW) system. ODM withholds 2.0% of the calendar year capitation and delivery 
payments for each MCP. For CY 2018, the 2.0% withhold will apply to capitation and delivery payments 
from April through December 2018. In subsequent years, the amount withheld will apply to the entire 
calendar year’s capitation and delivery payments. ODM publishes a publicly accessible report card that 
allows members to compare MCP performance on key quality and satisfaction metrics. These results can 
affect MCP ability to attract membership, which serves as an additional financial incentive for strong 
performance. 

MCP Performance on Quality Measures 

Ohio MCPs demonstrate high quality compared to national benchmarks. The Ohio MCP and NCQA 
national and large state average quality scores for the 2016-2017 measurement year are shown in 
Figure 1.2.  Ohio’s MCPs had higher average quality scores than both the national average and the large 
state subgroup average. 



13 

Figure 1.2: Ohio MCPs Score Higher Than NCQA National and Large State Averages for 2016-2017
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The national average for 2018-2019 has not been published yet by NCQA. However, the overall 
average for Ohio MCPs increased to 3.5 in 2018, demonstrating continued MCP improvement in 
quality scores.  

Ohio MCPs perform well in comparison to national Medicaid benchmarks for these HEDIS 
measures. Figure 1.3 provides examples of measures for which Ohio’s 2018 (calendar year 2017)
MCP performance statewide is higher than the national NCQA 50th percentile. 

Figure 1.3:  Ohio's MCP Statewide Performance
Figure 1.3: Ohio MCPs 2018 Performance on National NCQA Benchmarks 

NCQA 75th-90th  Percentile 

Use of First-line Psychosocial Care for Children and Adolescents on Antipsychotics 6-11 

Follow-up Care for Children Prescribed ADHD Medication 

NCQA 66th- 75th  Percentile 

Medication Management for People with Asthma 

Appropriate Treatment for Children with Upper Respiratory Infection 

Use of First-line Psychosocial Care for Children and Adolescents on Antipsychotics Total 

Statin Therapy for Patients with Diabetes 

Statin Therapy for Patients with Cardiovascular Disease 

Pharmacotherapy Management for COPD Exacerbation 

NCQA 50th Percentile 

Frequency of Ongoing Prenatal Care (2017) 

Follow-up After Hospitalization for Mental Illness 

Appropriate Treatment for Children with Upper Respiratory Infection 

Source: NCQA Quality Compass Report 2016-2018 
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It is important to note that achieving “average” results compared to NCQA-accredited Medicaid MCPs 
denotes high performance in quality measurement and achievement. The NCQA accreditation process is 
a rigorous evaluation of how the MCP manages all aspects 
of its delivery system to ensure continuous improvement in 
the quality of care and services it provides to members. 

A summary of performance measures by each of the five 
high-impact populations is provided below. 

Healthy Children Performance Measures 

ODM goals for improving the health of children include 
timely access to appropriate preventive care and services 
that are critical to ensuring children and adolescents reach their full health potential. To assess MCP 
performance on achieving children’s health goals, ODM has selected HEDIS measures that evaluate child 
and adolescent access to preventive care and services and appropriateness of care. 

Access-related measures evaluate the percentage of children and adolescents who receive 
recommended care and services such as well-visits, PCP visits, dental visits, immunizations, and 
assessment and counseling to ensure good nutrition and physical activity.  

• MCPs achieved year-over-year improvement in all but one of these measures from CY2015-17.
• The remaining measure improved from CY2015-16, with very minimal downward change from

CY2016-17.

Appropriateness of care is evaluated using the Appropriate Treatment for Children with Upper 
Respiratory Infection, which measures the percentage of children (ages 3 months to 18 years) who 
received a diagnosis of an upper respiratory infection and were not dispensed an antibiotic prescription. 

• For CY2016, the average statewide rate was 91.11%, exceeding the national benchmark of 90%.
• MCPs have shown year-over-year improvement in this rate from CY2015-17.

Table 1.4 below shows the Ohio MCPs’ performance on national HEDIS measures for CY2015-17. In all 
but one measure (as noted above), the trend shows increasing performance. The scores all meet ODM’s 
minimum performance scores for Pay for Performance and Quality Withholds requirements. 

All five of Ohio’s statewide Medicaid 
MCPs are NCQA accredited, which 
requires a rigorous and detailed 
audit process. Almost half the 
Medicaid managed care states do 
not require NCQA accreditation 
because it is difficult to achieve. 

.
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Table 1.4: Healthy Children Performance Measures 

Performance Measures 

HEDIS 2016 
CY2015 

Rate 

HEDIS 2017 
CY2016 

Rate 

HEDIS 2018 
CY2017 

Rate 
Trend 

Well-Child Visits in the First 15 Months of Life—
Six or More Visits 

54.39 56.95 57.97 

Well-Child Visits in the Third, Fourth, Fifth, and 
Sixth Years of Life 

64.53 68.84 69.40 

Children/Adolescents’ Access to PCPs

• 12–24 Months 90.80 92.29 94.02 

• 25 Months–6 Years 85.49 85.87 86.07 

• 7–11 Years 87.60 89.68 89.65 

• 12–19 Years 86.85 89.26 89.37 

Annual Dental Visit—Total 45.83 46.70 47.86 

Appropriate Treatment for Children With 
Upper Respiratory Infection

90.26 90.40 91.11 

Adolescent Well-Care Visits 40.95 48.27 50.07 

Immunizations for Adolescents 63.51 70.82 77.81 

Weight Assessment and Counseling for Nutrition and Physical Activity Children and Adolescents 

• BMI Percentile Documentation – total 44.16 51.79 62.53 

• Counseling for Physical Activity - total 43.81 43.56 47.01 

• Counseling for Nutrition - total 49.58 53.16 54.99 

 Source: NCQA Quality Compass Report 2016-2018 

Comparison of MCP to FFS Performance.  In the Report on Pregnant Women, Infants and Children 
submitted on December 29, 2017, ODM compared MCP and FFS HEDIS results for selected Healthy 
Children measures for CY2015 and CY2016. In both years, MCP average performance on both compared 
measures was higher than FFS performance. 

Table 1.5: Comparison of MCP v FFS Healthy Children Performance Measures 

HEDIS Measure Calculated by ODM*
CY2015 CY2016 

MCPs FFS MCPs FFS 

Well-Child Visits in the First 15 Months of Life-
Six or More Visits 

54.9 19.7 59.0 23.5 

Well-Child Visits in the Third, Fourth, Fifth, and 
Sixth Years of Life 

65.7 50.9 69.7 35.9 

*Rates may vary from those reported on the NCQA Quality Compass
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Healthy Adults Performance Measures 

Improving access to care for adults is also a focus of the 2018 Quality Strategy.  MCPs were challenged 
to provide education and incentives to PCPs to encourage preventive care and screenings for adult 
members.   

MCPs achieved year-over-year improvement in reducing unnecessary ED utilization from CY2016-18. 
MCP performance on both measures for CY2015-18 exceeded ODM’s minimum performance standards. 

Table 1.6: Healthy Adults Performance Measures 

Performance Measures 
HEDIS 2016 

CY2015 
Rate 

HEDIS 2017 
CY2016 

Rate 

HEDIS 2018 
CY2017 

Rate 
Trend 

Adults’ Access to Preventive/Ambulatory 
Health Services—Total

79.47 78.66 78.46 

Ambulatory Care—ED Visits, Total (lower 
better) 

90.92 93.26 89.47 

  Source: NCQA Quality Compass Report 2016-2018 

Women’s Health Performance Measures 

The Quality Strategy focus for women’s health includes timely and effective prenatal and postpartum 
care for pregnant women as well as access to preventive screenings that are important for all women of 
certain age ranges. 

Access to recommended prenatal care is critical to ensure the health of women as well as their babies. 
The Frequency of Ongoing Prenatal Care measure expresses the proportion of women who delivered 
that received the recommended percentage of prenatal visits. For CY2016 (most recent available), the 
statewide average rate for all MCPs was 69.1%, exceeding ODM’s minimum performance standard of 
43.7%.   

MCPs also exceeded performance standards for other women’s health measures, and improved year-
over-year in all but one measure from CY2015-17.  

Table 1.7: Healthy Adults Women’s Health Performance Measures 

Performance Measures 
HEDIS 2016 

CY2015 
Rate 

HEDIS 2017 
CY2016 

Rate 

HEDIS 2018 
CY2017 

Rate 
Trend 

Prenatal and Postpartum Care 

• Timeliness of Prenatal Care 84.72* 85.70* 83.01 

• Postpartum Care 60.55 61.80 64.21 

Frequency of On-going Prenatal Care 68.09* 69.10* __ 

Chlamydia Screening in Women—Total 54.78 56.49 56.05 

Cervical  Cancer Screening 56.87 56.31 56.84 

Source: NCQA Quality Compass Report 2016-2018 
* Measure exceeded the national benchmark

Comparison of MCP to FFS Performance.  In the Report on Pregnant Women, Infants and Children
on December 29, 2017, ODM compared the HEDIS results from the MCPs with FFS results for
selected measures. ODM compared MCP and FFS HEDIS results for selected Women's Health 
measures for 
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CY2015 and CY2016. In both years, MCP average performance on all compared measures was 
higher than FFS performance. 

Table 1.8: Comparison of MCP v FFS Women’s Health Performance Measures 

HEDIS Measure Calculated by ODM*
CY2015 CY2016 

MCPs FFS MCPs FFS 

Frequency of On-going Prenatal Care 69.1 31.6 68.8 23.5 

Timeliness of Prenatal Care 83.9 55.8 84.5 48.9 

Postpartum Care 62.8 31.1 62.9 30.5 

* Rates may vary from those reported on the NCQA Quality Compass

Behavioral Health Quality Measures 

A key goal of the Quality Strategy is ensuring appropriate care for behavioral health conditions. Over 
one quarter of Ohio Medicaid managed care enrollees have a behavioral health primary diagnosis. MCPs 
are responsible for identifying members with behavioral health needs and providing the necessary 
support to ensure timely access to evidence-based services.  

Performance measures related to behavioral health care include Follow-up after Hospitalization for 
Mental Illness. This measure evaluates the percentage of members who have a follow-up visit within 
seven days after a discharge from a hospitalization for a mental illness. The average statewide MCP rate 
for seven-day follow-up after a mental illness discharge for SFY2017 was 40.93%. This exceeded the 
minimum performance standard of 31.7% and the national benchmark of 36.46%.  Over the past 
several years, MCPs have remained consistent with their performance for follow-up to hospitalizations. 

MCPs have achieved continued improvement in several measures and many exceed the national 
benchmark.  

Table 1.9: Behavioral Health Performance Measures 

Performance Measures 

HEDIS 2016 
CY2015 

Rate 

HEDIS 2017 
CY2016 

Rate 

HEDIS 2018 
CY2017 

Rate 

Trend 

Follow-Up  After Hospitalization for Mental 
Illness—7-Day Follow-Up

__ ___ 40.93 * 

Metabolic Monitoring for Children and Adolescents on Antipsychotics

• 6–11 Years 24.25 22.57 26.22 

• 12–17 Years 27.51 28.39 31.04 
Use of First-Line Psychosocial Care for Children                                  and Adolescents on Antipsychotics

• 6–11 Years 72.05 76.35 75.66 

• 12–17 Year 76.09 76.26 74.39 * 

• Total 73.63 75.35 74.50 * 

Follow-Up Care for Children Prescribed ADHD Medication

• Initiation Phase 48.67 50.80 52.49 * 
• Continuation and Maintenance Phase 58.76 59.97 62.28 * 

 Source: NCQA Quality Compass Report 2016-2018 

* Measure exceeded the national benchmark

 *
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Chronic Condition Performance Measures 

Because individuals with chronic conditions such as asthma, diabetes, and hypertension account for the 
highest proportion of service utilization, the Quality Strategy has a strong focus on ensuring timely 
access to evidence-based care known to contribute to better health outcomes. Access to recommended 
secondary preventive services and evidence-based condition management can prevent emergency 
department visits and unnecessary inpatient admissions.   

MCPs have shown consistent improvement in measures addressing chronic conditions. Through strong 
disease management programs and person-centered care coordination, MCPs have reduced 
exacerbation of chronic conditions and avoided hospitalizations.   

For example, the Comprehensive Diabetes Care measure reflects the quality of diabetes care, with 
several sub-measures for services that evidence has shown are important for improving outcomes for 
people with diabetes. The statewide average MCP rates for all three sub-measures were higher in 
CY2017 than in CY2015, with MCP performance on the Eye Exam sub-measure in CY2016 (57.99%) 
exceeding ODM’s minimum performance standard (46.3%).  

The Medication Management for People with Asthma measure looks at the percentage of members 
with persistent asthma who were dispensed appropriate medication and remained on the medication 
during the period of treatment. MCPs are required to report the percentage of members who remained 
on the medication for at least 75% of the treatment period. For CY2017, the statewide average MCP rate 
was 42.58%. This result ranks the MCPs close to the national HEDIS 75th percentile. 

Table 1.10: Chronic Conditions Performance Measures 

Performance Measures 
HEDIS 2016 

CY2015 Rate 
HEDIS 2017 

CY2016 Rate 
HEDIS 2018 

CY2017 Rate 
Trend 

Comprehensive Diabetes Care

• HbA1c Control (<8.0%) 40.13 36.80 41 

• Blood Pressure Control (<140/90 mm Hg) 55.94 54.10 57.70 

• Eye  Exam       (Retinal) Performed 54.37* 57.99* 56.25 

Statin Therapy for Patients With Diabetes—
Received Statin Therapy, Total

__ 62.88 63.97* 

Statin Therapy for Patients With Cardiovascular 
Disease—Received Statin Therapy, Total

__ 64.43 64.72* 

Medication Management for People With 
Asthma—Medication Compliance 75%, Total

36.24 36.98 42.58* 

Pharmacotherapy Management of   COPD Exacerbation

• Systemic Corticosteroid 77.04 71.95 74.06* 

• Bronchodilator 85.60 82.21 83.83* 

Controlling High Blood Pressure 48.67 46.82 51.63 

Source: NCQA Quality Compass Report 2016-2018 

* Measure exceeded the national benchmark
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Influenza Vaccine Rates and Costs 

IBM-Watson Health examined Ohio Medicaid program influenza vaccine rates and costs for SFYs 
2014-2018. Influenza was responsible for the deaths of about 80,000 people in the 2017-2018 
season, according to the Centers for Disease Control and Prevention (CDC).   

The Medicaid population includes a large number of individuals that the CDC indicates are People at 
High Risk for Developing Flu-Related Complications, including: 

• Children younger than five, but especially children younger than two years old

• Adults 65 years of age and older

• Pregnant women

• Residents of nursing homes and other long-term care facilities

• American Indians and Alaska Natives.

Figure 1.11 shows the influenza vaccine rates of each MCP and FFF Medicaid for SFY 2014-18. All 
MCPs have consistently had higher rates than FFS. 

Figure 1.11: Influenza Vaccine Rate by MCP 

Source: IBM-Watson Health – October 2017 QDSS User Group 

Member Satisfaction 

A member’s satisfaction with their health plan, providers, and services is closely related to their 
engagement in their health and care, which in turn affects quality. MCPs are required to conduct an 
annual member satisfaction survey using the CAHPS® tool. Member satisfaction survey results have 
trended up since CY2015. For the most recent (SFY 2017) CAHPS® survey, Ohio Medicaid managed 
care members rated the MCPs as good to excellent compared to national Medicaid percentiles. Table 
1.12 below highlights key CAHPS results for SFY 2015-17. 
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Table 1.12: CAHPS Scores SFY 2015-2017 

Measure 2015 2016 2017 
Exceed 

National 
Average? 

Trend 

Child Global Ratings 

Rating of Health Plan 84.15 85.61 85.50  

Rating of All Health Care 86.67 88.00 88.89  

Rating of Personal Doctor 86.99 88.77 90.26  

Composite Measures 

Getting Needed Care 87.01 88.34 89.82  

Getting Care Quickly 92.35 91.59 92.50  

How Well Doctors Communicate 93.65 94.69 95.12  

Source: NCQA Quality Compass Report 2016-2018 

Ohio’s Decision to Leverage Managed Care Plans for Better Outcomes 

Excerpted from the Ohio Department of Medicaid 2018 Quality Strategy 

The managed care delivery model has resulted in reductions in overall costs, increased 
accountability and improved quality of care to individuals insured by Medicaid. This is 
due, in part, to the ability of managed care to offer many value-added benefits not 
available to individuals through the FFS delivery system, including:  

• Targeted improvement efforts related to state priority areas (e.g. the
Progesterone improvement project aimed at reducing preterm births, support of
community-based improvement efforts).

• Preventative care and care coordination services within a medical home setting.
• Advice and direction for medical issues via a toll-free nurse line available 24 hours

per day, seven days a week.
• Assistance in accessing services through the provision of a dedicated call center for

members and a provider directory listing primary care providers (PCPs), hospitals,
and specialists.

• Special services, such as comprehensive care management, with a tiered structure
based on risk status.

• Assistance to members with navigating the healthcare system via a member
services call center, preventive healthcare programs, education materials and
member incentives to promote appropriate healthcare utilization.

• Expanded benefits—transportation, vision, and dental.
• Expanded provider networks.
• Additional opportunities to hear the consumer’s perspective (e.g. focus groups,

satisfaction surveys, MCP family advisory councils).
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SECTION 2: MYCARE OHIO’S IMPACT ON QUALITY  

MyCare Ohio is a demonstration project that integrates Medicare and 
Medicaid services into one program operated through MCPs. MyCare Ohio 
was launched in Northeast Ohio on May 1, 2014. The five MyCare Ohio MCPs 
currently serve 113,000 dual eligibles in 29 Ohio counties. The demonstration 
is scheduled to operate through 2019 and will likely be extended further. 

 Individuals residing in mandatory service areas must be enrolled in MyCare 
Ohio if the individual meets all of the following criteria:  
• Is age eighteen or older

• Is eligible for Medicare parts A, B, and D, and full benefits under the Medicaid program

• Is not a resident of an intermediate care facility or enrolled in a waiver administered by the
Department of Developmental Disabilities

• Resides in a MyCare demonstration county in Ohio.

The MyCare Ohio MCPs coordinate both Medicare and Medicaid benefits, with all covered physical, 
behavioral, and long-term care services integrated through a team approach to care management. Each 
member’s care team includes the member, the MCP care manager, and the PCP, supplemented by the 
appropriate health care practitioners based on the member’s needs.  

Member Satisfaction with MyCare Ohio 

MyCare Ohio is popular with the eligible population, with a 
very high opt-in rate and a low rate of disenrollment.  

