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Letter from the Medicaid Director

Florida's 1115 Medicaid Reform Waiver is a comprehensive demonstration designed to
improve the value of the Medicaid delivery system by coupling the increased use of
managed care principles with innovative approaches like customized benefit packages,
opt-out provisions, and health-related incentives or enhanced benefits for beneficiaries.
The demonstration was implemented in Broward and Duval Counties on July 1, 2006,
and was expanded to Baker, Clay and Nassau Counties on July 1, 2007.

During the two years of operation, the demonstration created an environment that

encouraged beneficiaries to more actively participate in the management of their health

care and encouragedheal t h pl ans to provide care that
individual needs. Under the demonstration, an increasing number of health plans

participated and an increasing number of recipients voluntarily chose their health plans.
Additionally, the aggregate value of the benefit packages offered to beneficiaries was

greater than the value of the state plan in demonstration Year One and this value

increased for Year Two benefit packages.

Listed below are highlights from demonstration Year Two, including accomplishments
and lessons learned. A more in depth review of these highlights including activities
planned for demonstration Year Three are found in the body of the report.*

Accomplishments

el ncreased b eelfeséléecton aate in ¥ear Two to an average of 81% (with
the highest monthly average of 88% in April 2008).

¢ Increased the number of plans from 9 to 17 from which beneficiaries can choose
since implementation of the demonstration.

¢ Increased the value of benefit packages for Year Two with the provision of services
not previously covered by Medicaid (e.g., adult dental care and over-the-counter drug
benefits).

¢ Initiated the application process for the first specialty HMO that serves people
with HIV/AIDS in Broward County with enroliment scheduled to begin in Year Three.

e Successful implementation in Baker, Clay and Nassau Counties, the rural
counties that adjoin Duval County, with 2 health plans: one HMO and one PSN.
These health plans began providing services in the rural counties on September 1,
2007.

! Prepared by the Agency for Health Care Administration in accordance with Section 409.91213(1)(b), F.S., and

Special Term and Condition #23 of Floridaés 1115 Medicaid

operational year of the waiver program, July 1, 2007 through June 30, 2008.

Re



Lessons Learned

Choice Counseling Program

e Created the Navigator Pharmacy Drug List system through feedback from the
public to enable beneficiaries to select a plan based on whether a plan can cover their
medications.

e Implemented a customer service survey that has helped keep a pulse on what the
beneficiary thinks of the Choice Counseling process.

e Increased Choice Counseling script effectiveness by monitoring calls, receiving
feedback from counselors and trainers on what works and what can be improved.

e Special Needs Unit expanded to better serve the medically complex and their
families, allowing beneficiaries enrolling in managed care to receive the additional
assistance their health status requires.

e Field Choice Counselor efforts increased enrollments at the local level by
i mpl ementing outbound calling, | eaving flyer.
community partners. These change resulted in the certified Field Choice Counselors
completing over 30 percent of the enroliments.

Enhanced Benefit Program

e Strengthened call center effectiveness by rewriting the call center script and
creating the ten most common EBAP questions/answers reference sheet.

e Created a more user friendly OTC products list for use by the counselors and
beneficiaries.

e Developed a provider network of pharmacies which includes pharmacies that have
been successful in processing Enhanced Benefits products.

The Agency gratefully acknowledges the Florida Legislature, beneficiaries, providers,
and other key stakeholders for their assistance in making this demonstration a success.
We continue to search for future opportunities for improvement as we gain more data
and experience and we look forward to crossing these bridges together. The Florida
Medicaid community is leading the way in improving care for all Florida citizens.

Wﬂ
Carlton D. Snipes
Deputy Secretary for Medicaid

Sincerely,




|. Waiver History

Background

Florida's Medicaid Reform is a comprehensive demonstration that seeks to improve the
value of the Medicaid delivery system. The program is operated under an 1115
Research and Demonstration Waiver approved by the Centers for Medicare and
Medicaid Services (CMS) on October 19, 2005. State authority to operate the program
is located in Section 409.91211, Florida Statutes, which provides authorization for a
statewide pilot program with implementation that began in Broward and Duval Counties
on July 1, 2006. The demonstration program expanded to Baker, Clay and Nassau
Counties on July 1, 2007.

