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Ohio Medicaid Managed Care Program

The Ohio Department of Job and Family Services (ODJFS)
(formerly Ohio Department of Human Services, ODHYS) is the
angle dtae agency responsible for the implementation and
adminigrationof theMedicaid program. Asava ue purchaser of
hedth care, Ohio Medicaid has incorporated the use of
managed care to enhance system accountability for access and
quality aswell asto achieve greater cost predictability. Managed
care offers an opportunity to assure access to a primary care
provider, emphasize preventive care, and encourage the
appropriate utilization of services in the most cod-effective
Setings.

Purpose of the Progress Reports

An essentid component of a vaue purchasing drategy is an
emphas's onperformance and information. The progressreports
were developed to consolidate and summarize the information
avalable about Ohio’'s Medicaid managed care program for
Covered Families and Children* and the performance of its
contracting managed care plans (MCPs).

Plan performance in the key areas of access, qudity, and
consumer satisfaction is crucid to the overdl vaue of the

! Program eligibles include Ohio Works First, Healthy Start and CHIP
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program. Adminigrative capacity, the ability to provide accurate
and complete information and operate required program e ements
such as member services and grievance systems, isaso essentia to
program vaue. The “Qudity Agenda” which is atached as
Appendix A, identifies the information used to assess plan
performance in each of the vaue components (Access, Qudity,
Consumer Satisfaction, Adminigtrative Capacity). The Progress
Report describes the status of the program during the twelve month
reporting period, summarizes performance for that time period in
each of the vaue components, and includes data reportsin specific
aress. (Daareports are available for dl individua counties as well
as Satewide))

It isimportant to note that individual MCP performance should not
be assessed based on any oneindicator inisolation but by reviewing
acombination of indicators.

1999 Statewide Summary

During this reporting period, the Medicaid managed care program
continued to be affected by the volatile environment in the overdl
hedthcareindustry. Mergersand acquisitions occurred throughout
the industry and across the country, resulting in a decrease in the
number of managed care plans.  In the Ohio program, the number
of contracting plans decreased by two from January 1999 to
December 1999 and other MCPs |eft some counties of operation.
Asof December 1999, eleven plans were under contract to serve
Medicaid enrollees in Sxteen counties. This decline in the number




of plans serving the Medicaid managed care consumers reflects
anationd trend of more closdly digning the appropriate number
of financidly and programmatically solid planswith the number of
consumers.

By the end of the year, three mandatory enrollment counties
(Butler, Hamilton, and Montgomery) became voluntary
enrallment counties. This changein designation was made dueto
the withdrawa or termination of one or more MCPs from these
counties. The total number of mandatory counties as of January
2000 was seven, with nine counties designated as voluntary.

Ealy in the year, the Ohio Department of Insurance (ODI)
placed DayMed in liquidation. Hedlth Power madethedecision
to sdf-liquidate its organization and, in both cases, ODJFS
movedimmediately to terminatethe provider agreement with both
MCPs and return enrollees to Medicaid fee-for-service (FFS)

coverage pending their sdlection of another MCP. At no time
was any Medicaid member |eft without coverage.

In December, ODJFS sent notice to Total Health Care Plan
(THCP) of its decision not to renew its provider agreement for
Stark and Summit Counties. Thisproposed action wasthe result
of noncompliance with a number of ODJFS program
requirements. In February 2000 this action was extended for all
THCP contracting counties. THCP gppeded this decison and
aadminigrative hearing hastaken place. THCP continuesto be
respongble for sarving ther current enrollees and meeting
contract requirements pending afina decison.
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Severd key program enhancements and initiatives in the Medicad
managed care program were implemented during this reporting
period:

Q) The prompt payment of cdlams requirement was added to
the provider agreement effective March 1, 1999. As
federdly required, al MCPs must ensure that 90% of clean
dams are paid within 30 days and that 99% of al clean
dams are pad within 90 days of receipt, unless other
contracted provisons have been agreed to. The BMHC
closdly monitors this requirement and has pendties for
noncompliance.

The BMHC revised twelve Ohio Adminigtrative Coderules
for MCPs. Areas addressed included member services,
enrollee rights, and MCP financid respongbility.