ODM assesses member satisfaction with the program in 
multiple ways. Results of the MyCare 2017 Care Management 
Satisfaction Survey indicate that member satisfaction with the 
program is high:  

• 92% reported participating in the development of their care plan

• 90% reported knowing the goals of their care plan

• 70% reported being satisfied with their care manager

ODM also assesses member satisfaction using the National Core Indicators-Aging and Disabilities (NCI-
AD) Adult Consumer Survey for persons in home and community-based waivers. The NCI-AD was 
developed by the National Association of States United for Aging and Disabilities (NASUAD) and the 
Human Services Research Institute (HSRI). ODM used the survey to assess satisfaction of members 
participating in the following waiver programs in Ohio Medicaid:

• MyCare Ohio Waiver (includes services available in the HCBS waivers listed below)
• PASSPORT

• Assisted Living

• Ohio Home Care

ODM also used the survey for individuals not enrolled with Medicaid who were receiving Older 
Americans Act (OAA) services. 

The following six charts provide results from the 2016-2017 NCI-AD Adult Consumer Survey. While OAA 
service recipient responses are included in the charts and in the statewide average provided in the 
chart, the text summaries next to each chart only reflect results for the four sub-groups of 

With nearly 70% of eligibles 
electing to enroll, MyCare Ohio 
has the highest opt-in rate in 
the country and the 
disenrollment rate remains low. 
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respondents who were enrolled in a Medicaid waiver.

The survey asked respondents if they were 
satisfied with where they were living.   

86% of MyCare Ohio waiver respondents
reported that they like where they are living. 
This was higher than respondents from the 
three fee-for-service waivers.  This was also 
higher than the national average (2015) of
83%. 

This survey question concerns service 
coordination and whether respondents know 
who to contact to change their services.  

88% of MyCare Ohio respondents indicated 
knowing whom to contact for service 
changes. This was higher than for the three 
Ohio fee-for-service waivers.

This survey question asks respondents if their 
services met all their needs and goals.  

79% of the MyCare Ohio respondents
reported that services met all their needs 
and goals. This was higher than for the Ohio 
Home Care and PASSPORT waiver 
respondents.
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This survey question asks respondents if they 
had an annual physical or well-check.  

86% of the MyCare Ohio respondents 
reported having an annual exam or well-
check visit. This was similar to the ratings for 
the Ohio Home Care and PASSPORT waivers 
and higher than the Assisted Living waiver.

This survey question asks respondents if they 
can choose or change the frequency and timing 
of their services. 

86% of the MyCare Ohio respondents reported
they were able to choose or change the 
frequency and timing of services. The three
fee-for-service waivers had much lower scores 
on this question.

This survey question asks respondents if they 
always get enough assistance with everyday 
activities when they need it.  

86% of the MyCare Ohio respondents
reported they always get enough assistance 
with everyday activities when they need it. 
This was higher than the three fee-for-
service waivers.
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MyCare Has Delivered High Quality and Cost Savings 

In addition to high member satisfaction, MyCare has achieved significant quality and cost 
improvements as demonstrated by the following MyCare 2017 Performance Results 

• 59% of MyCare Ohio statewide HEDIS results
exceeded the 75th national NCQA Medicaid
percentile.

• 50% of the MyCare Ohio statewide HEDIS 
results exceeded the 90th national NCQA 
Medicaid percentile.

• For each individual receiving long-term services
and supports who moves from a nursing facility
setting to a waiver setting, the average cost 
savings per member per month is approximately $3,000. As a result of MyCare Ohio plans 
offering Ohioans more choices to move back into a home and community-based setting, 
Ohio Medicaid is saving approximately $2.4 million a month. 

• Since 2015, MyCare Ohio plans have been involved in the closure of nine poor-performing
nursing facilities, assisting 385 residents to safely move to new residences.

The MyCare program has improved over time through ODM and the participating MCPs applying 
lessons learned and a variety of improvement strategies. For example, the MyCare MCPs have made 
significant improvements in processes to ensure timely payment to LTSS providers since initial 
demonstration implementation.   

“In the four years MyCare Ohio has been operational, Ohioans receiving Medicaid benefits 
have experienced better coordination among their primary, behavioral and long-term services 
and supports care; providers are getting more timely payments; and MyCare Ohio care 
capitation rates to managed care plans are trending lower, an experience that is not true for 
our fee for service costs. Ohio Medicaid and the MyCare Ohio plans continue to make 
improvements to better the program for members and providers. We have coordinated care 
for some of the most vulnerable Ohioans, have provided access to needed services, and, in 
many cases, have improved the quality of life for the people we serve.” 
ODM 2018 MyCare Evaluation Report

A small percentage of members drive a 
disproportionate amount of spending: 
✓ The top 5% of utilizers account for

over 50% of health care costs.
✓ Dual eligibles comprise 7% of total

Medicaid membership but account for 
46% of Medicaid LTSS costs and 16% 
of Medicaid behavioral health costs. 
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SECTION 3: THE IMPACT OF MANAGED CARE ON CHILDREN IN CUSTODY 
(FOSTER CHILDREN) 

Beginning January 1, 2017, children in custody of the local Public Children Services Agency (PCSA) and 
adopted children transitioned from FFS to Medicaid Managed Care.   

Although performance data is not yet available, ODM conducted a pilot survey of legal guardians and 
foster parents in July 2018 to learn how children in custody access Medicaid services under the managed 
care delivery system and to gauge their satisfaction with the transition. Highlights from that survey are 
included in Table 1.13.  

Most respondents indicated that services were received timely and that their child received the care the 
guardian/foster parent or doctor felt was necessary. 

Table 1.13: 2018 Legal Guardian/Foster Parent Survey Results 

Survey Question Legal Guardians Foster Parents 

Percentage that could reach Care Manager when needed 91% 89%

Percentage children seen by Behavioral Health Provider in past year 94% 93%

Percentage with change in BH services resulting in an increase 72% 83%

Overall % satisfied with the Managed Care Plan 95% 91%
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SECTION 4: MCP INITIATIVES TO IMPROVE QUALITY AND PROMOTE POSITIVE 
HEALTH OUTCOMES  

Providing Effective Care Coordination for Chronic and Complex Care Members 

Care coordination is a core competency of MCPs and is key to managing the health and cost of patients 
with complex or chronic conditions. These individuals often have trouble navigating the health care 
system and coordinating the multiple healthcare services required to address their conditions. MCPs 
utilize care coordinators to assist these members in identifying needs and accessing timely, appropriate 
services. High quality care coordination results in better quality of life for the member, fewer unmet 
needs, lower avoidable health care utilization (such as emergency department visits and inpatient 
admissions), reduced duplication of services, and improved satisfaction with the experience of health 
care for the member and their support system. 

Care coordinator responsibilities include: 

• Assessing a member’s needs and identifying any unmet needs and barriers to care.

• Developing an individualized care plan with the member and their support system.

• Educating the member and their support system on resources available.

• Facilitating communication among multi-disciplinary providers on the care team.

• Ensuring access to care.

• Monitoring the member for changes that impact the individualized care plan.

Care coordinators educate and support members to take charge of their own health, assisting them to 
develop and understand their individualized care plan and the importance of compliance. Care 
coordinators also guide members and their families to community resources and additional supports to 
address social determinants of health (e.g., food and housing), as well as consumer and advocacy groups 
that can provide or facilitate access to other services that address health and other needs. MCPs often 
develop partnerships with these resources to better serve their members.   

Addressing Potentially Preventable Readmissions 

The rate of Potentially Preventable Readmissions (PPR) is an important measure of effectiveness in 
managing the health of the Medicaid population and the safety of care. Preventing readmissions of any 
kind is critical for managing cost and quality, but certain readmission types are deemed clinically 

Example of Community Partnership to Support a Homeless Veteran. 

A Molina Housing Specialist met with a member who was unable to secure housing 
due in part to his behavioral health needs and medical concerns.  He was staying with 
a friend in another part of the state, away from his hometown of Dayton, Ohio. The 
Housing Specialist contacted the Dayton Veterans Administration and worked with a 
homeless veteran coordinator to secure permanent housing. A care coordination team 
at Molina met with the member to develop a plan of care to address his behavioral 
and medical conditions and service needs. 
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preventable and serve as an indicator of potential quality concerns. Readmission that occurs within 30 
days of the index admission may be an indicator of a quality failure in the initial admission or in the 
management of the patient post-discharge.  

Every six months, the State of Ohio publishes a report card with PPR rates for MCPs and hospitals. For 
SFY 2017, MCPs held the actual to expected PPR rate even, meaning that MCPs delivered the expected 
PPR rate. 

Addressing Social Determinants of Health 

Social determinants of health are economic, environmental, and social factors that impact an 
individual’s overall health and well-being, including life expectancy and prevalence of chronic conditions. 
Social determinants include but are not limited to financial stability, employment, housing, access to 
healthy food, personal safety, and literacy/health literacy. Because Medicaid members typically lack the 
resources, ability, and/or knowledge to adequately address these needs, social determinants often 
negatively impact their health. Consequently, focusing on social determinants is a key part of the Ohio 
Medicaid Quality Strategy. 

In Ohio, some of the work by MCPs to address social determinants include: 

• Partnering with ODM and the Ohio Department of Health to fund community programs aiming
to reduce infant mortality.

• Working with the Ohio Department of Mental Health and Addiction Services on addressing the
opioid epidemic.

• Developing programs to address childhood obesity and nutrition.
• Implementing job training programs and supportive employment.
• Working to develop housing alternatives and support for community services for the homeless.
• Implementing population health evidence-based practices including smoking cessation,

preventive screenings, and management of chronic conditions.
• Providing cultural competency training for providers.

Supporting Providers to Increase Value and Improve Population Health 

MCPs offer expertise and specialized resources to select practices engaged in value-based arrangements 
and population health initiatives to drive improvements in quality and cost. For example, one MCP uses 
a Population Health Team to provide the following practice support:  

• Serve as the dedicated relationship manager and single point of contact for the MCP.

• Provide education and training and support adoption of a technology platform for data analysis,
workflow analysis, and enhancements. Providers can use this technology to assess information
and identify at-risk members and improvement opportunities.

• Provide regular data and metric reviews (daily/weekly as indicated by practice size) of
performance trends on total cost of care, utilization trends and quality outcomes.

• Review and identify high-risk members needing care and services.

• Support regular care rounds (especially for complex members) around key clinical events such as
a hospital discharge.

• Coordinate with the MCP’s care management and quality teams.

• Support the member and their circle of support to attend all appointments.

• Support providers’ practice transformation.
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• Align and drive additional resource alignment and care coordination opportunities, such as care
coordination with a hospital system or behavioral health provider.

By assigning population health specialists to providers, this MCP fosters collaborative relationships that 
drive innovation and, ultimately, better health outcomes for its members. 
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Chapter 2: 
Medicaid Managed 
Care’s Impact on Cost 

Healthcare Actuaries from Wakely Consulting Group assessed the cost of providing 
Ohio Medicaid services in a traditional FFS model versus through managed care plans 
(MCPs).

Wakely estimates that the capitation rates paid to the MCPs were 13.9% ($3.5B) to 
16.8% ($4.4B) lower in the CY 2016 through CY 2017 period than estimated costs if ODM 
had served those same members in the FFS program.

Wakely concludes that MCPs’ promotion of efficient use of preventative care, managing 
chronic patients, and detecting and treating serious illnesses may have resulted in a 
reduction of wasteful and inefficient spending.



Introduction

As states face the reality of Medicaid being a significant budget item, many have shifted from Medicaid 
fee-for-service (FFS) to managed care to rein in costs and deliver higher quality services. As of 2017, 
80 percent of Medicaid members nationally are enrolled in managed care. In Ohio, almost 90 percent of 
Medicaid members are enrolled in a MCP. Because managed care provides a monthly capitation rate in 
which the MCPs assume risk, it provides predictability to the state budget.  

Recognizing the importance of Medicaid to the Ohio budget, particularly in light of the Affordable Care 
Act (ACA), in late 2013 the 130th Ohio General Assembly’s Senate Bill 206 created the Joint Medicaid 
Oversight Committee (JMOC) consisting of five State Senators and five State Representatives. JMOC’s 
primary function is to provide continuous oversight of all facets of the state’s Medicaid program. It 
oversees Medicaid compliance with legislative intent, evaluates legislation for long-term impact on 
Medicaid, and assists in limiting the rate of spending growth, while improving quality of care and 
health outcomes for Medicaid members.  

Under Ohio Revised Code (ORC) Section 5162.70, the Medicaid Director must limit growth in the 
Medicaid program for the upcoming biennium across all Medicaid members on a monthly per capita 
basis (commonly referred to as per member per month or PMPM) to the lower of the JMOC rate or 
the three-year average Consumer Price Index (CPI) for medical services. PMPM spending must be limited 
to a 3.3 percent increase in SFY 2020 and a 3.4 percent increase in SFY 2021.  

Since Medicaid is an entitlement program (i.e. everyone who meets the eligibility criteria must be 
offered coverage), Ohio has little ability to control costs through managing growth in Medicaid 
membership. Thus, to control costs, Ohio must focus on managing the per-member spending 
and improving value for its expenditures. 

Ohio Medicaid Managed Care Savings Analysis – January 2016 through 
December 2017 

OAHP retained the actuarial services of the Wakely Consulting Group, Inc. to assess the cost of providing 
Ohio Medicaid services in a traditional FFS model versus MCPs. The report found that MCPs operate 
efficiently and produce significant savings when compared to FFS. The analysis compared MCP 
capitation rates to estimated costs for those same members if they had been covered by 
traditional FFS Medicaid. It is estimated that capitation rates paid to MCPs were 13.9 to 16.8 
percent lower in CY 2016 through CY 2017 than the cost of serving those Ohioans through a 
traditional FFS program, resulting in an estimated $3.5 to $4.4 billion dollars in savings.

The full Wakely report is included below and also as Appendix A with detailed tables.
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Wakely Report on Cost Savings in Medicaid Managed Care 
Wakely Consulting Group, LLC (Wakely) has been retained by the Ohio Association of Health Plans 
(OAHP) to assist in an evaluation of the programmatic savings that the Managed Care Plans (MCPs) 
achieved for the State of Ohio’s Managed Medicaid program under oversight by the Ohio Department of 
Medicaid (ODM) during the Calendar Years (CY) 2016 and 2017. The original January 2016 and January 
2017 capitation rates were adjusted in July 2016 and July 2017, respectively. We have accounted for these 
rating changes in our estimates for the CY 2016 and 2017 periods. This report includes a comparison of 
capitation rates for members enrolled with participating MCPs to estimated costs if those same 
members were enrolled in the State of Ohio’s Fee-for-Service (FFS) program. 

Wakely relied on data provided by each of the MCPs as well as capitation rates and rating documentation 
from ODM in performing this analysis. We relied on the accuracy of this documentation 
and the assumptions embedded in the rate development. If those assumptions differ from actual 
experience, then our estimates will be affected. Actual results will likely vary from our estimates. This 
report was prepared to assist OAHP in estimating savings achieved by MCPs participating in the Ohio 
Managed Medicaid program during Calendar Years 2016 and 2017 and satisfies Actuarial 
Standard of Practice 41 reporting requirements. Other uses may be inappropriate. 

We understand this report may be shared with outside parties. When it is shared, it should be 
shared in its entirety. This document and the supporting exhibits/files constitute the entirety of 
the report and supersede any previous communications on the project. Wakely does not intend to 
create a reliance by outside parties receiving this report. Outside parties receiving this report should 
retain their own qualified experts in interpreting the results. It is the responsibility of the 
organizations receiving this report to review the assumptions carefully and notify Wakely of any 
potential concerns. 

Executive Summary
This report compares MCP capitation rates to estimated costs for those same members if they had 
been covered by traditional FFS Medicaid.  In states where recent FFS data is used to set managed care 
rates, the comparison of estimated FFS costs to MCP capitation rates is relatively straightforward. When 
plan encounter data is the primary data source, it is more difficult to develop comparable FFS cost 
estimates. While this exercise necessarily incorporates review of older FFS experience, it uses all of the 
available information and, in our opinion, is reasonable and actuarially sound. The estimates in this report 
include all MCP dollars associated with the Medicaid program, except those associated with the MyCare 
dual-eligible demonstration program, inclusive of both state and federal funding components.  

The low end of the estimated range assumes that the trend assumptions used by the state’s actuaries in 
the capitation rate development are representative of FFS trends, and the high end assumes that 
annual FFS trends would have been 0.5% higher than the state actuaries’ trend assumptions.2

2 According to the Kaiser Family Foundation, the Ohio FFP Percentages were 62.43% in CY 2016, and 62.44% in CY 2017. 



The following table shows additional detail regarding the range above: 

Table 1 – Estimated Savings Relative to Fee-for-Service
Based on no assumed trend differential CY 2016 – CY 2017 

Estimated FFS Costs $25,169,455,000 
Calculated MCO Revenue [1] $21,666,822,000 
Total Dollars Saved $3,502,633,000 
Total Percentage Saved 13.9% 

Based on 0.5% annual trend differential CY 2016 – CY 2017 

Theoretical FFS Costs $26,027,004,000 

Calculated MCO Revenue [1] $21,666,822,000 
Total Dollars Saved $4,360,182,000 
Total Percentage Saved 16.8% 

[1] Excludes Health Insuring Corporation (HIC) tax, Franchise Fee and Sales and Use tax.

Definitions and Programmatic History 

The following definitions and information may be helpful in understanding the various 
assumptions and methodology used in our analysis: 

Capitation rates – Capitation rates are the monthly payments made to each MCP for Medicaid enrollees. 
They are published by the state’s actuary and vary by rate cell and geographic region. We have not risk 
adjusted plan-level capitation rates, as the composite risk level across all plans is 1.0. 

Fee for Service Administrative Costs – We have assumed that ODM administrative costs to operate the 
FFS program are 2% higher than ODM administrative costs to operate the managed care program. This 
assumption is consistent with assumptions used in other states. Therefore, our savings estimates 
are approximately 2% higher than they would be otherwise in recognition of decreased state 
administrative costs for the managed care program. 

Managed care has a long history in Ohio’s Medicaid program. A review of the rate setting methodology 
from historical rating periods was necessary as the actuarial assumptions used to set those rates include 
the managed care savings necessary for MCPs to achieve targeted financial performance. To 
develop comparable FFS cost estimates for CY 2016 and CY 2017, we used rate setting information 
underlying the CY 2008 through CY 2010 and CY 2012 through CY 2017 capitation rates. 

From CY 2006 through CY 2008, the state of Ohio transitioned the majority of the Covered Families and 
Children (CFC) and Aged, Blind and Disabled (ABD) 21+ populations into the managed Medicaid 
program. As a result, the CY 2008 through CY 2010 rate developments for these populations relied on a 
blend of FFS, Encounter, and Cost Report base data. 