Through mandatory participation for specified populations in managed care plans that
offer customized benefit packages and an emphasis on individual involvement in
selecting private health plan options, the State expects to gain valuable information
about the effects of merging market-based approaches with a public entitlement
program.

Key components of Medicaid Reform include:
e Comprehensive Choice Counseling;
e Customized Benefit Packages;
¢ Enhanced Benefits for participating in healthy behaviors;
¢ Risk Adjusted Premiums based on enrollee health status;

e Catastrophic Component of the premium (i.e., state reinsurance to encourage
development of provider service networks and health maintenance organizations
in rural and underserved areas of the State); and

e Low-Income Pool.

The reporting requirements for the 1115 Medicaid Reform Waiver are specified in
Section 409.91213, Florida Statutes, and Special Term and Condition # 23 of the
waiver. The State is required to submit an annual report for each operational year
documenting accomplishments, project status, quantitative and case study findings,
utilization data, and policy and administrative difficulties in the operation of the 1115
Medicaid Reform Waiver. This report is for the second operational year beginning July
1, 2007 through June 30, 2008. For detailed information about the activities that
occurred during the previous quarters of operation, refer to the quarterly reports which
can be accessed at: http://ahca.myflorida.com/Medicaid/medicaid_reform/index.shtml.



http://ahca.myflorida.com/Medicaid/medicaid_reform/index.shtml




[l. Status of Medicaid Reform

A. Health Care Delivery System

1. Health Plan Contracting Process

Overview

Since the beginning of the demonstration, the Agency has received 19 health plan
applications (12 health maintenance organizations and 7 provider service networks) of
which 17 applicants sought to provide services to the TANF and SSI population. The 2
remaining applicants sought to render services as specialty health plans. Of the 19
health plan applicants received, all but 2 have been approved as health plans by June
30, 2008.

The 2 pending applications are Better Health Plan, a fee-for-service (FFS) provider

service network (PSN); and AIDS Healthcare Foundation, Inc., a specialty plan (health

maintenance organization) for beneficiaries living with HIV/AIDS. Better Health Plan

underwent organizational and ownership changes which prevented them from

completing the application process during demonstration Year Two. By the end of June

2008, Better Health Plan is near completion of Phase Il of the application process?

(Phase 11 focuses on review of the applicanto
and procedures).

AIDS Healthcare Foundation, Inc., doing business as Positive Health Care, submitted
its health plan application to serve beneficiaries living with HIV/AIDS in January 2008.
This application is the second specialty plan application the Agency has received (the
first being a specialty plan for children with chronic conditions). As of June 30, 2008,
this specialty plan application was nearing completion of Phase Il of the application
process.

During Year Two of the demonstration, one health plan applicant (Freedom Health Plan)
completed the application process. The contract with Freedom Health Plan, an HMO,
was executed on September 25, 2007, and services began in Broward County in
December 2007.

Table 1 provides a list of all health plan applicants, the date each application was

received, the date of application approvaland each plands county of o
as the 2 pending applications. Table 1 can be found on the following page of this

report.

% The health plan application process includes the following four phases: (1) organizational and administrative
structure; (Il) policies and procedures; (1) on-site review; and (V) contract routing process.