The BMHC, through anindependent externa quality review
organization, conducted MCP adminigtrative and clinica
sudies during the year usng SFY 1998 data. Prior
authorization, emergency department diverson, diabetes,
and asthma care studies were performed.

ODJFS increased capitation rates paid to MCPs.  This
increase was based upon changes in case mix, adeclinein
the number of Medicaid Ohio WorksFirg digibles, andthe
impact of welfare reform.

In October, ODJFS released a Request for Proposas
(RFP) to obtain proposals from MCPs interested in




operating in Butler, Cuyahoga, Franklin, Hamilton, and
Montgomery Counties.

Value Components

Access

Plans must meet and document specified minimums in terms of
number and types of providers prior to recelving a contract and
must comply with the requirements throughout the contract
period. Primary care provider (PCP) capacity and location must
aso meet minimum specifications. A provider database and
Geographic Information System(GIS) arein place to assessand
monitor these requirementsover time; in addition, grievancesand
complaints are reviewed to indicate potentia problem aress.
Enrollees are to sdlect a primary care provider upon enrollment
and plans are required to distribute member handbooks and
provider directories to each member.

PCP Capacity was four times higher than the number of
Medicaid eligibles. Each PCP commits to a number of
Medicad eigibles when signing an MCP provider agreement.
Summing this number across provider agreements givesthetota
capacity. The comparison of total capacity with the number of
Medicad digiblesis a strong indication of the access to PCPs.
PCP capacity in each county remains well above the number of
eligibles who could enrall, despite plan withdrawas.
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Over 90% of eligibles are within 10 miles of a PCP with
capacity in most Medicaid managed care counties. The
geographica anadysisof MCPs PCP pand s comparesthelocation
and capacity of PCPstothelocation of al digiblesat acounty leve.
The closer PCPs and their capacity are to the Medicaid digibles,
the better the access to primary care services. In addition, most
M CP PCP provider pands have experienced reasonableturnover
rates and few access related complaints and grievances have been
filed by enrollees

Three MCPs did experience rdatively high PCP turnover rates.
Emerad’ s turnover rate was due to the loss of two provider groups
and a change in contracting arrangements.  The realignment of
SuperMed’ s provider pand resulted in alarge number of provider
deletions. For Tota Headth Care Plan, non-payment and late
payment of dams resulted in providers terminging ther
subcontracts with the MCP.  The BMHC monitors al MCPs
provider panels to ensure adequate numbers of providers and that
pand composition requirements are being met.

Plans are meeting and, in some instances, exceeding access
related program requirements. In addition to meeting program
requirements, plans also provide access related services beyond
those required by Medicad feefor-servicee These include
trangportation for members to providers, extended vist times for
providers, member educationd materids, and issuance of a
managed care plan identification card.

Consumer_Satisfaction




Tools used to assess consumer sdatisfaction include an
independent consumer satisfactionsurvey, required managed care
plan surveys, review of complaints and grievances, voluntary
disenrollment rates and reasons, and the number of and reasons
for just cause disenrollments (*just cause” are reasons which
dlow an individua to make an enrollment change outside of the
semi-annud open enrollment month).

Overall satisfaction of consumers improved with several
MCPs receiving very high satisfaction scores according to
preliminary survey results. A draft verson of the consumer
satisfaction survey conducted on individualsenrolled in Medicaid
MCPs during 1999 has been completed and the fina report
should be avallable in the fal of 2000.

Voluntary disenrollments averaged less than 0.5% during

1999. Voluntary disenrollment rates have been consistently low
in the program a a level of less than 1%; disenrollment due to
loss of digihility is far higher, typicaly over 10% of totd
enrollment each month. MCP rates varied from .06% to 1.5%.

Two MCPs did experience disenrollment rates higher than those
for other MCPs. Mediplan’s higher rate may have been dueto
enrollees disenrolling due to  their limited provider pandl. Totd
HedthCare Plan’s(THCP) higher ratewasmost likely related to
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poor performance in member satisfaction and the loss of severd
providers. Thisaso explans THCP slarge number of PCPrelated
requests for Just Cause. As CY 2000 began, the BMHC was
monitoring THCP to ensure that enrollees have access to medical
sarvices while ODJFS pursues termination of THCP's provider
agreement.