The pharmacy benefit was carved-out of the managed Medicaid program for CY 2010 and thus was not 
included in the rate development for that period. Pharmacy was again included as a managed care 
benefit for the CY 2012 and CY 2013 rating periods. The prospective development of pharmacy costs for 
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CY 2012 and CY 2013 were based on one month of managed care data (January 2010) and eleven 
months of FFS data (February through December 2010). During that time, non-pharmacy rates were 
developed using a blend of managed care Encounter and Cost Report data.

Beginning July 2013, Ohio expanded the managed Medicaid program to include the ABD <21 
population. A blend of CY 2009 and CY 2010 FFS base data was used to set the July 2013 rates for this 
population.  CY 2012 FFS base data was used to develop ABD <21 capitation rates for CY 2014 and CY 
2015. 

Effective January 2014, Ohio began covering the ACA Extension population in its managed 
Medicaid program. Since no historical experience previously existed for this population, both the CY 
2014 and CY 2015 Extension rates were developed based on a blend of ABD adult and CFC adult 
managed care experience. 

Pharmacy and non-pharmacy components of the CY 2016 and CY 2017 CFC, ABD and Extension 
capitation rates were based exclusively on managed care data from CY 2014 and CY 2015, respectively. 

Effective January 2017, Ohio began covering the Adoption and Foster Kids (AFK) population in its 
managed Medicaid program. CY 2015 FFS base data was used to set the CY 2017 rates for this 
population. 

Methodology, Assumptions, and Results 

Wakely estimated savings produced by the MCPs by comparing capitation payments from ODM for the 
managed Medicaid populations to estimated costs for those same populations if they had been enrolled 
in the FFS program. In developing these estimates, we performed the following steps: 
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Table 2 - Overview of Savings Estimate Methodology 

Calculate managed Medicaid program costs (A) 

Step 1: Determine aggregate capitation payments made to participating MCPs during the CY 2016 and CY 
2017 rating periods. This step consisted of multiplying total managed Medicaid monthly enrollment by the 
published capitation rates for each region and rate cell. The capitation rates used in this analysis excluded 
the Health Insuring Corporation (HIC) tax, Franchise Fee and the Sales and Use tax, as taxes represent 
offsetting cost and revenue items for the managed Medicaid program.3  

Estimate FFS costs for managed Medicaid enrollees (B) 

Step 2: Determine estimated baseline FFS costs by rate cell. Due to the current reliance on the encounter 
data for the various populations, comparative FFS data is no longer available. Historical FFS to managed care 
cost differentials were assumed to continue going forward.4 This includes adjusting implied FFS costs to 
remove the impact of MCP savings, MCP administrative costs, and taxes. 

Step 3: Compare MCP performance for the historical periods to the cost projections estimated by the state's 
actuaries for the same periods. If the observed MCP performance is better than estimated by the state 
actuary, additional costs savings are accrued since prospective rates will be reduced. If the MCP performance 
is worse than estimated by the state actuary, managed care cost savings will be lower than implied in the 
rate setting methodology. 

Step 4: Incorporate additional cost savings for new populations (AFK - CY 2017). 

Step 5: Add FFS administrative cost difference of 2% to estimated FFS costs. 

Step 6: Apply FFS versus managed care trend differential.5  

Final Savings Estimate 

Compare results of managed Medicaid program cost calculation (A) to estimated FFS costs for 
managed Medicaid plan enrollees (B). Subtracting (A) from (B) results in estimated dollar savings. 

In the report dated January 20th, 2017, Wakely performed a similar analysis to estimate the savings 
produced by the MCPs for CY 2013 through CY 2015. The results and corresponding assumptions 
contained in that report were relied upon in developing the estimates contained in this report. Please see 
Wakely’s January 20th, 2017 report for further details on how savings were developed for the CY 2013 

3 Each capitation rate development used historical Encounter and/or FFS data from earlier periods. Appendix C summarizes the historical data 

underlying each capitation rating period relevant to this analysis. CY 2011 is not included as it was not used as base experience in the 
development of subsequent rates. 
4 We included the same MCP/Hospital Incentive and Enhanced Maternal Program PMPMs for all baseline FFS cost estimates as were included

in the managed Medicaid program. This assumes that these costs represented provider funding that would also have been included in a FFS 
environment. 
5 The 0.5% trend differential was assumed to have been achieved starting with CY 2008 for CFC non-delivery, CY 2009 for ABD 21+, July 2013

for ABD <21, CY 2014 for Extension non-delivery, and CY 2017 for AFK (i.e. for CY 2016 savings the 0.5% annual trend differential was 
compounded for 9 years for CFC non-delivery). No trend differential was assumed for the Delivery rates. 
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through CY 2015 periods. 

In estimating the savings for the CY 2016 and CY 2017 rating periods for each population, we assumed 
that the CY 2014 and CY 2015 base period encounter and cost report data used to develop each period’s 
capitation rates already reflected estimated MCP historical FFS to managed care cost differentials. 
Performance by rate cell for the historical periods was compared to the prospective claims PMPMs 
originally estimated by Milliman for those same periods. Composite MCP performance was calculated 
based on reported results included in subsequent rating period documents. If observed MCP costs are 
lower than estimated by Milliman, additional cost savings are accrued since prospective rates will be 
reduced. If the MCP costs are higher than expected, lower managed care cost savings will be accrued since 
prospective rates will be increased. 

The table below summarizes the estimated historical FFS to managed care claim cost differentials for each 
of these base period years by population: 

Table 3 – Estimated Historical FFS to Managed Care Cost Differentials by Population

(CY 2014 and CY 2015)

Rating 
Period 

ABD 21+ CFC Delivery ABD <21 Extension 

CY 2014 -17.86% -19.49% -12.79% -23.13% -16.94%

CY 2015 -17.20% -20.75% -34.14% -18.90% -21.15%

Tables 4a and 4b summarize the results of our savings analysis by year and Tables 5a and 5b illustrate the 
various components that result in our final savings estimates. The CY 2013 through CY 2015 metrics shown in 
Tables 4a and 5a have been included for reference. The development of those estimates are outlined in the 
Wakely report dated January 20th, 2017. 

Table 4a – Estimated Savings Relative to Fee-for-Service (CY 2013 – CY 2015)
Based on no assumed trend differential CY 2013 CY 2014 CY 2015 CY 2013 - CY 2015 

Estimated FFS Costs $6,807,035,000 $9,325,294,000 $11,609,055,000 $27,741,384,000 

Calculated MCO Revenue [1] $6,442,694,000 $8,473,027,000 $10,366,771,000 $25,282,492,000 
Total Dollars Saved $364,341,000 $852,267,000 $1,242,284,000 $2,458,892,000 
Total Percentage Saved 5.4% 9.1% 10.7% 8.9% 

Based on 0.5% annual trend differential CY 2013 CY 2014 CY 2015 CY 2013 - CY 2015 

Theoretical FFS Costs $6,986,636,000 $9,575,544,000 $11,929,306,000 $28,491,486,000 
Calculated MCO Revenue [1] $6,442,694,000 $8,473,027,000 $10,366,771,000 $25,282,492,000 
Total Dollars Saved $543,942,000 $1,102,517,000 $1,562,535,000 $3,208,994,000 
Total Percentage Saved 7.8% 11.5% 13.1% 11.3% 
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Table 4b – Estimated Savings Relative to Fee-for-Service (CY 2016 – CY 2017)
Based on no assumed trend differential CY 2016 CY 2017 CY 2016 - CY 2017 

Estimated FFS Costs $11,735,191,000 $13,434,264,000 $25,169,455,000 
Calculated MCO Revenue [1] $10,258,781,000 $11,408,041,000 $21,666,822,000 
Total Dollars Saved $1,476,410,000 $2,026,223,000 $3,502,633,000 
Total Percentage Saved 12.6% 15.1% 13.9% 

Based on 0.5% annual trend differential CY 2016 CY 2017 CY 2016 - CY 2017 

Theoretical FFS Costs $12,109,666,000 $13,917,338,000 $26,027,004,000 
Calculated MCO Revenue [1] $10,258,781,000 $11,408,041,000 $21,666,822,000 
Total Dollars Saved $1,850,885,000 $2,509,297,000 $4,360,182,000 
Total Percentage Saved 15.3% 18.0% 16.8% 

[1] Excludes Health Insuring Corporation (HIC) tax, Franchise Fee and Sales and Use tax.

Table 5a – Summary of Estimated Savings by Component (CY 2013 – CY 2015) 
CY 2013 CY 2014 CY 2015 

Claim Cost Savings versus FFS Implied in Base Period Rate Development -7.8% -10.9% -13.2%
Base Period MCP Financial Savings (MLR) -2.1% -2.0% -2.4%
State Administrative Savings -2.0% -2.0% -2.0%
Prospective Additional Managed Care Savings -4.5% -4.1% -2.3%
MCO Administrative Allowance 10.1% 8.9% 8.1%

Total Estimated Savings (no trend differential) -5.4% -9.1% -10.7%

Impact of Annual 0.5% Trend Differential -2.6% -2.6% -2.7%
Total Estimated Savings (0.5% annual trend differential) -7.8% -11.5% -13.1%

Table 5b – Summary of Estimated Savings by Component (CY 2016 – CY 2017) 
CY 2016 CY 2017 

Claim Cost Savings versus FFS Implied in Base Period Rate Development -15.5% -16.5%
Base Period MCP Financial Savings (MLR) -2.1% -3.2%
State Administrative Savings -2.0% -2.0%
Prospective Additional Managed Care Savings -0.9% -0.9%
MCO Administrative Allowance 7.9% 7.6%

Total Estimated Savings (no trend differential) -12.6% -15.1%

Impact of Annual 0.5% Trend Differential -3.1% -3.5%
Total Estimated Savings (0.5% annual trend differential) -15.3% -18.0%

In performing this analysis, we have not attempted to adjust for any potential errors or inconsistencies 
included in the rate setting processes. In our opinion, any differences arising from such issues would be 
more likely to increase the savings estimates than decrease them. Based on our review of the financial 
results for MCPs, we assumed that no pay for performance funds were paid out in any year. If pay for 
performance funds were paid out they would represent an offset to these savings.6  

6 The January 2017 rating document notes that MCPs in aggregate received 34% of available pay-for-performance payments from ODM. 
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Conclusion 
The estimated range of CY 2016 and CY 2017 savings indicate that the MCPs are operating efficiently 
and producing significant savings compared to costs of those members in the FFS program. 

Taylor Pruisner and Ryan Link are responsible for this communication. We are Members of the 
American Academy of Actuaries and Fellows of the Society of Actuaries. We meet the Qualification 
Standards of the American Academy of Actuaries to issue this report. We completed the analysis 
using sound actuarial practice. To the best of our knowledge, the report and methods used in the 
analysis are in compliance with the appropriate Actuarial Standards of Practice with no known 
deviations. We are financially independent and free from conflict concerning all matters related to 
performing the actuarial services underlying this analysis. In addition, Wakely is organizationally and 
financially independent to OAHP. 

The assumptions and resulting estimates included in this report are inherently uncertain. Users of 
the results should be qualified to use it and understand the results and the inherent uncertainty. 
Actual results may vary, potentially materially, from our estimates. There are no known relevant 
events subsequent to the date of information received that would impact the results of this report. 
Wakely and the undersigned actuaries are financially independent and free from conflict concerning 
all matters related to performing the actuarial services underlying this analysis. In addition, 
Wakely is organizationally and financially independent to OAHP. 

Additional Observations 

Wakely also reviewed the MCPs’ Cost Reports for CY 2015 through CY 2017 to better 
understand programmatic experience from these periods.  The results from these reports were 
summarized by year to review the annual utilization trends by population and various category of 
service.  Each report includes 3 months of run out and MCP estimates for IBNR.  During their 
conversion to a 1634 state effective August 2016, ODM experienced issues in correctly assigning 
member rate cell.  We believe these issues distorted the rate cell level data for CY 2016 and have had 
a limited impact on CY 2017 results.  To minimize the impact of these eligibility issues on the results, 
Wakely focused on the annualized programmatic utilization trends for CY 2015 to CY 2017.  Results for 
CY 2015 and CY 2017 were aggregated using CY 2017 member months to ensure a consistent rate cell 
mix. The highlights from the finding are noted below.

• Inpatient, emergency room (ER) and ambulance annual utilization trends were -0.7%, -2.3% and
-9.3%, respectively.

• Office Visits/Consults annual utilization trend was 0.4%.

The trends noted above are generally consistent with efficient management of care, including 
the provision of care in the most cost efficient setting, and reductions in the utilization of expensive 
inpatient and emergency services.  The cost report analysis focused on utilization rather than 
PMPM costs, as programmatic changes such as fee schedule increases or benefit changes can 
impact observed costs without being related to effective care delivery.  Rate cell level tables are 
available in the Appendix.
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Chapter 3: 
Medicaid 
Managed Care 
Drives Quality and 
Value through 
Innovations 

Ohio Managed Care Plans (MCPs) have launched hundreds of innovative programs to improve 
the health and wellbeing of members. 

MCPs help align providers to improve performance through innovative payment and other 
strategies that further ODM goals. 

MCPs collaborate in statewide innovation programs that address: 
• Value-based purchasing goals
• Healthcare needs of specific populations including pregnant women, children, persons

with chronic conditions and persons with behavioral health conditions
• Social Determinants of Health (SDoH)
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Managed Care Plan Innovations Showcase 

The Ohio Managed Care Plans (MCPs) have initiated many innovative strategies to improve the health 
and well-being of their members. A healthier population leads to reduced costs and better long-term 
member outcomes, but the needs of this population are diverse, and no two MCPs have enrolled 
populations with exactly the same set of characteristics nor provider networks with exactly the same set 
of capabilities and expertise. Thus the strategies MCPs use to reach the goal of improved member 
outcomes vary widely.  

Medicaid managed care offers more flexibility than is allowed under FFS in terms of how Medicaid 
dollars may be spent. Consequently, MCPs bring innovation to the program through this ability to 
provide alternative or substitute services and supports that are not available under FFS, providing a 
more individualized experience of care for members and allowing for broader experimentation with 
potential solutions. Additionally, the competition inherent in a program with multiple MCPs and periodic 
reprocurement spurs innovation as MCPs strive to demonstrate their unique strengths and capabilities 
to help ODM achieve its goals.  

Program-Wide Innovation: Value-Based Payments to Providers 

In addition to the individual innovations described below, all of the MCPs are moving to value-based 
payment to providers that incentivize quality and value over quantity. Several of the innovations 
showcased below involve the use of incentive payments to align provider efforts with the goals of the 
innovation.  

ODM requires MCPs to implement value-based contracts with providers, an innovation in payment 
methodology that has increasingly been adopted by state Medicaid agencies to shift the focus of their 
managed care quality programs from volume to value. While value-based arrangements vary by MCP 
and provider, most MCPs reward providers for performance on similar metrics related to primary and 
preventive care. Often, these metrics include some of the same national quality standards that ODM 
uses to evaluate MCP performance, aligning the incentives of both the provider network and the MCP 
to reach the goals established by ODM for the Medicaid managed care program.  

Below we showcase a sample of the innovative programs and strategies undertaken by the Ohio MCPs 
to address the health care and social support needs of their members. Innovations are grouped by the 
ODM-defined high-impact populations they target: 

• Healthy children and adults.

• Women, particularly those who are pregnant.

• Individuals with chronic conditions.

• Individuals with primary behavioral health conditions.



40 

Wellness for Children and Adults 

1. Promoting Preventive Care for Adolescents
2. Community and Provider Partnership to Promote Annual Well Visits
3. Addressing Social Determinants of Health: Food Insecurity
4. JobConnect: Helping Members Train for Job and Gain Employment
5. Passport 2 Perks: Promoting Preventive HealthCare
6. Improving Adolescent Health Through 4-H Food Smart Program

Women’s Health in Pregnancy and Newborn Wellness 

7.  Innovations for Healthy Beginnings
8.  Prenatal to Cradle:  Improving Pregnancy Outcomes
9.  Community Baby Showers
10.  Promoting Health Moms and Babies
11.  Outreach to New Parents to Improve Infant Well Visits

Members with Chronic and Complex Conditions 

12.  BuckeyeRx: Medication Adherence Program
13.  Engaging Homeless Members At-Risk for Over-Utilization of ED
14.  In-Home Telemonitoring for High Need/High Cost Members with Chronic Conditions
15.  Quality Living Program for Nursing Facility Residents

Members with Primary Behavioral Health Conditions 

16.  Screening for Postpartum Depression
17.  Fighting Addiction in Pregnancy Program
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UnitedHealthcare UHCC Community (UHCCC) Plan of Ohio partnered with the Ohio affiliate of 
the American Academy of Pediatrics (AAP) to promote adolescent well check (AWC) visit 
rates. UHCCC worked collaboratively to identify and engage with several practices across the 
state to promote the strategies developed by the AAP while providing a unique opportunity to 
pilot a new safety tool from the Sandy Hook Promise organization. The program significantly 
increased adolescent well checks and confidential screenings for health and social issues 
including depression screenings. 

Table 3.1: Innovation #1 Summary

Strategic Partner Ohio Academy of Pediatrics 

Time Period 2015 - 2018 (current) 

Location Columbus and Toledo 

Target Population Adolescents 

Members Served 

Six practices enrolled in the Adolescent Health QI 2 U program. 

• Four practices in central Ohio/Columbus area: ~18,500
adolescents affected

• Two practices from the Toledo area: ~2,700 adolescents
affected

This project provided support for healthcare professionals to develop and implement innovative, 
locally-tailored strategies for enhancing adolescent engagement, with a goal of improving Adolescent 
Well Check (AWC) visit rates and other metrics related to adolescent preventive care.  

UHCCC first implemented a small pilot in 2015 that used a learning collaborative model to encourage 
and support the participating providers to develop and share innovative strategies to engage 
adolescents in care. Providers were encouraged to leverage local resources and expertise to tailor 
strategies (including the use of social media) to the unique characteristics and needs of adolescents in 
their service area. Based on initial experience with the pilot, UHCC brought several more practices into 
the learning collaborative in 2016 to expand the reach of the program.   

UHCCC provided financial support to develop and promote the program as well as clinical practice 
consultant support to help practices identify and outreach to adolescents (irrespective of payer) and 
facilitate office visits to provide comprehensive adolescent well checks and screenings. 

#1 PROMOTING PREVENTIVE CARE FOR 
ADOLESCENTS  



42 

Results 

The tables below show results for the Columbus and Toledo practices. Metrics and goals differed for 
each area but all related to improving adolescent engagement in preventive care. 