Table 1

Health Plan Applicants

Plan Name Plan Coverage Area Receipt Contract Date
Type | Broward Duval Date

AMERIGROUP Community Care HMO X 04/14/06 06/29/06
Health Ease HMO X X 04/14/06 06/29/06
Staywell HMO X X 04/14/06 06/29/06
Preferred Medical Plan HMO X 04/14/06 06/29/06
United HealthCare HMO X X 04/14/06 06/29/06
Universal Health Care HMO X 04/17/06 11/28/06
Humana HMO X 04/14/06 06/29/06
Access Health Solutions PSN X X 05/09/06 07/21/06
Freedom Health Plan HMO X 04/14/06 9/25/07
Total Health Choice HMO X 04/14/06 06/07/06
South Florida Community Care Network PSN X 04/13/06 06/29/06
Buena Vista HMO X 04/14/06 06/29/06
Vista Health Plan SF HMO X 04/14/06 06/29/06
Florida NetPASS PSN X 04/14/06 06/29/06
Shands Jacksonville Medical Center dba PSN X 04/17/06 06/29/06
First Coast Advantage

Children's Medical Services, Florida PSN X X 04/21/06 11/02/06
Department of Health

Pediatric Associates PSN X 05/09/06 08/11/06
Better Health PSN X X 05/23/06 Pending
Positive Health Care HMO X 01/28/08 Pending

Table 2 provides a list of the health plan contracts approved by plan name, effective
date of the contract, type of plan and coverage area. There have been no new health
plan contracts executed since September 2007 (Freedom Health Plan). However, the
Children's Medical Services PSN, the first approved specialty plan, that initially began
providing services in Broward County in December 2006, was approved for expansion
into Duval County on March 21, 2007, with the first enrollment beginning May 1, 2007,
in that county. Table 2 can be found on the following page of this report.



Table 2

Medicaid Reform Health Plan Contracts

_ Plan Coverage Area
Plan Name Date Effective Type Broward buval Baﬁ;ggtay'
AMERIGROUP Community Care 07/01/06 HMO X
Health Ease 07/01/06 HMO X X
Staywell 07/01/06 HMO X
Preferred Medical Plan 07/0106 HMO X
United HealthCare 07/01/06 HMO X X X
Humana 07/01/06 HMO X
Access Health Solutions 07/21/06 PSN X X X
Total Health Choice 07/01/06 HMO X
South Florida Community Care Network 07/01/06 PSN X
Buena Vista 07/01/06 HMO X
Vista Health Plan SF 07/01/06 HMO X
Florida NetPASS 07/01/06 PSN X
Eir::tngz ;;c/l;\z?/g\r/lltlgz Z/Iedlcal Center dba 07/01/06 PSN X
Pediatric Associates 08/11/06 PSN X
Florida Deparment of Health 12/01/06 PSN. | X §
Universal Health Care 12/01/06 HMO X X
Freedom Health Plan 9/25/07 HMO X

Transition i Baker, Clay and Nassau Counties

Health plan services began for beneficiaries located in the rural expansion counties of
Baker, Clay and Nassau in September 2007. The Agency completed the transition of
beneficiaries into the 2 health plans approved for the expansion counties in December
2007. These 2 health plans provide beneficiaries a choice of enrolling in an HMO
(United HealthCare) or a PSN (Access Health Solutions), options that did not exist prior
to the demonstration.

Rate Amendments, Model Contracts and Contract Oversight

Year Two of the demonstration included several general amendments: 1 amendment
addressed health plan quality and 2 amendments addressed capitation rates as
required under Florida law (occurring effective September 2007 and January 2008,
respectively).

In response to stakeholder comments (rec ei ved t hrough the Agencyods
Improvement Team forums), review of complaint data, and recommendations by the
Agencyds Quality Team and external qguality re
guality amendment that was reviewed with health plans in the fall of 2007. The quality



amendment which became effective January 1, 2008, included the following key
components:

e Strengthened quality improvement program by: (a) adding the requirement for an
annual submission of a Quality Improvement Plan, (b) clarifying requirements for the
required Quality Improvement Committee, and (c) updating the performance
measure collection and reporting requirements.

e Clarified the performance improvement plan requirements.
e Required health plans to follow the NCQA disease management guidelines.
e Added a requirement for an annual review of the cultural competency plan.

o Clarified reporting and training requirements related to fraud and abuse in
accordance with the Deficit Reduction Act of 2005.

e Strengthened marketingrequi r ement s by: (a) revising the
for requests to market, and (b) adding criteria for the use of Requests for Benefit
Information (RBI). The health plans may leave blank RBIs in provider offices or
other locations. Beneficiaries interested in learning more about a particular plan
may submit an RBI to the health plan indicating his or her desire for a visit from that
pl ands marketer. The RBI information coll ec
including the plan only being allowed to use the information one-time.