Grievances and complaints are also low, averaging fewer than
three per 1000 member months. The mgority of grievances in
1999 reflected claims payment issues for five plans. This will be
addressed in each MCPs performance improvement agreement
(PIA).

The aforementioned findingsindicatethat consumer satisfactionwith
managed care enrollment continuesto be high. Also contributing to
enrollee satisfaction are enhanced member services provided by
M CPsincluding member servicestelephonelines, internd grievance
processes, member educational materias, and 24-hour lines that
offer medical advice and direction.

Quality of Care

Mechaniams to assess dlinicd qudity of care include the annud
externd qudity review, consumer satisfaction survey results, and
utilizationreviews. Complaintsand grievancesareaso reviewed to
assess the quality of care received through MCPs.




The external qualityreview survey indicates MCP providers
comply with appropriate antibiotic prescribing patterns 93%
of the time. In addition, the latest survey results (for services
deliveredin SFY 1998) found theaverage overal externa qudity
review score for al MCPs to be 81% with individual scores
ranging from 68% to a high of 88%. A clinical review of MCP
case management activities reveded deficiencies which MCPs
were required to address in their qudity improvement plans
(QIP). Case management will again be reviewed as part of the
clinica study in 2000. Any aress of deficiency subject plansto
specific qudity improvement strategies monitored by Bureau of
Managed Hedlth Care staff.

Utilization review indicates more appropriate use of medical
services. Aggregate utilization reports, which are salf-reported
semi-annudly by MCPs, are dso assessed asaqudlity indicator,
especidly in the key areas of physician vigits, emergency room
use, and inpatient utilization. For SFY 1999, primary care
physician vists were 135 per 1000 member months; specidist
vigtswere 123 per 1000 member months; inpatient days stood
at 36 per 1000 member months; and emergency room visitswere
58 per 1000 member months. Among a comparable FFS
population during the most recently available reporting period
(SFY 1998), inpatient days were 67 per 1000 member months
and emergency room visits were 86 per 1000 member months.
ODJFS compares utilization information with other indicators
(suchasencounter dataand grievances) to identify patternswhich
may indicate problem aress.
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PCP vigits for two MCPs, Emerad and THCP, were low
compared to other MCPs. Dataintegrity for Emerald may be an
issue dueto an internd system conversion and aloss of clamsdata
from a specific provider. THCP aso underwent a systems
converson and provider numbers decreased due to their
termination with the MCP. As previoudy dated, the BMHC
monitorsthese Stuationsand assistsenrollees, on anindividua bas's
if necessary, to ensure that MCPs are providing accessto care.

Very low number of quality related complaints and grievances.
Qudity related complaints and grievances reported by MCP
enrollees were less than 0.95 per 1000 member months. Each
quality related complaint or grievance received by the BMHC is
reviewed by a nurse who follows up with the MCP.

Efforts continueto accurately assessthe actud utilization and qudity
of care. Current information does indicate consgtently that
managed care has resulted in reduced inpatient and emergency
utilization compared to FFS while providing enrollees with quality
rdlated enhancements. MCPs provide over the counter
medications, expanded vison benefits, reminder cards for
preventive care (e.g., immunizations, well child vigts), prenata care
incentive programs, hedlth educationd activities and materids, and
health assessments for new members.

Administrative/ I nformation




Managed care plans perform at varying levels of sophiticationin
the area of adminidrative capacity. The ability to report
information accurately and completdy is essentid to the
determination of vaue otherwise, there will continue to be
uncertainty with the assessment of access, qudity, and other
performance indicators.

Some plans have had difficulty achieving the encounter data
reporting requirements, athough only one was operating under a
corrective action plan for volume of submissions as of December
1999. Thisindicates that MCP submission of encounter datais
improving dthough questionsremainregarding therdiability of the
data firgt submitted by MCPs. Consstent wth national and other
states experience, the BMHC expected that three years of data
collectionwould be necessary to ensure data sufficiency and four
to assure reiability.