Table 3.2: Innovation #1 Results - Columbus Practices

Measure Practice Baseline Final % Change 

Adolescent Well Visit Rate 
Goal: Increase by 5-10% from baseline the % of 
patients 11-21 years of age who are up-to-date on 
their annual well visit. 

A 64.7 69.0 6.65% 

B 60.0 66.0 10.00% 

C 60.2 63.5 5.48% 

D 39.0 58.3 49.49% 

HPV Initiation Rate 
Goal: Increase by 10% from baseline the % of 
patients 11-14 years of age that have initiated the 
HPV vaccine series. 

A 55.0 57.0 3.64% 

B 61.0 63.9 4.75% 

C 57.0 59.0 3.51% 

D 60.0 63.0 5.00% 

Confidential Screening 
Goal: Increase by 50% from baseline the % of 
patients age 16 and older who receive confidential 
time and screening during their adolescent well visit. 

A 0 90.0 

B 0 80.5 

C 0 70.0 

D 0 70.0 

Table 3.3: Innovation #1 Results - Toledo Practices

Measure Practice Baseline Final % Change 

Adolescent Well Visit Rate 
Goal: Increase by 15% from baseline the % of 
patients 12-21 years of age who are up-to-date on 
their annual well visit. 

A 64.7 69.0 6.65% 

B 60.0 66.0 10.00% 

Depression Screening at Adolescent Well Visits 
Goal: Increase by 15% from baseline the % of 
adolescents at annual well visits being screened 
for depression (utilizing the PHQ2 and/or a PHQ9 
screening tool). 

A 55.0 57.0 
5.48% 

B 61.0 63.9 
49.49% 

Youth Friendly Clinic Services 
Goal: Demonstrate a 10% improvement in “yes” 
services from pre-collaborative score to post-
collaborative score on the Youth Friendly Services 
Assessment (YFSA) 

A 0 90.0 

B 0 80.5 
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Paramount Advantage partnered with the Cleveland Browns and PCPs to reward adult and 
child members residing in 74 Ohio counties for staying healthy and getting their annual well-
visits. This innovation resulted in an overall increase of 2.65% in annual check-ups and an 
estimated cost-avoidance of over $3.4 million in 2018. 

Table 3.4: Innovation #2 Summary

Strategic Partners 
Cleveland Browns 
All contracted PCP and OB providers 

Time Period CY 2016, 2017, 2018 

Location All Ohio Counties 

Target Population All members aged 12 months and older 

Members Served 225,421 average per month 

Paramount Advantage worked with the Cleveland Browns to encourage members to attend their 
annual well-visits.  

The partners developed a multi-faceted educational campaign that included healthy living messages 
distributed through various media outlets and the endorsement of a Cleveland Browns player. 
Members who accessed recommended well-visits were eligible to win unique Cleveland Browns 
experiences and prizes such as game tickets, autographed jerseys, and suite experiences. Since NFL 
rules prohibit the Browns from marketing in 14 counties considered the Bengal’s territory, the 
campaign in those counties offered members a chance to win Samsung tablets for getting their well-
visit checkup. 

To involve providers in this initiative, Paramount Advantage educated providers on the incentive 
programs, provided brochures/posters for placement in provider offices and provided nominal gifts 
such as pens, clipboards, sticky notes and food. 

Results  

The campaign successfully increased child and adolescent well-visits. 

The figure below displays the percentage of Paramount Advantage members receiving well-visits 
between CY 2014-2017.  For all age groups, Paramount has achieved increases over baseline (CY2014) 
since implementing this innovation in CY2015. 

#2 COMMUNITY AND PROVIDER PARTNERSHIP TO 
PROMOTE ANNUAL WELL VISITS  
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Figure 3.5: Innovation #2 Results
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Paramount Advantage provided access to a food pharmacy for select members with food 
insecurity. The innovation reduced overall medical expenditures by 5%, compared to a 21% 
increase in medical costs over the same period for two control groups.  

Table 3.6: Innovation #3 Summary

Strategic Partners ProMedica Physician Group (PPG) 

Time Period 1/2015 -12/2016 

Location Lucas County 

Target Population 
PPG’s Paramount Advantage members age 2+ with food 
insecurity 

Members Served 21,697 

Paramount Advantage partnered with network provider PPG to test an innovation to address food 
insecurity as a mechanism to positively impact health outcomes.  

PPG screened members in the target county for food insecurity. Those who screened positive were 
divided into two groups. Group 1 received a prescription to PPG’s food pharmacy, where the members 
were able to exchange the prescription for healthy foods, including fresh produce as well as staples and 
other items. An onsite dietician provided nutritional education and suggestions for recipes and healthy 
food combinations. Group 2 did not receive the food pharmacy prescription.  

Results
Paramount Advantage compared Group 1’s medical cost for the 12 months following the index date to 
the group’s medical cost for the 12 months prior to the screening visit. To test the impact of the 
innovation, Paramount Advantage also compared Group 2’s medical costs for the same period, as well 
as medical costs over similar periods for a third group comprised of all other members in defined zip 
codes excluding those in Groups 1 and 2. Group 1 experienced an overall decrease in medical cost, 
while the other two group’s medical costs increased. This suggests that the food pharmacy intervention 
had a positive impact on health through reducing the need for medical care.

Table 3.7: Innovation #3 Results

#3 ADDRESSING SOCIAL DETERMINANTS OF HEALTH: 
FOOD INSECURITY 
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JobConnect is a voluntary program for CareSource members that provides support to achieve 
employment or other life goals. Working with a Life Coach, members identify resource 
strengths and prioritize areas that need reinforcing, such as emotional support, food stability, 
child care, or physical health. To date, JobConnect has helped connect 900 members to 
employment opportunities, with 84% maintaining employment at 90 days. 

Table 3.8: Innovation #4 Summary

Strategic Partners 
140+ employer partners, and various community resource 
agencies (local food pantries and clothing banks, workforce 
development training programs, etc.) 

Time Period April 2015 – present 

Location 
18 Ohio counties (Adams, Brown, Butler, Champaign, Clark, 
Clermont, Clinton, Darke, Fayette, Franklin, Greene, Hamilton, 
Highland, Madison, Miami, Montgomery, Preble, Warren) 

Target Population Unemployed/under-employed members 

Members Served 500 per month 

CareSource’s JobConnect program provides Life Coaches who help members find education and 
employment opportunities and help address barriers to successfully reaching educational and job goals. 

Life Coaches work with members to assess their strengths and goals, and identify immediate needs such 
as food and housing. Coaches coordinate and connect members with community services such as food 
banks and transportation vouchers, and may assist members eligible for public assistance with managing 
state and federal resources such as Temporary Assistance for Needy Families (TANF) or the 
Supplemental Nutrition Assistance Program (SNAP). Once immediate needs are met, Coaches connect 
members with education or employment opportunities to help them increase skills and attain long-term 
employment. This includes providing emotional and other support to members such as those with 
recent criminal justice involvement or behavioral health problems including serious mental illness (e.g., 
major depression, schizophrenia) and substance use disorder. 

Life Coaches work with members for up to 24 months to help them navigate the work world, prepare for 
their loss of government subsidies, increase their financial literacy, and strategize future career steps.   

Results 

JobConnect has effectively connected over 900 members to employment opportunities and the vast 
majority have stayed employed.  When comparing JobConnect member utilization data before and after 
JobConnect enrollment, members showed a significant decrease in emergency department utilization 
(-15.5%). Also a positive sign of effective chronic disease management, JobConnect saw a marginally
significant increase in pharmacy claims paid (37.1%). 

#4 JOBCONNECT: HELPING MEMBERS TRAIN FOR JOBS AND GAIN 
EMPLOYMENT 
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Molina Healthcare’s Wellness Team works to review, enhance, and implement wellness 
measures, process improvements, and interventions for improving health outcomes and the 
quality of life for Molina members. One of Molina’s most prominent wellness programs to 
motivate and engage members in their healthcare outcomes is the Passport 2 Perks Program. 
The program provides incentives for receiving well visits. 

Table 3.11: Innovation #6 Summary

Strategic Partners Provider partners across Ohio 

Time Period 2013 - present 

Location Various locations throughout Ohio 

Target Population 
At-risk adults and children in need of preventive healthcare 
services, (such as Adolescent Well Child Visits), or who have 
not received well visits in two years 

Members Served 39,322 in 2017 

Passport 2 Perks is designed to enhance member health and improve HEDIS compliance by educating 
members about the importance of preventive health visits, and providing monetary incentives for 
accessing recommended well-child and adult access services. The program is designed to encourage 
providers to take a more active role in ensuring members are aware of the need for preventative health 
services and receive timely care, and subsequently to provide members more agency over their health 
outcomes.   

Results 

Passport 2 Perks has helped to increase compliance with well-child and adult access visits and close care 
gaps for members in need of recommended preventive services. 

Table 3.12: Innovation #6 Results

Measure 2017 

% members needing Adult Access services invited to Passport 2 
Perks who received services after their invitation 

31.5 

% Molina members who received an adolescent well visit in 
2017 who were Passport 2 Perks participants 

89.6 

% increase over previous year in % of children aged 3 to 6 who 
received well visits 

39.3 

#5 PASSPORT 2 PERKS: PROMOTING PREVENTIVE HEALTHCARE
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UnitedHealthcare Community (UHCC) Plan of Ohio developed a $15,000 partnership with 4-H 
Food Smart to improve adolescent health through community-based events promoting 
healthy eating and nutritional education.   

Table 3.13: Innovation #7 Summary

Strategic Partners 
4-H; Food Banks; Ohio Extension Services; Ohio Farmer's
Union

Time Period 3/1/2018 - present 

Location Akron, Lodi, St. Louisville, Columbus 

Target Population Adolescent members in the target location 

Members Served 374 

UHCC works with 4-H Food Smart to improve adolescent health through increasing nutritional 
awareness and healthy meal planning and preparation skills. Through 4-H Food Smart Families, 
members with limited resources learn how to plan, shop for, and prepare healthy meals on a budget. 
UHCC staff participate with members in the program’s Health-U healthy living events, with UHCC 
covering the fee for member attendance. Recent Health-U events included an all day event in Columbus 
in October 2018 with hands-on education sessions and health career information for junior high 
students. In addition, healthy cooking classes, which program staff also attend, are available to 
members. An example of these “Look Who’s Cooking” classes was a Q4 2018 Medicaid-specific event at 
Lodi Center in Medina County that was part of the 4-H National UHCC campaign. UHCC staff attended 
and provided giveaways and education material.  

Program goals for this new program include: 

• Reaching 250 youth, of which 150 are underserved youth

• Training 200+ teenagers as 4-H Teen Health Ambassadors

• Educating 50,000 children and families

• Distributing 26,000 bags of food so participating families may apply new education

• Providing 25,000 referrals to SNAP, WIC and other food safety-nets.
*Note this innovation is not limited to UHCC members – it is open to community participation.

Results 

Table 3.14: Innovation #7 Results

Measure 2018 

Number of events and classes held 22 

Adolescent members reached 374 

#6 IMPROVING ADOLESCENT HEALTH THROUGH 4-H FOOD 
SMART PROGRAM
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As part of CareSource’s Maternal Child Health Initiative, CareSource collaborated with Five 
Rivers FQHC to provide an On-site Case Manager to support pregnant women in the Dayton 
Community. The Healthy Beginnings at Home (HBAH)-2YR Project Initiative in Franklin County 
provides quality housing for pregnant CareSource members, with a focus on addressing social 
determinant and housing needs as part of intensive-care management services. Both 
programs have shown improved outcomes for moms and babies. 

Table 3.15: Innovation #8 Summary

Onsite Case Manager Healthy Beginnings 

Strategic Partners Five Rivers (FQHC)  

Celebrate One, Community 
Development 4 All People, 
Columbus Foundation, City of 
Columbus 

Time Period 2018 - present 2017 - present 

Location Dayton Franklin County 

Target Population Pregnant members 

Members Served 113 
2017: 13 
2018: 100, with 450 members 
identified for outreach 

CareSource’s On-site Case Manager and the care management team support pregnant members 
through risk stratification, member rosters, information/connection to community supports, and 
transportation arrangements. Through HBAH, pregnant CareSource members are assisted to identify 
and apply for affordable, safe housing. 

Results 

Both programs have improved birth outcomes as shown in the table below. 

Table 3.16: Innovation #8 Results

Onsite Case Manager Healthy Beginnings Housing Support 

• Babies >2500g (5.5) 85.5%

• Babies <2500g (5.5) 16%

• Full Term deliveries 76.2%

• Pre-Term deliveries 23.8

• NICU babies 9.8%

• Babies birth weight >2500g  90%

• Full Term Deliveries  100%

#7 CARESOURCE INNOVATIONS FOR A
HEALTHY BEGINNING 
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Paramount’s Prenatal to Cradle (PTC) program is a Pregnancy Care Reward Program for 
members who are pregnant or have delivered in the last 60 days. The program has 
significantly decreased the number of babies requiring Neonatal Intensive Care Unit (NICU) 
care.   

Table 3.17: Innovation #9 Summary

Strategic Partners Obstetricians 

Time Period January 2015 – December 2017 

Location Paramount Advantage Service Area 

Target Population Pregnant women and women who have recently delivered. 

Members Served 251 

Program participants are eligible to earn a $25 Wal-Mart gift card for each trimester of their pregnancy, 
based on completing a recommended number of perinatal care appointments. Participants may earn an 
additional $50 Wal-Mart gift card for completing a postpartum visit 21-56 days after delivery.  

Results 

Figure 3.18: Innovation #9 Results 

#8 PRENATAL TO CRADLE: IMPROVING
PREGNANCY OUTCOMES



51 

UnitedHealthcare Community (UHCC) Plan’s Community Baby Shower events were created 
to improve the health of babies through providing education for new and expecting families. 
The baby showers provide important prenatal and postnatal health information and 
resources to parents and grandparents. These events are also opportunities for UHCC to 
identify and engage with high risk pregnant members. Giveaways and prizes incentivize 
members to participate. Baby Showers have been effective in reaching formerly unreachable 
moms to engage with care management, resulting in improved maternal health and birth 
outcomes. 

Table 3.19: Innovation #10 Summary

Strategic Partners 
Local WIC offices, OB/GYN Providers, Pregnancy Support and 
home visitation agencies 

Time Period 2015 - present 

Location Statewide 

Target Population Pregnant members (including in Medicaid, MMP, DSNP) 

Members Served 100+ per month 

UHCC coordinates with providers as well as community agencies to attend and support Community Baby 
Showers, with Care Management, Community Health Workers, and the Members Matters team in 
attendance to meet with participating members. 

At the Baby Showers, parents meet with health experts to get answers to questions about their 
pregnancies and receive tips for taking care of their babies. These events have served as a wonderful 
resource in connecting with hard to reach members. Many of these hard to reach pregnant moms who 
didn’t return phone calls from care managers were willing to go to a baby shower. Those in attendance 
receive a free gift bag with baby-care items such as diapers, baby wipes and/or other items for mom 
and baby. There are also door prizes such as baby bouncers, car seats, pack and plays, gift cards and
other baby-care items. Educational topics include: Safe Sleep, Car Seat Safety, Breast Feeding, Nutrition, 
Immunizations, Well child visits, Prenatal and Postnatal care. 

Results 

UHCC’s Baby Showers have been attended by more than 503 members and their families/supports and 
have resulted in increased prenatal and postnatal follow-up visits. 

#9 COMMUNITY BABY SHOWERS TO PROVIDE EDUCATION
FOR PREGNANT WOMEN AND NEW MOMS 
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Molina Healthcare’s Pregnancy Rewards Program is an incentive program designed to 
encourage pregnant members and new mothers to complete prenatal and postpartum exams 
so that both mom and baby stay healthy. 

Table 3.20: Innovation #11 Summary

Strategic Partners OB providers 

Time Period June 2014- present 

Location Statewide 

Target Population Pregnant Molina members and newborns 

Members Served Over 5,900 in 2017 

Molina implemented the Pregnancy Rewards Program in 2014 to reward pregnant women with gift card 
incentives for fully engaging in prenatal and postpartum care. The program begins during the member’s 
first trimester and continues through the baby’s first 15 months of life.  

Pregnancy Rewards aims to: 

• Promote early detection of high-risk pregnancies.
• Increase timeliness of prenatal care within the first trimester.
• Promote timely postpartum visits after delivery and ensure that newborns receive well visits

within the first 15 months of birth.

Results 

The Pregnancy Rewards Program has helped to increase the number of Molina mothers receiving pre-
natal care early in their pregnancies. In 2017, Molina members participating in the pregnancy rewards 
program utilized more routine and preventive care, and attended more primary care visits, than those 
who did not. In addition, from 2017 to 2018, the percentage of eligible members enrolling in the 
program in their first trimester of pregnancy increased by 4%.  

#10 PROMOTING HEALTHY MOMS AND BABIES
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In July 2017, Paramount partnered with Televox to increase well visits for one year old 
members through targeted parent engagement. In the first year of the partnership, the rate 
of infant 12 month well visits increased from 52% to 55% and continues to trend higher. 

Table 3.21: Innovation #12 Summary

Strategic Partners 
Televox, a Pfizer subsidiary that provides patient engagement 
services to connect providers and health plans with members. 

Time Period July 2017 - present 

Location Paramount Advantage Service Area 

Target Population Parents of members who turn 10 months old each month. 

Members Served 
1,939 or twenty-two percent of members completed and 
returned their survey 

Paramount works with Televox to identify members turning ten months old each month. This ensures 
enough time for the parent/guardian or caretaker to schedule the baby’s well visit with their PCP. 
Televox then contacts the parent, guardian, or caretaker of each identified member. Outreach occurs 
first by telephone, with a follow-up postcard reminder sent via mail for those unable to be reached 
by phone. Televox generates a monthly report indicating the members successfully contacted.  

Results 

The percentage surveyed who received a referral increased by 35% from 2015 to 2017. 

Figure 3.22: Innovation #12 Results

#11 OUTREACH TO PARENTS TO IMPROVE
INFANT WELL VISITS  
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Buckeye Health Plan piloted a prescription management program in 2017 called 
BuckeyeRxPlus. This comprehensive pharmacy solution delivers a high level of personalized 
service to help patients taking multiple medications overcome the challenges of adherence 
and polypharmacy to achieve better overall health outcomes. Adherence rates for 
participants are close to 100%, with an estimated cost savings of $500 per member/per 
month in decreased ED visits and inpatient stays. 