¢ Revised PSN claims processing requirements by adding performance metrics,
claims authorization timeframes and reporting templates.

e Strengthened the PSN encounter data requirements.

e Added requirements related to FFS PSNs converting to capitation as required by
Florida Statutes.

e Established criteria for the optional receipt and use of Medicaid redetermination date
information for the purpose of notifying members that their Medicaid eligibility is
about to expire.

During the last quarter of Year Two, the Agency prepared for the rate amendments for

the third contract year in the demonstration (September 2008 through August 2009).

Draft capitation rates are scheduled to be provided to the health plans in August and the

health plans will be required to submit their new benefit packages for approval. The

date for provision of draft r contracted actasieséoxt end e
review Agency and plan documentation in order to ensure that the rates are actuarially

sound. Due to the lateness of the draft rate provision and in order to allow proper notice

to beneficiaries of the change in benefits, t
on November 1, 2008. The Agency also posted its model Prepaid Health Plan and FFS

PSN contracts which incorporated the general amendments executed in December

2007 and January 2008.

In addition, the Agency reviewed its health plan contract monitoring and oversight
processes. New processes were developed and piloted in the last quarter of Year Two.



These new processes included: monthly review of health plan monitoring activities,
complaints, grievances, sanctions, and reporting to help ensure contract compliance.

FFS PSN Conversion Process

Pursuant to s. 409.91211(3)(e), F.S., FFS PSNs must convert to capitation no later than
the beginning of the 4™ year of operation. This change will require most of the current
PSNs to enter into a capitated health plan contract with a service date of September 1,
2009, unless the PSN opts to convert to capitation earlier. To facilitate this conversion,
in November 2007, the Agency provided the PSNs with guidelines for transitioning from
FFS PSN contracts to capitated contracts via a Conversion Workplan and Conversion
Applicaton. These documents were also posted on the
Prior to executing a capitated contract, the existing FFS PSNs are required to submit
comprehensive conversion workplans, submit a completed FFS PSN Conversion
Application, and successfully pass all phases of the conversion application review

process.

Conversion workplans were due to the Agency by January 31, 2008, and all but 2
contractors submitted such workplans. The 2 contractors that did not submit work plans
were health plans that were undergoing operational changes: one health plan is in
acquisition process and the other, the
conditions, is in the process of submitting a workplan based on its unique position of
being operated under the authority of the State of Florida Department of Health. In
demonstration Year Two and continuing in the beginning of Year Three, the Agency is
providing technical assistance conference calls with the PSNs in any areas in which the
plans might be lacking or request assistance. Table 3 provides the list of required
capitation go-live dates for the current FFS PSN contractors.

Table 3
PSN Conversion to Capitation Implementation Dates

Agency

FFS PSN NAME SCHEDULED CAPITATION
IMPLEMENTATION DATE

Access Health Solutions 9/01/2009
Children's Medical Services Network, Florida 12/01/2009
Department of Health
Shands Jacksonville Medical Center dba First Coast 9/01/2009
Advantage
Florida NetPASS 9/01/2009
Pediatric Associates 10/01/2009
South Florida Community Care Network 9/01/2009

Table 4 provides the timeline for each step in this conversion process:

Table 4
PSN Conversion to Capitation Timeline

01/31/2008 Deadline for the FFS PSN to submit its conversion workplan to the Agency

12/31/2008 Deadline for the FFS PSN to submit its conversion application to the Agency

06/30/2009 Successful conversion applicants and the Agency to execute capitated contracts
for service begin date of 09/01/2009

08/31/2009 Current Reform FFS PSN contracts expire




FFS PSN Reconciliations

During demonstration Year Two, the Agency began two reconciliation® periods: one
period for the first 6 months of operations (September 2006 through February 2007) and
one period for the second 6 months of operation (March 2007 through August 2007).
Several PSNs required substantial technical assistance in the reconciliation process as
either the entities were new to the reconciliation process or had experienced staffing
changes. The Agency continues to provide technical assistance to those PSNs that
have requested additional assistance as they analyze their reconciliation data. The
Agency expects data for the first final annual reconciliation period (September 1, 2006
through August 31, 2007) to be available to the PSNs during the first quarter of
demonstration Year Three.