The Bureau of Managed Hedlth Care reviews monthly reportsto
monitor the MCP's encounter data submissions. If a plan’s
encounter data volume is low, ODJFS will require a corrective
action plan (CAP) to increase the volume by identifying and
correcting data problems (e.g., incorrect coding, delayed
submissions or incomplete submissons). Failure to comply with
a CAP canreault in theimpodtion of arefundablefine. Oncethe
problems identified by the CAP areresolved to the satisfaction of
ODJFS, the money isrefunded to the plan. Reporting timeliness
and accuracy in othersaress (e.g., grievances, utilization reports,
costs) dso vay by plan, with falures to mest minimum
Specifications resulting in progressive pendlties.
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Another indicator of adminigtrative capacity isthe annud review of
net worth per member. While oversght of thefinancid solvency of
dl MCPs in the date is the statutory responsbility of the Ohio
Depatment of Insurance and only plans licensed by ODI are
currently considered for Medicaid contracts, ODJFS does monitor
MCP financid reports for Sgns of difficulties which could creste
access or qudity concerns. As a partiad indicator of financid
dability, ODJFS established a measure of net worth per member
(NWPM) for Medicaid contracting plans which is assessed
anudly. Any plan found to be below the standard is further
reviewed and monitored for any indication of compromised quality
or access. Inaddition, the BMHC will require, in late 2000, MCPs
to meet two additiond financid requirements. At a minimum,
corrective action plans will be required from MCPs that fal below
these annud financia standards.

Deficienciesin many adminisrative areas result in the assessment of
points under the managed care program’s “Point Compliance
Sysem.” After a specified number of occurrences, points are
accrued and/or fines, enrollment freezes, and other penatiesmay be
assessed dong with required corrective action. As of December
1999, seven plans had points assessed, and three had reached the
fine levd. This tool, while important to identify and correct
deficiencies in plan operations, is less effective as a performance
improvement mechanism since it does not offer a prospective
incentive for improvement.

Performance Improvement Agreements (PIA) have been created
for eech MCP. These documents, mutualy devel oped by both the




MCP and BMHC, serve as both an early warning sysiem and an
outline of activities the MCP can cary out to increase
performance beyond minimum program requirements.

The ability of plans to perform administrative and reporting
program requirements is a mgjor contributor to vaue. While
grievances and consumer satisfaction indicate no reason to
suspect quality or access problems, the current uneven
administrative performance among plans remains a maor
oversght chalenge.
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Appendix B

Data Reports

The following data reports provide a summary of several Quality Agenda
indicators monitored by the BMHC. A more detailed narrative of the data
reportsis available from the BMHC.

M CP abbreviations used in the following data reports:

DHP Dayton Area Health Plan
EMD Emerad HMO

FHP Family Health Plan
GEN Genesis Health Plan
HHO HMO Health Ohio
MP Mediplan

PAR Paramount Health Care
QC QualChoice

SC SummaCare

SM SuperMed HMO

THC Total Health Care
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Statewide
December 1999

PCP CAPACITY

An MCP must subcontract with a minimum number of full time (FTE) PCPs; the required number is based on the number of MCP eligibles in a
county. At least one FTE PCP is required for every 2000 Medicaid enrollees. The report represents the PCP capacity created by all MCPs

operating within a particular country.

County Ratio of Capacity to Enrollment* Ratio of Capacity to Eligibles*
Butler 784.33% 247.43%
Clark 784.27% 75.76%
Cuyahoga 1097.56% 977.73%
Franklin 296.97% 227.32%
Greene 3177.25% 103.47%
Hamilton 648.92% 125.29%
Lorain 652.91% 481.93%
Lucas 324.34% 291.93%
Mahoning 3513.68% 198.59%
Montgomery 367.19% 140.45%
Pickaway 1298.45% 96.76%
Stark 430.08% 344.73%
Summit 394.58% 339.24%
Trumbull 24941.86% 78.55%
Wood 443.80% 346.92%
Statewide Average 678.01% 432.22%

* December 1999 figures

Please refer to the text for further information.

Source: ODHS, Bureau of Managed Health Care
2/6/2000 MHS




Statewide

January - December 1999

PCP TURNOVER RATE

Provider turnover rate is the ratio of the number of PCPs in the provider network on January 1, 1999 to the number
no longer in the network on December 31, 1999.