Table 3.23: Innovation #13 Summary

Strategic Partners ExactCare Pharmacy 

Time Period 2017 - present 

Location Statewide 

Target Population Members taking 10+ medications 

Members Served 2,441 

BuckeyeRxPlus identifies Buckeye members who are on multiple chronic medications (10+) or have a 
high-cost chronic disease. Identified members are triaged for in-home assessment and follow-up care 
management to achieve five core objectives: 

1. Improve medication adherence.
2. Simplify medication reconciliation.
3. Decrease polypharmacy.
4. Provide medication education.
5. Decrease overall medical costs (IP and ED).

Innovative strategies incorporated into this program include the following: 

In-Home Assessment. BuckeyeRxPlus in collaboration with a vendor (ExactCare Pharmacy) sends 
representatives to visit each identified member at home to gather prescription information and 
provide an overview of BuckeyeRxPlus services. Member information is then sent to a clinical 
pharmacist for comprehensive clinical review and to begin the process of verifying and obtaining the 
member’s prescriptions. 
Medication Reconciliation. Clinical pharmacists thoroughly review each member’s complete 
medication profile and check medications for accuracy, duplicate therapies, contraindications, and 
potential drug interactions. The pharmacists work with the member’s physicians to identify a solution 
to any issues identified. Pharmacists also collaborate with the member’s Buckeye care management 
team for follow-up. 
Compliance Packaging. Members receive a home-delivered customized Pill Pack each month, which 
consolidates medication doses based on the day and time they should be taken. BuckeyeRxPlus also 
manages monthly refills. 

#12 BUCKEYERX - INNOVATIVE CUSTOMIZED
PRESCRIPTION MANAGEMENT AND ADHERENCE 
PROGRAM
PROGRAM



55 

Medication Education. BuckeyeRxPlus conducts provider outreach with action plans and follow-up to 
deter excessive prescribing. In addition, the program offers information on Quality Initiatives such as 
Medication Therapy Management, High Risk Medications, and Diabetes Education. Polypharmacy 
issues are resolved by placing the majority of prescriptions with one pharmacy. 

Results 

Adherence rates for BuckeyeRxPlus patients were close to 100%. Medical outcomes were improved as 
measured by a decrease in inpatient stays and ED visits along with cost savings of approximately $500 
PMPM.   

Table 3.24: Innovation #13 Results

Plan Patients 
Average Adherence 

% (Pre) 
Average Adherence % 

(Post) 
% of Patients 80%+ 

Adherent 

MEDICAID 1913 82% 99.20% 98.70% 

MYCARE 528 77% 99.30% 98.40% 
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#13 ENGAGING HOMELESS MEMBERS AT RISK FOR
OVER-UTILIZATION OF ED 

CareSource collaborated with three provider and community partners to reduce ED utilization 
among homeless men through education, linkage to a PCP, and connection to community 
resources to address social determinants, such as housing and employment needs. These 
interventions were successful in reducing ED visits by 20%.   

Table 3.25: Innovation #14 Summary

Strategic Partners Lutheran Metropolitan Ministry, Care Alliance, Bishop Cosgrove 

Time Period July 2017-January 2018 

Location Cuyahoga County 

Target Population 
Homeless adult men residing at shelter who were ultra-high ED 
utilizers (10+ ED visits), high ED utilizer (3-10 ED visits), and low ED 
utilizers (1-3 ED visits) 

Members Served 172 

CareSource Case Managers and Community Health Workers worked onsite at Lutheran Metropolitan 
Ministry three times a week to educate members on CareSource benefits and engage and assist ultra-
high and high ED utilizers. Staff used motivational interviewing techniques to encourage appropriate 
access to care, educated them on CareSource benefits, and linked them with a PCP and needed 
community resources such as community mental health centers and assistance with employment and 
housing. CareSource also collaborated with Bishop Cosgrove, a drop-in center for the homeless 
population, to provide education on appropriate use of care, evaluate barriers leading to ED over-
utilization, link members with PCPs, and assist members to obtain medical cards and connect to 
community resources. CareSource collaborated and coordinated schedules with Care Alliance, who 
provided onsite Primary Care services at the center, to engage onsite referrals for members with 
barriers to care. In addition to this intensive in-person assistance for high utilizers, staff made 
telephonic outreach attempts to low ED utilizers to provide education on appropriately accessing care 
and link them with a PCP. The initiative also incorporated use of risk stratification to identify members 
for outreach and member rosters to support provider outreach. 

Results 

Table 3.26: Innovation #14 Results

Measure Result 

Participants with no additional ED visits post-engagement 65% 

Reduction in ED Utilization for Participants 20% 

Cost savings $14,328,542 
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UnitedHealthcare Community (UHCC) Plan and the State’s Tele-medicine Pilot with At Home 
Medical Professionals was designed to explore the use of in-home telemedicine and other 
services to serve members with chronic and complex conditions.  

Table 3.27: Innovation #15 Summary

Strategic Partners At Home Medical Professionals 

Time Period 2018 - present 

Location Wadsworth 

Target Population 
High need/high cost dual eligible enrollees of UHCC’s Medicare 
Medicaid Plan (MMP) with chronic conditions 

Members Served 22 

Telemonitoring has demonstrated increases in patient quality of care and quality of life as well as an
understanding of their role in maintaining their health. When used effectively and the member is 
engaged in routine monitoring and case management, it can prevent avoidable hospitalization. UHCC 
implemented a six month pilot program to test the use of in-home telemonitoring for MMP members. 
All participants had four or more chronic medical conditions such as chronic obstructive pulmonary 
disease, chronic heart failure, diabetes, hyperlipidemia, hypertension, and obesity. All participants 
received tablets along with Bluetooth wireless device nodes; blood pressure cuff; wireless weight 
platform; pulse, heart rate and oxygen saturation finger cuff; and wireless glucose meter. 

Results 

In addition to a 44% decrease in hospital/ED/inpatient utilization, the pilot resulted in 90% of
participants reporting better understanding of their disease and how to control it as well as 90% (data 
not complete) reporting that the pilot had a positive impact on their quality of life. Condition-specific 
results are shown in the table below. (*Only 33% of data reported for HbA1C.) 

Table 3.28: Innovation #15 Results

Measure 
Baseline After 

Telemonitoring 
Decrease From Baseline 

Blood Pressure: Systolic 151.7 137.97 4.75% 

Blood Pressure: Diastolic 87.4 83.45 3.51% 

Daily Glucose Average 308.43 288.03 5.00% 

HbA1C 9.02 8.13 .89%* 

Heart Rate 84 82.71 6.65% 

#14 IN-HOME TELEMONITORING FOR HIGH NEED/
HIGH COST MEMBERS WITH CHRONIC CONDITIONS 
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Identifying a need to improve care for members in custodial care, Molina Healthcare 
collaborated with two nursing facility networks to develop and implement a program to 
reward nursing facility providers that demonstrate delivery of high quality care. The five key 
reporting measures identified for incentive payments improved by 3-8% over the first four 
quarters of program operation. 

Table 3.29: Innovation #16 Summary

Strategic Partners 
Two Nursing Facility networks, including 121 participating 
nursing facilities 

Time Period July 2017 – present 

Location Various locations throughout the Molina MyCare region 

Target Population 
Members who have been receiving custodial care in 
participating nursing facilities for 180 days or more 

Members Served Approximately 800 

Molina’s Quality Living Program is a pay for performance program that incentivizes nursing facilities to 
improve quality of care and outcomes. Molina collaborated with two nursing facility networks 
(representing 121 participating facilities) to select five performance measures that reflect key areas of 
importance for member care and well-being, and for which facilities have significant ability to impact 
outcomes (e.g. injury, infection prevention). Performance on these five measures, two of which are 
“must pass,” determine facility eligibility for incentive payments.  

In addition to providing incentive payments for demonstrated delivery of high-quality care, Molina also 
offers participating nursing facilities the opportunity to receive funding to purchase resident life
enrichment supplies and facility equipment for all residents. Molina believes in supporting life
enrichment efforts for all nursing facility residents with funds that would not be available to facilities 
through existing funding streams.  

Results 

Preliminary results are promising. The five key reporting measures that determine incentive payments 
saw a 3-8% improvement in facility performance from the first through fourth quarters of program 
operation. 

#15 QUALITY LIVING PROGRAM FOR NURSING
FACILITY RESIDENTS 
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Screening for and treatment of postpartum depression is recommended by the American 
College of Obstetricians and Gynecologists (ACOG). Paramount attempts to screen every new 
mom for postpartum depression. The screenings have been effective in identifying 
postpartum depression in new mothers and helping them obtain treatment and support. 

Table 3.30: Innovation #17 Summary

Strategic Partners Obstetricians/Gynecologists, PCPs 

Time Period January 2015 – December 2017 

Location Entire Paramount Service Area 

Target Population Newly-delivered mothers with a healthy infant 

Members Served 1,939 or 22% of members completed and returned their survey 

Paramount sends each new mom the Edinburgh Postnatal Depression Survey with self-addressed 
stamped return envelope with instructions to complete the survey within two months postpartum or in 
time to take to her next postpartum visit. Paramount forwards any surveys with a score of 11 or greater 
to the behavioral health case manager and provider. A Paramount behavioral health case manager 
contacts new moms to ensure follow up with the prenatal or primary care provider after delivery.  If the 
member cannot be reached, the prenatal provider's office is contacted to determine if further follow up 
is needed, and a copy of the survey is sent to the obstetrician/gynecologist or primary care physician. 

Results 

The percentage of members surveyed who received a referral increased by 35% from 2015 to 2017. 

Figure 3.31: Innovation #17 Results

#16 SCREENING FOR POSTPARTUM DEPRESSION



60 

Buckeye developed its Addiction in Pregnancy program to identify and engage pregnant 
members with substance use disorder and integrate their care, with goals to decrease 
average length of stay for Neonatal Abstinence Syndrome (NAS) admissions, decrease NAS 
Neonatal Intensive Care Unit admissions, and ensure that members and providers have timely 
access to actionable information in order to optimize care. The program achieved a 13.7% 
reduction in the Neonatal Abstinence Syndrome (NAS) newborn rate per 100 births from 2016 
to 2017 and a 41% decrease in total bed days.     

Table 3.32: Innovation #18 Summary

Strategic Partners 

• MOMS Opiate Program; MOMs+ monthly workgroup

• Summa Women’s Centering Group- CM goes monthly onsite to
meet with members

• Local Community Opiate Task Forces workgroup participation

• Ascent Recovery Coaching APP- powered by Sober Grid for
member use

• Thrive Peer Support- outreach members in the ER and
community

• Community Perinatal Task Forces

• Maternal Fetal Medicine Specialists

• Local Alcohol, Drug and Mental Health Board

• Community Mental Health Centers

• Department of Children and Family Services

Time Period November 2014 – December 2017 

Location Statewide 

Target Population 
High-risk members with a history or current use of opiates during 
pregnancy and after delivery 

Members Served 
Over 300 members since 2014 
Currently, 90 members enrolled in specialty care management 
program. 

This comprehensive program integrates care for pregnancy, addiction, and other healthcare needs 
through a multidisciplinary team that manages and coordinates all services for the pregnant member. 
The team is led by a care manager who serves as the accountable point of contact (APOC), with team 
membership based on the member’s specific needs. Team members may include a licensed social 
worker, registered nurse, community health worker, disease management educator, and dietician as 
well as the member’s PCP, mental health and other specialists, a pharmacist, and others as appropriate. 

#17 FIGHTING ADDICTION IN PREGNANCY PROGRAM
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All team members coordinate to provide holistic, person-centered care and communicate member 
information to the APOC. 

Results 

The program has been successful in maintaining member engagement, with 25% of participants 
maintaining engagement in Case Management six months post-delivery and 16% maintaining 
engagement 12 months post-delivery. The program has also had a positive impact on the rate of 
newborns with a NAS diagnosis. From 2016 to 2017, Buckeye experienced a 13.7% reduction in Neonatal 
Abstinence Syndrome (NAS) newborn rate per 100 births, with an additional reduction of 24% from 
2017 to 2018.  Total bed days due to NAS admission decreased by 41% from 2016 to 2017.  

Table 3.33: Innovation #18 Results

Birth Year 
Total 

Newborns 
Total Healthy 

Newborns 
Total Newborns 

w/ NAS Diagnosis 
NAS Newborn 
Rate per 100 

2016 7,656 6,302 225 2.9 

2017 7,507 6,196 191 2.5 

2018 4,138 3,389 78 1.9 
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Appendix: 
Ohio Medicaid Managed Care Savings 
Analysis Exhibit



October 15, 2018 

Miranda Motter 
President and CEO 
Ohio Association of Health Plans 
230 East Town Street, Suite 200 
Columbus, OH 43215 

Ohio Medicaid Managed Care Savings Analysis – January 2016 through December 2017 

Dear Miranda: 

Wakely Consulting Group, Inc. (Wakely) has been retained by the Ohio Association of Health Plans (OAHP) 
to assist in an evaluation of the programmatic savings that the Managed Care Plans (MCPs) achieved for 
the State of Ohio’s Managed Medicaid program under oversight by the Ohio Department of Medicaid 
(ODM) during the Calendar Years (CY) 2016 and 2017. The original January 2016 and January 2017 
capitation rates were adjusted in July 2016 and July 2017, respectively. We have accounted for these 
rating changes in our estimates for the CY 2016 and 2017 periods. This report includes a comparison of 
capitation rates for members enrolled with participating MCPs to estimated costs if those same members 
were enrolled in the State of Ohio’s Fee for Service (FFS) program. 

Wakely relied on data provided by each of the MCPs as well as capitation rates and rating documentation 
from ODM in performing this analysis. We relied on the accuracy of this documentation and the 
assumptions embedded in the rate development. If those assumptions differ from actual experience, then 
our estimates will be affected. Actual results will likely vary from our estimates. This report was prepared 
to assist OAHP in estimating savings achieved by MCPs participating in the Ohio Managed Medicaid 
program during Calendar Years 2016 and 2017 and satisfies Actuarial Standard of Practice 41 reporting 
requirements. Other uses may be inappropriate. 

We understand this report may be shared with outside parties. When it is shared, it should be shared in 
its entirety. This document and the supporting exhibits/files constitute the entirety of the report and 
supersede any previous communications on the project. Wakely does not intend to create a reliance by 
outside parties receiving this report. Outside parties receiving this report should retain their own qualified 
experts in interpreting the results. It is the responsibility of the organizations receiving this report to 
review the assumptions carefully and notify Wakely of any potential concerns. 

Executive Summary 

This report compares MCP capitation rates to estimated costs for those same members if they had been 
covered by traditional FFS Medicaid. MCPs achieve programmatic savings by promoting efficient use of 
the health care system and eliminating wasteful or inefficient spending by placing an emphasis on 
preventative care, managing chronic patients, and detecting and treating serious illnesses early. 

In states where recent FFS data is used to set managed care rates, the comparison of estimated FFS costs 
to MCP capitation rates is relatively straightforward. When plan encounter data is the primary data 
source, it is more difficult to develop comparable FFS cost estimates. While this exercise necessarily 
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incorporates review of older FFS experience, it uses all of the available information and, in our opinion, is 
reasonable and actuarially sound. The estimates in this report include all MCP dollars associated with the 
Medicaid program, except those associated with the MyCare dual-eligible demonstration program, 
inclusive of both state and federal funding components.1 

We estimate that the capitation rates paid to the MCPs were 13.9% ($3.5B) to 16.8% ($4.4B) lower in 
the CY 2016 through CY 2017 period than estimated costs if ODM had served those same members in 
the FFS program. 

The low end of the estimated range assumes that the trend assumptions used by the state’s actuaries in 
the capitation rate development are representative of FFS trends, and the high end assumes that annual 
FFS trends would have been 0.5% higher than the state actuaries’ trend assumptions.2 

The following table shows additional detail regarding the range above: 

Table 1 – Estimated Savings Relative to Fee For Service 
Based on no assumed trend differential CY 2016 – CY 2017 

Estimated FFS Costs $25,169,455,000 

Calculated MCO Revenue [1] $21,666,822,000 
Total Dollars Saved $3,502,633,000 
Total Percentage Saved 13.9% 

Based on 0.5% annual trend differential CY 2016 – CY 2017 

Theoretical FFS Costs $26,027,004,000 

Calculated MCO Revenue [1] $21,666,822,000 
Total Dollars Saved $4,360,182,000 
Total Percentage Saved 16.8% 
[1] Excludes Health Insuring Corporation (HIC) tax, Franchise Fee and Sales and Use tax.

Definitions and Programmatic History 

The following definitions and information may be helpful in understanding the various assumptions and 
methodology used in our analysis: 

Capitation rates – Capitation rates are the monthly payments made to each MCP for Medicaid enrollees. 
They are published by the state’s actuary and vary by rate cell and geographic region. We have not risk 
adjusted plan-level capitation rates, as the composite risk level across all plans is 1.0. 

Fee for Service Administrative Costs – We have assumed that ODM administrative costs to operate the 
FFS program are 2% higher than ODM administrative costs to operate the managed care program. This 
assumption is consistent with assumptions used in other states. Therefore, our savings estimates are 

1 According to the Kaiser Family Foundation, the Ohio Federal Medical Assistance Percentages were 62.43% in CY 2016, and 
62.44% in CY 2017. 

2 During the CY 2016 and CY 2017 rating periods the assumed annual trend used in setting the Ohio Medicaid capitation rates was 
generally lower than the trend rates we would expect to see in an unmanaged FFS population. We believe that it is reasonable, 
and possibly conservative, to assume that annual FFS trends would be 0.5% higher. 
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approximately 2% higher than they would be otherwise in recognition of decreased state administrative 
costs for the managed care program. 

Managed care has a long history in Ohio’s Medicaid program. A review of the rate setting methodology 
from historical rating periods was necessary as the actuarial assumptions used to set those rates include 
the managed care savings necessary for MCPs to achieve targeted financial performance. To develop 
comparable FFS cost estimates for CY 2016 and CY 2017, we used rate setting information underlying the 
CY 2008 through CY 2010 and CY 2012 through CY 20173 capitation rates. 

From CY 2006 through CY 2008, the state of Ohio transitioned the majority of the Covered Families and 
Children (CFC) and Aged, Blind and Disabled (ABD) 21+ populations into the managed Medicaid program. 
As a result, the CY 2008 through CY 2010 rate developments for these populations relied on a blend of 
FFS, Encounter, and Cost Report base data. 

The pharmacy benefit was carved-out of the managed Medicaid program for CY 2010 and thus was not 
included in the rate development for that period. Pharmacy was again included as a managed care benefit 
for the CY 2012 and CY 2013 rating periods. The prospective development of pharmacy costs for CY 2012 
and CY 2013 were based on one month of managed care data (January 2010) and eleven months of FFS 
data (February through December 2010). During that time, non-pharmacy rates were developed using a 
blend of managed care Encounter and Cost Report data. 