PCP
MCP TURNOVER RATE
DAYTON AREA HEALTH PLAN 8%
EMERALD HMO INC 24%
FAMILY HEALTH PLAN 7%
GENESIS HEALTH PLAN 17%
HMO HEALTH OHIO 16%
MEDIPLAN 13%
PARAMOUNT HEALTH CARE 8%
QUALCHOICE 13%
SUMMACARE 6%
SUPERMED HMO 24%
TOTAL HEALTH CARE 20%
Statewide Average 15%

Source:ODHS, Bureau of Managed Health Care
02/15/2000 HGP



Statewide
December 1999

Enrollment Status

The graph represents the eligible enroliment percentage for each MCP statewide as of December 1999.

THC (17.28%)

DHP (22.84%)

SM (12.15%)

EMD (8.43%)

SC (9.43%) FHP (4.19%)

GEN (2.75%)
HHO (2.08%)
MP (1.99%)

QC (12.55%) PAR (6.32%)

Please refer to the text for further information.

Source: ODHS, Bureau of Managed Health Care
12/17/99 MHS




Statewide

January-December 1999

VOLUNTARY DISENROLLMENTS

quality and satisfaction.

ODHS enrollment data reports the actual number of individuals enrolled or disenrolled. Voluntary disenrollments are initiated
by the enrollee. Involuntary disenroliments occur when an enrollee loses MCP eligibility. ODHS monitors rates to assess

Avg. Monthly Avg. Monthly
MCP Enrollment as of Avg. Monthly Voluntary Voluntary
Dec 1999 Enrollment . .

Disenrollments Disenrollment Rate
DAYTON AREA HEALTH PLAN 59,332 59,331 36.08 0.06%
EMERALD HMO INC 21,189 21,062 169.42 0.80%
FAMILY HEALTH PLAN 10,877 11,798 41.67 0.35%
GENESIS HEALTH PLAN OF OHIO 7,155 4,675 7.75 0.17%
HMO HEALTH OHIO 5,399 5,832 46.67 0.80%
MEDIPLAN 5,158 4,254 62.25 1.46%
PARAMOUNT HEALTH CARE 16,429 16,499 16.50 0.10%
QUALCHOICE 32,591 32,280 70.58 0.22%
SUMMACARE 24,502 22,825 79.75 0.35%
SUPER MED HMO 31,560 36,218 151.67 0.42%
TOTAL HEALTH CARE PLAN INC 44,879 42,072 507.33 1.21%
STATEWIDE TOTAL 259,071 256,844 1,189.67 0.46%

Average monthly enrollment = Sum of the monthly enroliment for the report period divided by the number of active months of enroliment.
Average monthly disenroliment = Sum of the monthly disenroliments for the report period divided by the number of months with enroliment.
Average voluntary disenrollment rate = Average monthly voluntary disenroliments divided by average monthly enrollment.

Statewide total disenrollments for January-December 1999: 274,749

Statewide voluntary disenrollments for January-December 1999: 14,276

Please refer to the text for further information.

Source: ODHS, Bureau of Managed Health Care

1/14/2000 MHS




VOLUNTARY DISENROLLMENT RATE

Statewide
January- December 1999

The graph represents each managed care plan's average monthly voluntary disenrollment as a percentage of each managed care plan's monthly

enrollment.
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Please refer to the text for further information.
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Source: ODHS, Bureau of Managed Health Care
1/14/2000 MHS




Statewide

January-December 1999

JUST CAUSE

Enrollees of Medicaid-serving MCPs who want to change their MCP outside of the initial month of enrollment must apply to ODHS for a Just Cause
Disenrollment. The following is a summary of the Just Cause activity in 1999.