Beginning July 2013, Ohio expanded the managed Medicaid program to include the ABD <21 population. 
A blend of CY 2009 and CY 2010 FFS base data was used to set the July 2013 rates for this population.  CY 
2012 FFS base data was used to develop ABD <21 capitation rates for CY 2014 and CY 2015. 

Effective January 2014, Ohio began covering the ACA Extension population in its managed Medicaid 
program. Since no historical experience previously existed for this population, both the CY 2014 and CY 
2015 Extension rates were developed based on a blend of ABD adult and CFC adult managed care 
experience. 

Pharmacy and non-pharmacy components of the CY 2016 and CY 2017 CFC, ABD and Extension capitation 
rates were based exclusively on managed care data from CY 2014 and CY 2015, respectively. 

Effective January 2017, Ohio began covering the Adoption and Foster Kids (AFK) population in its managed 
Medicaid program. CY 2015 FFS base data was used to set the CY 2017 rates for this population. 

Methodology, Assumptions, and Results 

Wakely estimated savings produced by the MCPs by comparing capitation payments from ODM for the 
managed Medicaid populations to estimated costs for those same populations if they had been enrolled 
in the FFS program. In developing these estimates, we performed the following steps: 

3 Each capitation rate development used historical Encounter and/or FFS data from earlier periods. Appendix C summarizes the 
historical data underlying each capitation rating period relevant to this analysis. CY 2011 is not included as it was not used as base 
experience in the development of subsequent rates. 
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Table 2 - Overview of Savings Estimate Methodology 

Calculate managed Medicaid program costs (A) 

Step 1: Determine aggregate capitation payments made to participating MCPs during the CY 2016 and CY 2017 
rating periods. This step consisted of multiplying total managed Medicaid monthly enrollment by the  published 
capitation rates for each region and rate cell. The capitation rates used in this analysis excluded the Health 
Insuring Corporation (HIC) tax, Franchise Fee and the Sales and Use tax, as taxes represent offsetting cost and 
revenue items for the managed Medicaid program.4 

Estimate FFS costs for managed Medicaid enrollees (B) 

Step 2: Determine estimated baseline FFS costs by rate cell. Due to the current reliance on the encounter data 
for the various populations, comparative FFS data is no longer available. Historical FFS to managed care cost 
differentials were assumed to continue going forward.5 This includes adjusting implied FFS costs  to remove  the 
impact of MCP savings, MCP administrative costs, and taxes. 

Step 3: Compare MCP performance for the historical periods to the cost projections estimated by the state's 
actuaries for the same periods. If the observed MCP performance is better than estimated by the state actuary, 
additional costs savings are accrued since prospective rates will be reduced. If the MCP performance is worse 
than estimated by the state actuary, managed care cost savings will be lower than implied in the rate setting 
methodology. 

Step 4: Incorporate additional cost savings for new populations (AFK - CY 2017). 

Step 5: Add FFS administrative cost difference of 2% to estimated FFS costs. 

Step 6: Apply FFS versus managed care trend differential.6 

Final Savings Estimate 

Compare results of managed Medicaid program cost calculation (A) to estimated FFS costs for managed 
Medicaid plan enrollees (B). Subtracting (A) from (B) results in estimated dollar savings. 

In the report dated January 20th, 2017, Wakely performed a similar analysis to estimate the savings 
produced by the MCPs for CY 2013 through CY 2015. The results and corresponding assumptions 
contained in that report were relied upon in developing the estimates contained in this report. Please 

4 We did not consider the impact of potential matching federal dollars on premium or other taxes, assuming that similar taxes 
could be levied on providers under the FFS program (and vice versa). 

5 We included the same MCP/Hospital Incentive and Enhanced Maternal Program PMPMs for all baseline FFS cost estimates as 
were included in the managed Medicaid program. This assumes that these costs represented provider funding that would also 
have been included in a FFS environment. 

6 The 0.5% trend differential was assumed to have been achieved starting with CY 2008 for CFC non-delivery, CY 2009 for ABD 
21+, July 2013 for ABD <21, CY 2014 for Extension non-delivery, and CY 2017 for AFK (i.e. for CY 2016 savings the 0.5% annual 
trend differential was compounded for 9 years for CFC non-delivery). No trend differential was assumed for the Delivery rates. 
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see Wakely’s January 20th, 2017 report for further details on how savings were developed for the CY 2013 
through CY 2015 periods. 

In estimating the savings for the CY 2016 and CY 2017 rating periods for each population, we assumed 
that the CY 2014 and CY 2015 base period encounter and cost report data used to develop each period’s 
capitation rates already reflected estimated MCP historical FFS to managed care cost differentials. 
Performance by rate cell for the historical periods was compared to the prospective claims PMPMs 
originally estimated by Milliman for those same periods. Composite MCP performance was calculated 
based on reported results included in subsequent rating period documents. If observed MCP costs are 
lower than estimated by Milliman, additional cost savings are accrued since prospective rates will be 
reduced. If the MCP costs are higher than expected, lower managed care cost savings will be accrued since 
prospective rates will be increased. 

The table below summarizes the estimated historical FFS to managed care claim cost differentials for each 
of these base period years by population: 

Table 3 – Estimated Historical FFS to Managed Care Cost Differentials by 
Population (CY 2014 and CY 2015) 

Rating 
Period 

ABD 21+ CFC Delivery ABD <21 Extension 

CY 2014 -17.86% -19.49% -12.79% -23.13% -16.94%

CY 2015 -17.20% -20.75% -34.14% -18.90% -21.15%

Tables 4a and 4b summarize the results of our savings analysis by year and Tables 5a and 5b illustrate the 
various components that result in our final savings estimates. The CY 2013 through CY 2015 metrics shown 
in Tables 4a and 5a have been included for reference. The development of those estimates are outlined 
in the Wakely report dated January 20th, 2017. 

Table 4a – Estimated Savings Relative to Fee For Service (CY 2013 – CY 2015) 
Based on no assumed trend differential CY 2013 CY 2014 CY 2015 CY 2013 - CY 2015 

Estimated FFS Costs $6,807,035,000 $9,325,294,000 $11,609,055,000 $27,741,384,000 
Calculated MCO Revenue [1] $6,442,694,000 $8,473,027,000 $10,366,771,000 $25,282,492,000 
Total Dollars Saved $364,341,000 $852,267,000 $1,242,284,000 $2,458,892,000 
Total Percentage Saved 5.4% 9.1% 10.7% 8.9% 

Based on 0.5% annual trend differential CY 2013 CY 2014 CY 2015 CY 2013 - CY 2015 

Theoretical FFS Costs $6,986,636,000 $9,575,544,000 $11,929,306,000 $28,491,486,000 
Calculated MCO Revenue [1] $6,442,694,000 $8,473,027,000 $10,366,771,000 $25,282,492,000 
Total Dollars Saved $543,942,000 $1,102,517,000 $1,562,535,000 $3,208,994,000 
Total Percentage Saved 7.8% 11.5% 13.1% 11.3% 
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Table 4b – Estimated Savings Relative to Fee For Service (CY 2016 – CY 2017) 
Based on no assumed trend differential CY 2016 CY 2017 CY 2016 - CY 2017 

Estimated FFS Costs $11,735,191,000 $13,434,264,000 $25,169,455,000 

Calculated MCO Revenue [1] $10,258,781,000 $11,408,041,000 $21,666,822,000 
Total Dollars Saved $1,476,410,000 $2,026,223,000 $3,502,633,000 
Total Percentage Saved 12.6% 15.1% 13.9% 

Based on 0.5% annual trend differential CY 2016 CY 2017 CY 2016 - CY 2017 

Theoretical FFS Costs $12,109,666,000 $13,917,338,000 $26,027,004,000 
Calculated MCO Revenue [1] $10,258,781,000 $11,408,041,000 $21,666,822,000 
Total Dollars Saved $1,850,885,000 $2,509,297,000 $4,360,182,000 
Total Percentage Saved 15.3% 18.0% 16.8% 

[1] Excludes Health Insuring Corporation (HIC) tax, Franchise Fee and Sales and Use tax.

Table 5a – Summary of Estimated Savings by Component (CY 2013 – CY 2015) 
CY 2013 CY 2014 CY 2015 

Claim Cost Savings versus FFS Implied in Base Period Rate Development -7.8% -10.9% -13.2%

Base Period MCP Financial Savings (MLR) -2.1% -2.0% -2.4%
State Administrative Savings -2.0% -2.0% -2.0%
Prospective Additional Managed Care Savings -4.5% -4.1% -2.3%
MCO Administrative Allowance 10.1% 8.9% 8.1%

Total Estimated Savings (no trend differential) -5.4% -9.1% -10.7%

Impact of Annual 0.5% Trend Differential -2.6% -2.6% -2.7%
Total Estimated Savings (0.5% annual trend differential) -7.8% -11.5% -13.1%

Table 5b – Summary of Estimated Savings by Component (CY 2016 – CY 2017) 
CY 2016 CY 2017 

Claim Cost Savings versus FFS Implied in Base Period Rate Development -15.5% -16.5%
Base Period MCP Financial Savings (MLR) -2.1% -3.2%
State Administrative Savings -2.0% -2.0%
Prospective Additional Managed Care Savings -0.9% -0.9%
MCO Administrative Allowance 7.9% 7.6%

Total Estimated Savings (no trend differential) -12.6% -15.1%

Impact of Annual 0.5% Trend Differential -3.1% -3.5%
Total Estimated Savings (0.5% annual trend differential) -15.3% -18.0%

In performing this analysis, we have not attempted to adjust for any potential errors or inconsistencies 
included in the rate setting processes. In our opinion, any differences arising from such issues would be 
more likely to increase the savings estimates than decrease them. Based on our review of the financial 
results for MCPs, we assumed that no pay for performance funds were paid out in any year. If pay for 
performance funds were paid out they would represent an offset to these savings.7 

7 The January 2017 rating document notes that MCPs in aggregate received 34% of available pay-for-performance payments 
from ODM. 
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Conclusion 

The estimated range of CY 2016 and CY 2017 savings indicate that the MCPs are operating efficiently and 
producing significant savings compared to costs of those members in the FFS program. 

Taylor Pruisner and Ryan Link are responsible for this communication. We are Members of the American 
Academy of Actuaries and Fellows of the Society of Actuaries. We meet the Qualification Standards of the 
American Academy of Actuaries to issue this report. We completed the analysis using sound actuarial 
practice. To the best of our knowledge, the report and methods used in the analysis are in compliance 
with the appropriate Actuarial Standards of Practice with no known deviations. We are financially 
independent and free from conflict concerning all matters related to performing the actuarial services 
underlying this analysis. In addition, Wakely is organizationally and financially independent to OAHP. 

The assumptions and resulting estimates included in this report are inherently uncertain. Users of the 
results should be qualified to use it and understand the results and the inherent uncertainty. Actual results 
may vary, potentially materially, from our estimates. There are no known relevant events subsequent to 
the date of information received that would impact the results of this report. Wakely and the undersigned 
actuaries are financially independent and free from conflict concerning all matters related to performing 
the actuarial services underlying this analysis. In addition, Wakely is organizationally and financially 
independent to OAHP. 

Please do not hesitate to call us if you have any questions or if we may be of additional assistance.  Thank 
you for the opportunity to work on this important project. 

Sincerely, 

Taylor Pruisner, FSA, MAAA Ryan Link, FSA, MAAA 
Senior Consulting Actuary Consulting Actuary 
Wakely Consulting Wakely Consulting 
8000 S Chester St, Suite 650 8000 S Chester St, Suite 650 
Centennial, CO 80112 Centennial, CO 80112 
(720) 226-9808 (720) 226-9817
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Category of 
Aid Rate Group 

Regional Capitation Rates – January 2016 through June 20168 

North 
Central Northwest Southwest 

South 
Central Southeast Northeast 

Northeast 
Central 

CFC HF/HST M+F <1 $585.91 $582.28 $851.30 $904.99 $868.00 $946.10 $654.66 

CFC HF/HST M+F 1 $147.00 $148.11 $184.05 $181.44 $167.27 $192.72 $177.88 

CFC HF/HST M+F 2-13 $116.15 $117.78 $142.04 $129.57 $141.70 $130.69 $125.13 

CFC HF/HST F 14-18 $217.95 $188.65 $235.85 $211.02 $215.88 $204.81 $202.22 

CFC HF/HST M 14-18 $166.95 $161.31 $210.22 $159.89 $185.69 $171.62 $165.40 

CFC HF F 19-44 $382.96 $365.37 $363.93 $394.54 $372.72 $357.47 $344.04 

CFC HF M 19-44 $292.22 $256.99 $267.83 $292.13 $253.45 $261.77 $226.77 

CFC HF M+F 45-64 $721.29 $684.10 $653.26 $667.64 $610.19 $619.51 $546.04 

CFC HST F 19-64 $398.99 $334.73 $358.09 $399.97 $368.91 $395.36 $362.29 

ABD < 21 $519.12 $518.96 $892.80 $836.02 $708.15 $675.51 $666.17 

ABD 21+ $1,587.89 $1,411.81 $1,455.42 $1,432.56 $1,306.30 $1,489.12 $1,288.62 

Ext. 19-34 F $363.59 $347.79 $367.33 $361.33 $347.84 $320.18 $371.60 

Ext. 19-34 M $317.04 $290.01 $313.38 $334.60 $233.97 $287.12 $249.59 

Ext. 35-44 F $613.99 $676.49 $573.36 $616.05 $582.39 $518.25 $580.23 

Ext. 35-44 M $526.07 $543.91 $505.59 $546.03 $466.32 $435.73 $420.87 

Ext. 45-54 F $825.04 $799.12 $761.36 $726.03 $669.49 $683.85 $625.36 

Ext. 45-54 M $740.07 $837.91 $746.30 $794.03 $654.70 $644.99 $709.46 

Ext. 55-64 F $813.90 $878.24 $777.16 $791.46 $752.04 $668.90 $723.43 

Ext. 55-64 M $921.54 $862.61 $831.05 $768.78 $797.37 $784.41 $757.92 

CFC / EXT Delivery $6,406.05 $5,666.79 $6,012.13 $5,428.51 $4,806.59 $5,759.83 $4,988.51 

8 All capitation rates shown in Appendix A include Health Insuring Corporation Tax, Franchise Fee and/or Sales and Use Taxes 
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Category of 
Aid Rate Group 

Regional Capitation Rates – July 2016 through December 20168

North 
Central Northwest Southwest 

South 
Central Southeast Northeast 

Northeast 
Central 

CFC HF/HST M+F <1 $759.57 $708.33 $898.53 $1,109.37 $875.72 $979.40 $719.61 

CFC HF/HST M+F 1 $144.72 $127.87 $187.16 $200.53 $194.41 $198.09 $168.34 

CFC HF/HST M+F 2-13 $121.37 $121.80 $142.39 $148.50 $149.57 $133.27 $124.90 

CFC HF/HST F 14-18 $213.59 $196.00 $240.43 $235.59 $235.88 $207.12 $203.89 

CFC HF/HST M 14-18 $173.57 $213.03 $200.02 $186.30 $198.51 $173.09 $196.23 

CFC HF F 19-44 $383.77 $367.72 $349.20 $384.62 $373.95 $345.96 $331.49 

CFC HF M 19-44 $269.75 $268.71 $240.61 $261.50 $265.97 $231.97 $212.42 

CFC HF M+F 45-64 $614.04 $613.86 $566.27 $577.08 $563.13 $543.87 $548.42 

CFC HST F 19-64 $449.10 $408.17 $352.92 $376.44 $474.67 $396.58 $405.22 

ABD < 21 $784.33 $728.54 $1,091.48 $1,326.77 $1,036.06 $767.27 $829.32 

ABD 21+ $1,595.30 $1,407.78 $1,530.27 $1,476.86 $1,352.36 $1,514.95 $1,360.87 

Ext. 19-34 F $358.38 $357.88 $357.90 $381.91 $358.50 $346.76 $322.68 

Ext. 19-34 M $317.20 $294.72 $308.05 $331.98 $277.70 $291.11 $269.22 

Ext. 35-44 F $602.59 $672.82 $629.67 $639.73 $581.18 $552.52 $555.29 

Ext. 35-44 M $547.27 $524.91 $502.11 $568.63 $551.12 $464.71 $427.62 

Ext. 45-54 F $838.45 $850.35 $790.93 $814.04 $752.47 $744.03 $693.71 

Ext. 45-54 M $780.77 $819.85 $742.21 $824.51 $702.30 $726.31 $669.44 

Ext. 55-64 F $861.33 $862.59 $876.70 $859.37 $820.93 $795.47 $795.06 

Ext. 55-64 M $924.23 $847.41 $864.31 $926.65 $818.89 $866.85 $843.76 

CFC / EXT Delivery $6,174.32 $5,197.25 $5,200.66 $4,825.52 $4,282.91 $5,146.84 $4,693.50 
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Category of 
Aid Rate Group 

Regional Capitation Rates – January 2017 through June 20178 

North 
Central Northwest Southwest 

South 
Central Southeast Northeast 

Northeast 
Central 

CFC HF/HST M+F <1 $759.57 $708.33 $898.53 $1,109.37 $875.72 $979.40 $719.61 

CFC HF/HST M+F 1 $144.72 $127.87 $187.16 $200.53 $194.41 $198.09 $168.34 

CFC HF/HST M+F 2-13 $121.37 $121.80 $142.39 $148.50 $149.57 $133.27 $124.90 

CFC HF/HST F 14-18 $213.59 $196.00 $240.43 $235.59 $235.88 $207.12 $203.89 

CFC HF/HST M 14-18 $173.57 $213.03 $200.02 $186.30 $198.51 $173.09 $196.23 

CFC HF F 19-44 $383.77 $367.72 $349.20 $384.62 $373.95 $345.96 $331.49 

CFC HF M 19-44 $269.75 $268.71 $240.61 $261.50 $265.97 $231.97 $212.42 

CFC HF M+F 45-64 $614.04 $613.86 $566.27 $577.08 $563.13 $543.87 $548.42 

CFC HST F 19-64 $449.10 $408.17 $352.92 $376.44 $474.67 $396.58 $405.22 

ABD < 21 $784.33 $728.54 $1,091.48 $1,326.77 $1,036.06 $767.27 $829.32 

ABD 21+ $1,595.30 $1,407.78 $1,530.27 $1,476.86 $1,352.36 $1,514.95 $1,360.87 

Ext. 19-34 F $358.38 $357.88 $357.90 $381.91 $358.50 $346.76 $322.68 

Ext. 19-34 M $317.20 $294.72 $308.05 $331.98 $277.70 $291.11 $269.22 

Ext. 35-44 F $602.59 $672.82 $629.67 $639.73 $581.18 $552.52 $555.29 

Ext. 35-44 M $547.27 $524.91 $502.11 $568.63 $551.12 $464.71 $427.62 

Ext. 45-54 F $838.45 $850.35 $790.93 $814.04 $752.47 $744.03 $693.71 

Ext. 45-54 M $780.77 $819.85 $742.21 $824.51 $702.30 $726.31 $669.44 

Ext. 55-64 F $861.33 $862.59 $876.70 $859.37 $820.93 $795.47 $795.06 

Ext. 55-64 M $924.23 $847.41 $864.31 $926.65 $818.89 $866.85 $843.76 

CFC / EXT Delivery $6,174.32 $5,197.25 $5,200.66 $4,825.52 $4,282.91 $5,146.84 $4,693.50 

AFK AFK $372.47 $386.60 $403.66 $367.49 $333.37 $392.90 $358.10 
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Category of 
Aid Rate Group 

Regional Capitation Rates – July 2017 through December 20178

North 
Central Northwest Southwest 

South 
Central Southeast Northeast 

Northeast 
Central 

CFC HF/HST M+F <1 $760.51 $734.43 $912.79 $1,139.78 $912.39 $1,016.10 $761.52 

CFC HF/HST M+F 1 $169.33 $154.09 $203.45 $220.22 $208.18 $217.53 $191.65 

CFC HF/HST M+F 2-13 $147.96 $148.03 $161.66 $169.42 $168.37 $152.51 $149.31 

CFC HF/HST F 14-18 $228.21 $211.51 $248.35 $242.48 $243.65 $219.46 $220.22 

CFC HF/HST M 14-18 $192.25 $230.68 $212.59 $197.29 $213.39 $189.50 $211.01 

CFC HF F 19-44 $387.59 $375.29 $353.86 $383.36 $377.23 $351.90 $340.73 

CFC HF M 19-44 $283.03 $277.99 $251.21 $267.67 $277.62 $242.73 $226.17 

CFC HF M+F 45-64 $591.01 $601.49 $552.38 $558.52 $550.65 $530.27 $537.54 

CFC HST F 19-64 $453.50 $426.33 $364.18 $384.76 $484.24 $415.22 $423.96 

ABD < 21 $708.54 $650.72 $1,063.64 $1,237.29 $1,040.69 $751.54 $832.16 

ABD 21+ $1,503.21 $1,362.83 $1,438.83 $1,382.19 $1,282.59 $1,419.71 $1,291.39 

Ext. 19-34 F $363.63 $363.29 $361.39 $382.06 $364.69 $352.99 $329.75 

Ext. 19-34 M $323.82 $308.77 $314.84 $333.40 $292.16 $297.86 $282.55 

Ext. 35-44 F $584.09 $648.84 $619.01 $617.61 $566.30 $544.00 $549.56 

Ext. 35-44 M $544.12 $523.52 $494.04 $558.03 $537.38 $459.39 $414.66 

Ext. 45-54 F $804.61 $824.07 $769.27 $783.41 $731.29 $718.70 $679.99 

Ext. 45-54 M $741.87 $777.70 $716.53 $786.65 $675.71 $696.72 $647.29 

Ext. 55-64 F $824.77 $838.40 $850.55 $829.74 $793.53 $766.80 $759.76 

Ext. 55-64 M $888.17 $817.07 $838.06 $900.00 $784.24 $834.65 $810.76 

CFC / EXT Delivery $5,808.28 $5,373.23 $4,971.70 $4,543.92 $4,218.61 $4,852.69 $4,508.93 

AFK AFK $383.32 $386.96 $406.07 $370.72 $343.65 $392.92 $370.08 
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Category of 
Aid Rate Group 

Regional Member Months – January 2016 through June 2016 

North 
Central Northwest Southwest 

South 
Central Southeast Northeast 

Northeast 
Central 

CFC HF/HST M+F <1 32,099 21,210 111,714 96,207 31,576 127,427 32,105 

CFC HF/HST M+F 1 29,550 19,327 108,012 96,002 29,947 120,777 30,364 

CFC HF/HST M+F 2-13 287,698 196,647 1,094,609 933,249 319,570 1,265,167 311,259 

CFC HF/HST F 14-18 45,423 31,846 175,533 147,645 55,784 224,861 52,627 

CFC HF/HST M 14-18 44,850 31,850 171,363 146,853 57,087 221,775 51,841 

CFC HF F 19-44 128,176 76,317 450,328 375,698 140,732 582,235 128,861 

CFC HF M 19-44 42,140 26,889 146,674 145,016 60,513 186,970 45,906 

CFC HF M+F 45-64 20,629 11,576 77,394 71,444 25,254 108,833 21,591 

CFC HST F 19-64 13,461 11,224 55,381 45,679 15,748 51,578 16,568 

ABD < 21 12,604 2,318 30,309 26,076 6,021 50,407 7,493 

ABD 21+ 44,623 16,607 126,438 134,817 47,845 206,259 35,862 

Ext. 19-34 F 48,814 26,366 164,801 133,186 51,125 231,103 47,283 

Ext. 19-34 M 53,454 24,843 186,612 143,620 58,955 259,403 46,796 

Ext. 35-44 F 21,466 12,852 79,081 63,502 26,549 104,745 24,141 

Ext. 35-44 M 26,092 12,544 97,534 72,650 28,958 127,717 24,513 

Ext. 45-54 F 27,445 15,744 100,281 76,350 33,679 141,939 29,408 

Ext. 45-54 M 26,041 13,173 97,828 71,600 29,591 136,758 25,274 

Ext. 55-64 F 21,616 12,690 82,916 60,536 27,776 128,690 25,019 

Ext. 55-64 M 19,838 10,675 72,770 51,610 23,115 112,541 20,261 

CFC / EXT Delivery 1,855 1,202 6,379 5,464 1,923 7,832 1,980 
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Category of 
Aid Rate Group 

Regional Member Months – July 2016 through December 2016 

North 
Central Northwest Southwest 

South 
Central Southeast Northeast 

Northeast 
Central 

CFC HF/HST M+F <1 30,715 20,699 110,716 95,058 30,804 127,569 31,838 

CFC HF/HST M+F 1 28,796 18,683 107,074 94,960 29,604 120,076 29,772 

CFC HF/HST M+F 2-13 290,486 196,164 1,111,836 942,452 320,410 1,275,040 312,097 

CFC HF/HST F 14-18 45,837 32,133 178,934 149,359 55,824 225,324 52,210 

CFC HF/HST M 14-18 45,654 31,753 175,838 148,499 57,172 222,537 51,846 

CFC HF F 19-44 128,847 74,142 452,964 373,051 140,081 583,229 129,390 

CFC HF M 19-44 41,981 25,449 145,821 142,359 59,208 184,514 44,487 

CFC HF M+F 45-64 21,285 11,587 79,033 72,434 25,744 110,710 21,371 

CFC HST F 19-64 13,988 11,440 56,601 47,286 15,855 52,815 17,101 

ABD < 21 11,145 2,914 26,255 23,940 5,840 44,286 6,876 

ABD 21+ 42,756 16,298 116,058 129,224 44,180 195,384 34,213 

Ext. 19-34 F 50,028 27,479 171,696 136,851 52,358 235,535 47,989 

Ext. 19-34 M 56,246 26,194 199,072 149,282 61,352 272,925 50,381 

Ext. 35-44 F 22,159 13,522 82,231 65,759 27,058 106,242 24,626 

Ext. 35-44 M 27,243 13,476 103,052 75,483 30,319 133,269 25,946 

Ext. 45-54 F 28,206 16,102 104,160 79,750 35,315 145,255 30,849 

Ext. 45-54 M 27,097 13,652 102,318 74,669 31,055 141,018 26,426 

Ext. 55-64 F 22,684 13,008 88,077 63,473 29,206 134,439 25,747 

Ext. 55-64 M 20,968 11,231 78,088 54,220 25,052 118,741 21,771 

CFC / EXT Delivery 1,889 1,257 6,476 5,783 1,921 7,769 1,872 
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Category of 
Aid Rate Group 

Regional Member Months – January 2017 through June 2017 

North 
Central Northwest Southwest 

South 
Central Southeast Northeast 

Northeast 
Central 

CFC HF/HST M+F <1 29,790 20,699 110,969 97,682 31,357 129,955 31,452 

CFC HF/HST M+F 1 28,613 18,137 105,271 93,719 29,346 119,629 29,406 

CFC HF/HST M+F 2-13 291,385 193,424 1,116,999 951,991 320,092 1,274,476 310,883 

CFC HF/HST F 14-18 45,999 31,993 180,447 149,847 55,533 224,753 51,896 

CFC HF/HST M 14-18 45,720 31,278 177,111 149,761 56,822 220,294 51,421 

CFC HF F 19-44 128,375 70,813 446,973 366,972 135,913 571,936 126,715 

CFC HF M 19-44 41,447 24,073 143,110 138,663 56,531 180,014 42,792 

CFC HF M+F 45-64 21,108 10,814 78,133 73,448 24,889 109,285 21,120 

CFC HST F 19-64 14,641 11,538 58,324 48,827 17,112 56,382 17,666 

ABD < 21 15,699 6,716 43,276 36,207 12,501 67,272 12,702 

ABD 21+ 49,855 20,972 140,809 147,702 55,966 231,203 41,087 

Ext. 19-34 F 50,575 27,022 174,980 136,911 53,199 235,820 48,014 

Ext. 19-34 M 56,471 25,922 201,066 149,855 61,309 272,318 51,530 

Ext. 35-44 F 22,496 13,460 84,208 66,167 26,575 106,572 24,517 

Ext. 35-44 M 27,749 13,363 105,145 75,989 30,216 133,897 26,318 

Ext. 45-54 F 27,728 15,707 103,248 78,462 34,518 142,123 30,420 

Ext. 45-54 M 26,871 13,206 101,939 72,750 30,243 138,051 26,252 

Ext. 55-64 F 22,364 13,005 87,505 62,665 28,407 132,508 25,653 

Ext. 55-64 M 20,872 10,877 77,562 53,263 24,741 117,299 21,911 

CFC / EXT Delivery 1,836 1,200 6,441 5,787 1,994 7,515 1,833 

AFK AFK 10,754 7,119 39,478 23,978 14,161 39,959 12,124 
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Category of 
Aid Rate Group 

Regional Member Months – July 2017 through December 2017 

North 
Central Northwest Southwest 

South 
Central Southeast Northeast 

Northeast 
Central 

CFC HF/HST M+F <1 29,244 20,797 112,439 97,885 31,048 129,888 31,327 

CFC HF/HST M+F 1 26,655 17,586 99,690 89,173 28,296 116,348 28,429 

CFC HF/HST M+F 2-13 282,362 189,781 1,088,015 924,509 312,879 1,249,596 304,616 

CFC HF/HST F 14-18 44,944 31,302 175,125 146,152 54,275 218,022 50,949 

CFC HF/HST M 14-18 44,111 30,294 170,027 144,135 54,895 211,539 49,529 

CFC HF F 19-44 122,562 67,976 424,084 342,191 129,431 547,294 122,256 

CFC HF M 19-44 36,345 21,351 126,786 123,442 50,970 161,792 38,630 

CFC HF M+F 45-64 19,021 10,103 71,718 67,664 23,373 100,828 19,776 

CFC HST F 19-64 13,924 10,204 53,591 44,987 16,540 55,008 16,337 

ABD < 21 23,226 9,570 70,742 54,347 18,027 103,972 18,966 

ABD 21+ 62,282 25,889 187,480 178,989 68,625 291,280 50,530 

Ext. 19-34 F 50,563 26,936 176,879 140,422 54,204 240,030 48,472 

Ext. 19-34 M 57,695 26,238 204,174 153,247 61,270 276,908 52,581 

Ext. 35-44 F 22,028 13,597 84,938 66,033 25,825 106,442 24,293 

Ext. 35-44 M 27,676 13,458 105,842 75,813 29,798 134,294 26,230 

Ext. 45-54 F 26,731 15,197 98,890 75,693 32,968 137,308 29,129 

Ext. 45-54 M 25,646 12,733 98,473 70,464 29,115 134,142 25,814 

Ext. 55-64 F 21,570 12,812 83,664 60,418 27,427 126,068 24,782 

Ext. 55-64 M 19,690 10,177 72,718 50,894 23,360 111,117 20,935 

CFC / EXT Delivery 1,978 1,218 6,741 5,981 1,956 8,052 1,939 

AFK AFK 13,253 8,746 50,667 34,823 18,281 49,620 14,892 
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Appendix C 
Historical Rating Period Base Information Used to Develop Capitation Rates 

Calendar Year 2008 ABD 21+: Included FFS data from CY2005 and CY2006 
CFC: Included a blend of FFS, Encounter and Cost Report data from CY2005 and CY2006 

Calendar Year 2009 ABD 21+: Included FFS data from CY2006 and a blend of FFS, Encounter and Cost Report data from CY2007 
CFC: Included a blend of FFS, Encounter and Cost Report data from CY2006 and CY2007 

Calendar Year 2010 ABD 21+: Included a blend of FFS, Encounter and Cost Report data from CY2007 and CY2008 
CFC: Included a blend of Encounter and Cost Report data from CY2007 and CY2008 

Calendar Year 2012 ABD 21+ / CFC: Included a blend of Encounter and Cost Report data from CY2009 and CY2010 for non-pharmacy; included 1 
month of managed care (January 2010) and 11 months of FFS (February through December 2010) for pharmacy. 

January – June 2013 ABD 21+ / CFC: Included a blend of Encounter and Cost Report data from CY2009 and CY2010 for non-pharmacy; included 1 
month of managed care (January 2010) and 11 months of FFS (February through December 2010) for pharmacy. 

July to December 2013 ABD 21+ / CFC: Included a blend of Encounter and Cost Report data from CY2010 for non-pharmacy; included 1 month of 
managed care (January 2010) and 11 months of FFS (February through December 2010) for pharmacy. 
ABD <21: Included FFS data from CY2009 and CY2010 

Calendar Year 2014 ABD 21+ / CFC: Included CY2012 Cost Report data as the rate base, supplemented with the January through June 2012 
Encounter data to support member-level rate adjustments. 
ABD <21: Included FFS data from CY2012. 
Extension: Used rate base established from estimated claim costs for the CFC and ABD 21+ populations. 

Calendar Year 2015 ABD 21+ / CFC: Included CY2013 Cost Report data as the rate base, supplemented with CY2013 Encounter data to support 
member-level rate adjustments. 
ABD <21: Included FFS data from CY2012. 
Extension: Used rate base established from estimated claim costs for the CFC and ABD 21+ populations. 

Calendar Year 2016 CFC / ABD / EXT: Included a blend of CY2014 Encounter and Cost Report data. 

Calendar Year 2017 CFC / ABD / EXT: Included a blend of CY2015 Encounter and Cost Report data. 
AFK: Included CY2015 FFS data. 
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Annual Uilization Trend Annual PMPM Trend

2015 2016 2017

2016 / 

2015

2017 / 

2016

2017 / 

2015 2015 2016 2017

2016 / 

2015

2017 / 

2016

2017 / 

2015

HF-HST <1 M+F 904,532 4,463.5 3,954.6 4,142.2 -11.4% 4.7% -3.7% $691.62 $688.33 $814.34 -0.5% 18.3% 8.5%

HF-HST 1 M+F 830,298 3,139.7 2,740.7 2,925.9 -12.7% 6.8% -3.5% $154.34 $177.34 $160.13 14.9% -9.7% 1.9%

HF-HST 2-13 M+F 8,811,008 2,582.4 2,285.6 2,335.7 -11.5% 2.2% -4.9% $112.46 $116.77 $113.53 3.8% -2.8% 0.5%

HF-HST 14-18 M 1,436,937 2,807.7 2,493.7 2,503.7 -11.2% 0.4% -5.6% $146.62 $150.13 $154.15 2.4% 2.7% 2.5%

HF-HST 14-18 F 1,461,237 4,788.6 4,459.3 4,443.6 -6.9% -0.4% -3.7% $176.46 $180.12 $181.12 2.1% 0.6% 1.3%

HF 19-44 M 1,185,946 4,191.3 3,776.9 3,872.4 -9.9% 2.5% -3.9% $203.24 $216.23 $212.32 6.4% -1.8% 2.2%

HF 19-44 F 3,603,491 7,001.0 7,229.1 7,267.5 3.3% 0.5% 1.9% $292.95 $314.34 $311.34 7.3% -1.0% 3.1%

HF 45+ M+F 651,280 8,950.3 9,678.4 8,950.4 8.1% -7.5% 0.0% $477.45 $523.20 $490.45 9.6% -6.3% 1.4%

HST 19-64 F 435,081 6,837.5 7,633.9 8,713.7 11.6% 14.1% 12.9% $280.72 $297.98 $319.05 6.1% 7.1% 6.6%

EXT 19-34 M 1,650,584 4,412.2 4,765.1 3,969.9 8.0% -16.7% -5.1% $237.97 $262.85 $261.51 10.5% -0.5% 4.8%

EXT 19-34 F 1,464,027 6,531.4 6,415.4 6,560.2 -1.8% 2.3% 0.2% $276.82 $296.96 $299.76 7.3% 0.9% 4.1%

EXT 35-44 M 825,788 6,302.2 6,189.1 6,049.6 -1.8% -2.3% -2.0% $407.00 $418.59 $407.40 2.8% -2.7% 0.0%

EXT 35-44 F 687,151 15,979.2 8,946.9 9,100.4 -44.0% 1.7% -24.5% $460.61 $485.33 $482.29 5.4% -0.6% 2.3%

EXT 45-54 M 805,699 9,240.8 8,598.3 8,857.7 -7.0% 3.0% -2.1% $615.38 $645.27 $609.21 4.9% -5.6% -0.5%

EXT 45-54 F 848,122 11,202.5 11,160.3 11,357.7 -0.4% 1.8% 0.7% $621.11 $673.07 $664.49 8.4% -1.3% 3.4%

EXT 55-64 M 635,416 9,853.4 10,133.4 9,971.2 2.8% -1.6% 0.6% $704.45 $782.24 $754.26 11.0% -3.6% 3.5%

EXT 55-64 F 728,848 11,075.7 11,500.9 11,448.7 3.8% -0.5% 1.7% $668.37 $725.31 $720.11 8.5% -0.7% 3.8%

ABD <21 493,223 8,788.8 7,164.4 8,949.2 -18.5% 24.9% 0.9% $579.63 $576.91 $774.75 -0.5% 34.3% 15.6%

ABD 21+ 1,552,669 18,312.0 18,662.3 17,809.6 1.9% -4.6% -1.4% $1,176.01 $1,219.38 $1,210.10 3.7% -0.8% 1.4%

AFK 337,855 0.0 0.0 4,668.6 $0.00 $0.00 $288.04

TANF Subtotal 19,319,810 4,111.5 3,946.4 3,998.4 -4.0% 1.3% -1.4% $204.09 $214.15 $216.77 4.9% 1.2% 3.1%