. Special Asst. Denied/
MCP ngnlslft nggmuzrge Medical Group Other MClloPOBOI:Aa'\IAEer Approved | Denied | Enroliment

Condition Moved Changed

Dayton Area Health Plan 0 0 0 0 51 0.07 5 9 11
Emerald 30 0 3 1 226 1.03 102 53 26
Family HP 2 0 0 4 55 0.43 16 16 11
Genesis 0 0 0 0 59 1.05 14 14 9
HMO Health Ohio 2 0 1 0 105 1.54 23 28 19
MediPlan 0 0 1 0 111 2.19 28 18 20
Paramount 0 0 0 0 51 0.26 13 13 11
QualChoice 0 0 1 0 64 0.17 20 19 6
SummaCare 1 0 1 0 199 0.73 61 34 30
SuperMed 3 0 6 0 151 0.37 30 42 18
Total HP 380 0 9 0 665 2.09 499 191 103
Statewide Totals 418 0 22 5 1737 0.90 811 437 264

* Reasons represent those Just Cause applications received during the reporting period. Decisions represent Just Cause applications processed
during the reporting period. As a result, decisions may not necessarily equal requests received.

Please refer to the text for further information.

Source: ODHS, Bureau of Manged Health Care

01/26/2000 MHS




Statewide
January 1, 1999 - December 31, 1999

COMPLAINTS AND GRIEVANCES

ODHS reviews complaints and grievances in order to address concerns from enrollees and insure quality of service from MCPs.

MCP Access |Quality [MCP Sat/ | Biling | Other | Total* | Remedial | Compliants/Grievances
Admn | Prov | Issues Action** Per 1,000 MM***
Sves. | Sves.
Dayton Area Health Plan 14 15 9 17 57 1 108 15 0.171
Emerald HMO 41 0] 212 4 63 0 290 273 1.372
Family Health Plan 38 6 19 20 286 35 390 42 3.273
Genesis Health Plan of Ohio 6 1 10 1 1 3 16 10 0.409
HMO Health Ohio 14 1 5 0 290 2 311 74 4.646
MediPlan 55 0 1 6 55 8 95 43 2.603
Paramount Health Care 170 8| 491 28 928 13| 1,633 1,014 9.411
QualChoice Health Plan, Inc. 6 0 9 0 261 1 274 239 0.833
SummacCare 167 15 48 28 627 3 870 658 3.890
SuperMed HMO 67 17 22 4| 1405 13| 1,527 259 3.942
Total Health Care Plan 11 0 125 2 851 2 986 178 2.387
Statewide Totals 589 63 951 110 4,824 81 6,500 2,805 2.380

*Total may not equal the sum of the categories as a complaint/grievance may be defined in more than one category or unresolved.
**Remedial action is any action which an MCP takes or should take to resolve a problem for which the MCP or its providers is culpable.
***Complaint/Grievance calculation based on ODHS member month data; Complaints/Grievances=Complaints/Grievancesx1000 divided by Member Months.

Please refer to the text for further information.

Source: ODHS, Bureau of Managed Health Care
09/07/00



Statewide

January-December 1999

STATE HEARINGS

ODHS collects state hearing information from the notices sent out by MCPs when proposing to reduce, terminate, or deny a service or payment on a service. Information
regarding the number of state hearings requested and the outcomes of all hearings are tracked for each MCP.

Hearings

Reason for MCP Decision Requested Outcome
Member Months .
MCP Jan -Dec 1999 No Non-ER No Med|c.al Other Abandoned | Withdrawn | Sustained | Overruled
(x 1,000) Referral | Emergency | Neccessity
DAYTON AREA HEALTH PLAN 712 0 0 0 0 0 0 0 0 0
EMERALD HMO INC 253 0 0 1 0 1 0 1 0 0
FAMILY HEALTH PLAN 142 3 5 1 1 0 0 0 0 0
GENESIS HEALTH PLAN 56 0 0 0 0 0 0 0 0 0
HMO HEALTH OHIO 70 74 2 16 11 0 0 0 0 0
MEDIPLAN 51 1 24 0 12 3 0 3 0 0
PARAMOUNT HEALTH CARE 198 0 0 1 3 0 0 0 0 0
QUALCHOICE 387 4 0 13 22 0 0 0 0 0
SUMMACARE 274 9 14 34 96 12 3 1 1 1
SUPERMED HMO 435 175 30 7 14 17 7 1 0 0
TOTAL HEALTH CARE PLAN 505 0 0 0 3 0 0 0 0 0
Statewide Totals 3,082 266 75 73 162 33 10 6 1 1

The totals for hearing requests and outcomes may not be equal, as outcomes can occur in a different reporting period than the request.

Please refer to the text for further information.

Source: ODHS, Bureau of Managed Health Care

1/21/2000 MHS




Statewide

July 1998 - June 1999

UTILIZATION OF HEALTH CARE SERVICES

ODHS collects county-specific and statewide data, by MCP, on a annual and semi-annual basis for a variety of utilization indicators.
This ODHS data represents SFY 1999 member month totals, primary care provider, specialist, and emergency room visits, and
inpatient hospital days per 1000 member months. Reports that trend across time are also available from ODHS.

MCP Member PCP Visits Specialist Visits Inpatient Days ER Visits
Months per 1000 MM per 1000 MM per 1000 MM per 1000 MM

DAYTON AREA HEAL.TH PLAN 659,107 193 170 37 45
EMERALD HMO INC. 107,393 27 60 38 31
FAMILY HEALTH PLAN 126,633 187 162 35 46
GENESIS HEALTH PLAN 9,361 201 156 28 56
HMO HEALTH OHIO * 127,378 144 42 28 49
MEDIPLAN 22,128 128 203 79 79
PARAMOUNT HEALTH CARE 179,036 226 154 54 37
QUALCHOICE 312,513 86 136 39 53
SUMMACARE 201,865 158 208 60 93
SUPERMED HMO * 454,720 131 35 35 51
TOTAL HEALTH CARE 375,916 36 33 16 19
Statewide Totals 2,576,050 135.41 123.17 36.49 58.39

PCP: Primary Care Provider
ER: Emergency Room

Member Months (MM) totals as reported by MCPs
"PCP Visits" through "ER Visits" = total visits x 1000 divided by the member months
* SuperMed/HMO Health Ohio reported having system problems resulting in the inability to identify specialist visits
Please refer to the text for further information.

Source: ODHS, Bureau of Managed Health Care

August 2000 HGP




Statewide

Periods Ending 12/31/98 and 12/31/99

MCP Net Worth Per Member

MCPs are required to submit copies of all Ohio Department of Insurance (ODI) financial reports to ODHS quarterly and annually. Net worth per member
(NWPM) represents the MCPs' total assets less total liabilities, as reported on the ODI statutory filings, in accordance with standards established by the
National Association of Insurance Commissioners, divided by the total enrollment for the period under review. The ODHS minimum standard for NWPM

is $50.
MCP Name Member Net Worth Enrollment | NWPM Member Net Worth Enrollment NWPM
Months @12/31/98 @12/31/98 | @12/31/98 Months @12/31/99 @12/31/99 @12/31/99
Jan-Dec 1998 Jan-Dec 1999
(x1,000) (x1,000)
DAHP 685 $8,345,697 54,005 $155 690 $9,094,649 59,332 $153
EMERALD 152 $2,043,411 39,055 $52 234 $1,857,129 43,586 $43
FHP 130 $3,010,880 52,423 $57 132 $1,874,830 62,082 $30
GENESIS 12 $1,805,264 3,761 $480 50 $1,509,066 15,219 $99
MEDIPLAN X X X X 288 $3,955,121 24,146 $164
MICO 641 $11,876,784 173,870 $68 493 $15,013,356 165,139 $91
PARAMOUNT 180 $4,390,722 116,515 $38 191 $10,523,707 162,309 $65
QUALCHOICE 270 $16,214,450 53,934 $301 363 $19,415,397 63,826 $304
SUMMA 173 $1,580,003 68,662 $23 252 $4,638,684 71,974 $64
THC 339 $7,563,633 28,017 $270 465 $1,883,402 44,879 $42
Statewide 2,582 $56,830,844 $590,242 $96 3,158 $69,765,341 712,492 $98

*Due to parent company organization, SuperMed and HMO Health Ohio are now reported as one entity in all financial calculations.

Member months data represents only Medicaid enroliment while enroliment data represents total organization enroliment.

Please refer to the text for further information.

Source: ODHS, Bureau of Managed Health Care

08/21/00 RD




Statewide
January-December 1999

Point Compliance System

violation, or a repeated pattern of violations.