EXT Subtotal 7,645,635 8,411.2 7,812.4 7,697.9 -7.1% -1.5% -4.3% $445.75 $479.25 $470.45 7.5% -1.8% 2.7%

ABD Subtotal 2,045,892 16,016.2 15,890.4 15,673.6 -0.8% -1.4% -1.1% $1,032.23 $1,064.49 $1,105.14 3.1% 3.8% 3.5%

Combined (Excl AFK) 29,011,337 6,084.1 5,807.6 5,796.7 -4.5% -0.2% -2.4% $326.18 $343.98 $346.27 5.5% 0.7% 3.0%

Total Utilization (per 1k) Total PMPM

Rate Cell 2017 MMs
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Annual Uilization Trend Annual PMPM Trend

2015 2016 2017

2016 / 

2015

2017 / 

2016

2017 / 

2015 2015 2016 2017

2016 / 

2015

2017 / 

2016

2017 / 

2015

HF-HST <1 M+F 904,532 73.4 75.4 78.1 2.7% 3.7% 3.2% $512.34 $510.59 $619.65 -0.3% 21.4% 10.0%

HF-HST 1 M+F 830,298 3.7 3.5 4.0 -6.8% 13.7% 3.0% $47.10 $55.69 $47.89 18.2% -14.0% 0.8%

HF-HST 2-13 M+F 8,811,008 1.5 1.4 1.5 -7.4% 11.0% 1.4% $18.62 $19.53 $16.89 4.9% -13.5% -4.8%

HF-HST 14-18 M 1,436,937 2.6 2.1 2.5 -19.9% 20.6% -1.7% $28.51 $25.64 $29.52 -10.1% 15.1% 1.7%

HF-HST 14-18 F 1,461,237 4.0 3.8 4.2 -6.4% 10.3% 1.7% $34.55 $35.22 $31.17 1.9% -11.5% -5.0%

HF 19-44 M 1,185,946 5.4 5.4 5.6 -0.3% 3.3% 1.5% $46.85 $49.96 $47.35 6.6% -5.2% 0.5%

HF 19-44 F 3,603,491 6.6 6.5 6.8 -1.0% 5.1% 2.0% $43.74 $48.28 $46.63 10.4% -3.4% 3.3%

HF 45+ M+F 651,280 11.2 10.6 10.3 -4.8% -3.7% -4.3% $101.87 $113.78 $96.12 11.7% -15.5% -2.9%

HST 19-64 F 435,081 7.8 7.0 6.6 -10.5% -5.8% -8.1% $41.50 $31.92 $32.01 -23.1% 0.3% -12.2%

EXT 19-34 M 1,650,584 9.5 8.7 9.2 -8.3% 5.2% -1.8% $62.27 $70.80 $70.02 13.7% -1.1% 6.0%

EXT 19-34 F 1,464,027 8.1 7.5 7.9 -6.6% 4.9% -1.0% $49.03 $52.84 $54.52 7.8% 3.2% 5.5%

EXT 35-44 M 825,788 16.0 14.3 14.4 -10.7% 0.9% -5.1% $124.11 $123.38 $117.76 -0.6% -4.6% -2.6%

EXT 35-44 F 687,151 13.5 12.5 12.6 -7.7% 0.7% -3.6% $92.71 $103.12 $96.80 11.2% -6.1% 2.2%

EXT 45-54 M 805,699 23.0 20.9 20.3 -9.1% -3.0% -6.1% $204.77 $210.70 $186.22 2.9% -11.6% -4.6%

EXT 45-54 F 848,122 16.8 16.1 16.3 -4.4% 1.2% -1.6% $142.00 $151.62 $143.42 6.8% -5.4% 0.5%

EXT 55-64 M 635,416 23.8 24.9 24.8 4.5% -0.4% 2.0% $247.50 $279.83 $267.94 13.1% -4.3% 4.0%

EXT 55-64 F 728,848 18.6 18.3 18.8 -1.4% 2.9% 0.7% $183.16 $190.57 $183.14 4.0% -3.9% 0.0%

ABD <21 493,223 11.9 9.3 11.2 -22.1% 20.5% -3.2% $163.99 $160.89 $220.80 -1.9% 37.2% 16.0%

ABD 21+ 1,552,669 40.8 35.7 37.8 -12.5% 5.9% -3.7% $352.89 $348.15 $363.83 -1.3% 4.5% 1.5%

AFK 337,855 0.0 0.0 5.0 $0.00 $0.00 $59.60

TANF Sub Inpatient 19,319,810 6.9 6.8 7.1 -1.1% 4.9% 1.8% $54.64 $56.40 $58.89 3.2% 4.4% 3.8%

EXT Sub Inpatient 7,645,635 14.6 13.8 14.0 -5.4% 1.4% -2.1% $119.93 $128.44 $122.24 7.1% -4.8% 1.0%

ABD Sub Inpatient 2,045,892 33.8 29.3 31.4 -13.3% 7.0% -3.7% $307.35 $303.01 $329.35 -1.4% 8.7% 3.5%

Combined (Excl AFK) 29,011,337 10.8 10.2 10.6 -5.3% 4.0% -0.7% $89.67 $92.78 $94.66 3.5% 2.0% 2.7%

Inpatient PMPM

Rate Cell

Inpatient Util (per 1k)

2017 MMs
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ER Utilization (per 1k) Annual Utilization Trend Annual PMPM Trend

2015 2016 2017

2016 / 

2015

2017 / 

2016

2017 / 

2015 2015 2016 2017

2016 / 

2015

2017 / 

2016

2017 / 

2015

HF-HST <1 M+F 904,532 292.6 358.5 329.2 22.5% -8.2% 6.1% $19.31 $21.88 $23.17 13.3% 5.9% 9.5%

HF-HST 1 M+F 830,298 259.0 326.4 312.7 26.0% -4.2% 9.9% $15.86 $19.18 $19.46 20.9% 1.5% 10.8%

HF-HST 2-13 M+F 8,811,008 124.0 158.6 136.0 27.9% -14.3% 4.7% $7.82 $9.01 $9.53 15.3% 5.7% 10.4%

HF-HST 14-18 M 1,436,937 140.6 183.9 138.6 30.8% -24.7% -0.7% $9.07 $10.79 $9.89 18.9% -8.4% 4.4%

HF-HST 14-18 F 1,461,237 217.0 339.1 231.3 56.3% -31.8% 3.2% $14.33 $17.40 $15.88 21.4% -8.7% 5.3%

HF 19-44 M 1,185,946 318.2 453.7 295.2 42.6% -34.9% -3.7% $18.88 $23.26 $17.72 23.2% -23.8% -3.1%

HF 19-44 F 3,603,491 501.4 823.5 469.4 64.2% -43.0% -3.2% $30.30 $37.94 $28.91 25.2% -23.8% -2.3%

HF 45+ M+F 651,280 388.0 646.4 359.3 66.6% -44.4% -3.8% $22.60 $29.63 $20.91 31.2% -29.4% -3.8%

HST 19-64 F 435,081 388.4 614.2 377.8 58.1% -38.5% -1.4% $25.33 $29.29 $24.54 15.6% -16.2% -1.6%

EXT 19-34 M 1,650,584 392.1 510.5 333.7 30.2% -34.6% -7.7% $24.29 $27.74 $21.74 14.2% -21.6% -5.4%

EXT 19-34 F 1,464,027 493.4 731.5 429.0 48.3% -41.3% -6.7% $30.09 $35.47 $27.32 17.9% -23.0% -4.7%

EXT 35-44 M 825,788 505.6 696.7 427.0 37.8% -38.7% -8.1% $31.50 $34.99 $27.21 11.1% -22.2% -7.1%

EXT 35-44 F 687,151 616.1 870.8 520.3 41.4% -40.3% -8.1% $34.54 $41.23 $30.75 19.4% -25.4% -5.7%

EXT 45-54 M 805,699 547.1 734.5 466.2 34.2% -36.5% -7.7% $32.44 $37.87 $28.13 16.7% -25.7% -6.9%

EXT 45-54 F 848,122 567.2 828.1 504.0 46.0% -39.1% -5.7% $30.84 $38.59 $28.60 25.1% -25.9% -3.7%

EXT 55-64 M 635,416 406.2 570.8 370.7 40.5% -35.1% -4.5% $23.43 $28.84 $21.99 23.1% -23.8% -3.1%

EXT 55-64 F 728,848 392.2 577.0 361.3 47.1% -37.4% -4.0% $21.14 $27.15 $19.96 28.4% -26.5% -2.8%

ABD <21 493,223 253.6 330.7 328.1 30.4% -0.8% 13.8% $17.60 $19.21 $21.76 9.2% 13.3% 11.2%

ABD 21+ 1,552,669 924.2 1,383.6 896.4 49.7% -35.2% -1.5% $50.96 $60.25 $47.75 18.2% -20.7% -3.2%

AFK 337,855 0.0 0.0 133.2 $0.00 $0.00 $10.31

TANF Sub ER 19,319,810 243.1 359.5 245.0 47.9% -31.9% 0.4% $15.05 $18.24 $15.94 21.2% -12.6% 2.9%

EXT Sub ER 7,645,635 480.8 675.5 417.4 40.5% -38.2% -6.8% $28.31 $33.52 $25.49 18.4% -23.9% -5.1%

ABD Sub ER 2,045,892 762.5 1,129.7 759.4 48.2% -32.8% -0.2% $42.91 $50.35 $41.49 17.3% -17.6% -1.7%

Combined (Excl AFK) 29,011,337 342.4 497.1 326.7 45.2% -34.3% -2.3% $20.51 $24.53 $20.26 19.6% -17.4% -0.6%

ER PMPM

2017 MMsRate Cell
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Annual Utilization Trend Annual PMP Trend

2015 2016 2017

2016 / 

2015

2017 / 

2016

2017 / 

2015 2015 2016 2017

2016 / 

2015

2017 / 

2016

2017 / 

2015

HF-HST <1 M+F 904,532 27.9 17.5 19.2 -37.4% 9.9% -17.1% $2.47 $2.61 $2.59 5.6% -0.9% 2.3%

HF-HST 1 M+F 830,298 15.1 10.4 11.2 -31.0% 8.1% -13.6% $1.08 $1.27 $1.23 17.7% -3.6% 6.5%

HF-HST 2-13 M+F 8,811,008 5.7 4.6 4.6 -18.8% -0.3% -10.0% $0.47 $0.47 $0.47 -1.5% 1.3% -0.1%

HF-HST 14-18 M 1,436,937 11.6 9.7 9.9 -16.6% 2.5% -7.5% $1.07 $1.03 $1.08 -4.4% 5.0% 0.2%

HF-HST 14-18 F 1,461,237 19.3 15.5 15.6 -19.5% 0.3% -10.1% $1.20 $1.34 $1.28 11.9% -4.2% 3.5%

HF 19-44 M 1,185,946 21.9 18.4 18.7 -16.2% 1.5% -7.8% $1.69 $2.04 $1.81 21.0% -11.5% 3.5%

HF 19-44 F 3,603,491 28.2 24.4 24.4 -13.3% -0.2% -7.0% $1.94 $2.08 $2.01 7.5% -3.6% 1.8%

HF 45+ M+F 651,280 32.2 26.0 22.9 -19.2% -12.1% -15.7% $2.38 $2.54 $2.00 6.9% -21.3% -8.3%

HST 19-64 F 435,081 37.3 27.3 30.2 -26.8% 10.6% -10.0% $2.27 $2.60 $2.75 14.6% 6.0% 10.2%

EXT 19-34 M 1,650,584 42.1 30.7 33.7 -27.2% 9.7% -10.6% $2.51 $2.75 $2.93 9.7% 6.6% 8.1%

EXT 19-34 F 1,464,027 34.3 27.2 27.7 -20.5% 1.9% -10.0% $2.04 $2.16 $2.17 5.7% 0.5% 3.0%

EXT 35-44 M 825,788 57.2 40.9 44.6 -28.6% 9.1% -11.7% $3.50 $3.57 $3.77 1.8% 5.8% 3.8%

EXT 35-44 F 687,151 48.7 37.7 36.6 -22.6% -2.9% -13.3% $2.77 $3.01 $2.96 8.5% -1.7% 3.3%

EXT 45-54 M 805,699 76.7 55.2 52.4 -28.1% -5.1% -17.4% $4.50 $4.96 $4.48 10.3% -9.8% -0.3%

EXT 45-54 F 848,122 54.4 43.1 40.7 -20.7% -5.5% -13.4% $3.23 $3.54 $3.18 9.6% -10.0% -0.7%

EXT 55-64 M 635,416 70.0 53.2 52.7 -23.9% -0.9% -13.2% $4.06 $4.36 $4.51 7.3% 3.5% 5.4%

EXT 55-64 F 728,848 50.9 39.7 36.5 -22.0% -8.2% -15.4% $2.88 $3.33 $2.95 15.5% -11.2% 1.3%

ABD <21 493,223 32.5 24.4 31.8 -24.7% 29.9% -1.1% $2.20 $2.13 $2.92 -3.2% 36.8% 15.1%

ABD 21+ 1,552,669 127.8 119.8 122.1 -6.3% 1.9% -2.3% $8.75 $8.79 $9.08 0.5% 3.3% 1.8%

AFK 337,855 15.6 $1.21

TANF Sub Ambulance 19,319,810 15.4 12.4 12.5 -19.2% 0.8% -9.8% $1.15 $1.23 $1.18 7.0% -3.6% 1.6%

EXT Sub Ambulance 7,645,635 51.0 38.5 38.6 -24.6% 0.4% -13.0% $3.00 $3.26 $3.20 8.4% -1.7% 3.3%

ABD Sub Ambulance 2,045,892 104.8 96.8 100.3 -7.7% 3.6% -2.2% $7.17 $7.19 $7.59 0.2% 5.7% 2.9%

Combined (Excl AFK) 29,011,337 31.1 25.2 25.6 -18.8% 1.4% -9.3% $2.06 $2.18 $2.17 5.9% -0.7% 2.6%

Ambulance Utilization (per 1k) Ambulance PMPM

2017 MMsRate Cell
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Annual Utilization Trend Annual PMPM Trend

2015 2016 2017

2016 / 

2015

2017 / 

2016

2017 / 

2015 2015 2016 2017

2016 / 

2015

2017 / 

2016

2017 / 

2015

HF-HST <1 M+F 904,532 359.0 359.7 374.1 0.2% 4.0% 2.1% $16.07 $15.47 $16.24 -3.7% 5.0% 0.5%

HF-HST 1 M+F 830,298 261.3 272.0 285.4 4.1% 4.9% 4.5% $11.67 $13.48 $11.93 15.5% -11.5% 1.1%

HF-HST 2-13 M+F 8,811,008 170.7 176.1 182.8 3.1% 3.8% 3.5% $8.06 $8.45 $8.56 4.8% 1.3% 3.1%

HF-HST 14-18 M 1,436,937 143.9 147.6 155.5 2.6% 5.3% 3.9% $6.94 $7.21 $7.50 3.8% 4.0% 3.9%

HF-HST 14-18 F 1,461,237 240.5 243.5 252.2 1.2% 3.6% 2.4% $11.54 $11.71 $12.15 1.5% 3.7% 2.6%

HF 19-44 M 1,185,946 174.9 178.4 175.9 2.0% -1.4% 0.3% $8.91 $9.49 $9.32 6.6% -1.8% 2.3%

HF 19-44 F 3,603,491 383.5 383.7 376.2 0.1% -1.9% -1.0% $19.19 $19.99 $19.59 4.1% -2.0% 1.0%

HF 45+ M+F 651,280 433.6 446.8 432.0 3.1% -3.3% -0.2% $22.22 $24.01 $23.13 8.1% -3.7% 2.0%

HST 19-64 F 435,081 623.1 656.4 655.3 5.3% -0.2% 2.5% $31.22 $32.99 $33.07 5.7% 0.2% 2.9%

EXT 19-34 M 1,650,584 150.6 148.8 150.4 -1.2% 1.1% -0.1% $7.38 $7.91 $7.89 7.2% -0.3% 3.4%

EXT 19-34 F 1,464,027 345.3 344.4 339.8 -0.3% -1.3% -0.8% $16.59 $17.78 $17.54 7.2% -1.4% 2.8%

EXT 35-44 M 825,788 268.6 255.5 253.2 -4.9% -0.9% -2.9% $13.29 $13.69 $13.49 3.1% -1.5% 0.8%

EXT 35-44 F 687,151 459.2 442.8 441.3 -3.6% -0.3% -2.0% $22.44 $23.51 $23.33 4.8% -0.8% 2.0%

EXT 45-54 M 805,699 391.8 379.1 369.2 -3.2% -2.6% -2.9% $19.34 $20.31 $19.69 5.0% -3.0% 0.9%

EXT 45-54 F 848,122 555.8 552.8 549.9 -0.5% -0.5% -0.5% $27.17 $29.42 $29.22 8.3% -0.7% 3.7%

EXT 55-64 M 635,416 429.5 428.9 418.6 -0.2% -2.4% -1.3% $21.12 $22.90 $22.29 8.4% -2.7% 2.7%

EXT 55-64 F 728,848 540.6 547.5 542.0 1.3% -1.0% 0.1% $26.57 $29.15 $28.79 9.7% -1.2% 4.1%

ABD <21 493,223 287.8 287.0 362.5 -0.3% 26.3% 12.2% $14.31 $14.19 $17.38 -0.8% 22.4% 10.2%

ABD 21+ 1,552,669 634.3 623.5 588.5 -1.7% -5.6% -3.7% $31.38 $33.11 $31.10 5.5% -6.1% -0.5%

AFK 337,855 238.1 $11.05

TANF Sub Office Visits/Consults 19,319,810 245.7 250.6 254.1 2.0% 1.4% 1.7% $11.90 $12.44 $12.40 4.6% -0.3% 2.1%

EXT Sub Office Visits/Consults 7,645,635 359.1 354.6 350.9 -1.3% -1.0% -1.1% $17.56 $18.79 $18.53 7.0% -1.4% 2.7%

ABD Sub Office Visits/Consults 2,045,892 550.8 542.4 534.1 -1.5% -1.5% -1.5% $27.27 $28.55 $27.79 4.7% -2.7% 1.0%

Combined (Excl AFK) 29,011,337 297.1 298.6 299.3 0.5% 0.3% 0.4% $14.47 $15.25 $15.10 5.4% -1.0% 2.2%

Office Visits/Consults Util (per 1k) Office Visits/Consults PMPM

2017 MMsRate Cell