The purpose of the compliance assessment (point) system is to improve the MCP's performance through a progressive series of actions to correct program deficiencies or violations.
The BMHC works on an ongoing basis with each MCP to improve their performance. When certain specified requirements are not met or when required program improvements do
not occur, this results in the assessment of specified point values to the MCP. The remedies attached to each point assessment are progressive based on the severity of the

TOTAL HEALTH CARE PLAN INC

Failure to provide member's in writing at least 30 days prior to the effective date of provider termination

TOTAL HEALTH CARE PLAN INC

Failure to submit required reports within ODHS required time frames

TOTAL HEALTH CARE PLAN INC

Failure to submit required reports within ODHS required time frames

MCP Points Category Fine

DAYTON AREA HEALTH PLAN 5 Failure to comply with mandatory meeting requirements
EMERALD HMO 5 |Failure to provide enrollees with ID cards/new member packets in a in a timely manner.
HMO HEALTH OHIO 5 Failure to provide enrollees with ID cards/new member packets in a in a timely manner.
QUALCHOICE 5 Failure to submit provider panel deletions in a timely manner
QUALCHOICE 5 Failure to submit required reports within ODHS required time frames (grievance report) $2,500
QUALCHOICE 5 Failure to submit required report within ODHS required time frames (newborn procedures) $2,500
QUALCHOICE 5 Failure to provide enrollees with ID cards or to provide alternative assistance for members with incorrectly logged addresseq  $5,000
QUALCHOICE 5 |Failure to submit reports within ODHS required timeframes (encounter data report) $5,000
QUALCHOICE 5 Failure to issue member identification (ID) cards with Medicaid Management Information System(MMIS) billing number $10,000
QUALCHOICE 5 Failure to provide enrollees with ID cards/new member packets in a in a timely manner. $10,000
SUMMACARE 10 |Failure to electronically accept & adjudicate non-pharmacy claims to final status by the May 1, 1999 deadline $2,500
SUMMACARE 0 |Failure to meet requirements to electronically adjudicate non-pharmacy claims to final status $143,708*
SUPERMED HMO 5 Failure to provide enrollees with ID cards/new member packets in a timely manner.
TOTAL HEALTH CARE PLAN INC 5 |Failure to submit required reports/documentation within ODHS time frames
TOTAL HEALTH CARE PLAN INC 5 Failure to provide interpreter services for LEP enrollees $2,500
TOTAL HEALTH CARE PLAN INC 5 Failure to submit CAP in a timely manner $2,500
TOTAL HEALTH CARE PLAN INC 0 |Failure to meet Prudent Layperson Standard
TOTAL HEALTH CARE PLAN INC 8 Failure to develop and implement written policies to ensure enrollees have and are informed of their rights to a state hearin $5,000
TOTAL HEALTH CARE PLAN INC 8 Failure to provide enrollees with ID cards/new member packets in a in a timely manner. $10,000
TOTAL HEALTH CARE PLAN INC 5 |Failure to have an operational and accessable member service telephone lines within the county of operation during normal| $10,000
TOTAL HEALTH CARE PLAN INC 5 Failure to submit reports within ODHS required timeframes (encounter data report) $15,000
TOTAL HEALTH CARE PLAN INC 5 Failure to attend a mandatory Joint Advisory Committee (JAC) in Franklin County $15,000
TOTAL HEALTH CARE PLAN INC 5 Failure to have an accessable member service line within the county of operation during normal business hours $15,000
TOTAL HEALTH CARE PLAN INC 8 Failure to have the toll-free 24 hr call in system operational and accessable $15,000
TOTAL HEALTH CARE PLAN INC 10 |Failure to meet prompt payment requirements $15,000
TOTAL HEALTH CARE PLAN INC 5 |Failure to submit required reports within ODHS required time frames (monthly progress reports) $15,000

5

5

5

5

TOTAL HEALTH CARE PLAN INC

Failure to submit required reports within ODHS required time frames

* refundable fine

Note: All occurances, points, and fines are assessed in conjunction with a request for a corrective action plan (CAP).

ODHS, Bureau of Managed Health Care
1/19/2000 MHS
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