Year Two at a Glance

A summary of the Year Two accomplishments related to the health plan contracting
process are provided below.

e Smooth implementation in Baker, Clay and Nassau Counties, the rural counties that
adjoin Duval County, with 2 health plans: one HMO and one PSN. These health
plans began providing services in the rural counties on September 1, 2007.

e Expansion of health plan quality contract provisions through a general amendment in
the fall of 2007, with an amendment effective date of January 1, 2008.

e Approval of 1 health plan application (HMO) for Broward County.
e Technical assistance provided to health plans located in the demonstration areas.

¢ Review of a specialty plan application to serve beneficiaries living with HIV/AIDS in
Broward County.

¢ Piloted a new health plan contract management oversight process to ensure
contract compliance and communication among all affect Agency staff.

¢ Development and dissemination of guidelines for the conversion of FFS PSNs to
capitation.

Lessons Learned

The following provides a list of the lessons learned and opportunities for improvement
identified during demonstration Year Two regarding the health plan contracting process.
Additional information regarding lessons learned is provided under Section K., Policy
and Administrative Issues.

e Transitioning to a new Medicaid fiscal
communications with the health plans. The Medicaid fiscal agent and Medicaid
management information system changed during June 2008 with a go-live date of
July 1, 2008. A list of systems implementation issues that were not implemented
during a systems freeze that occurred in September 2007 are on hold until the new

3 Reconciliation is the process by which the Agency compares the per member per month (PMPM) cost of FFS PSN
enrollees against what the Agency would have paid the FFS PSN had the PSN been capitated in order to determine
savings or cost effectiveness. The FFS PSNs are expected to be cost effective and the Agency reconciles them
periodically according to contract requirements.
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Medicaid management information system is stabilized. These are changes
necessary to allow for a smooth process for the authorization of services covered by
the PSN as well as to ensure appropriate communication back to the PSN from the
Medicaid fiscal agent in regards to claims paid, denied and pended.

e FFS PSNs pay many of their providers through the Medicaid fiscal agent system.
The transition to the new fiscal agent system has posed some issues that the
Agency and the PSNs are working through with providers. In addition, systems
changes to address billing issues with the PSNs and their providers are on hold until
the new Medicaid Management Information System is stabilized.

e FFS PSNs began their workplans for conversion to capitation with some challenges
as claims data was not always readily available through new Medicaid Management
Information Systems reports.

e Implementation in rural counties was accomplished with relative ease as 2 health
plans built on the resources of the neighboring urban county along with a strong
outreach and Choice Counseling program. This demonstrates the ability of the
program to serve rural counties.

Look Ahead to Year Three

One core principle of the demonstration was that market competition would inspire
innovation and create efficiencies in Medicaid coverage. As the specialty plan for
children with chronic conditions matures and the specialty plan application for persons
living with HIV/AIDS progresses for final approval, Year Three of the demonstration is
anticipated as being a year of change and innovation. As FFS PSNs mature and strive
toward the required conversion to capitation at the end of Year Three, many of the
upcoming activities will focus on reviewing conversion workplans and readiness for their
move to capitation.

With the conversion to the new Medicaid fiscal agent, new training and continued
technical assistance will be needed for HMOs and PSNs and new systems changes will
occur during Year Three. As the new system becomes stabilized, the Agency intends to
work with PSN stakeholders to initiate systems changes to make claims processing
easier for PSN providers. These system changes will allow PSNs to be more innovative
in their health care delivery and achieve efficiencies not currently available.

As our experience with Medicaid encounter data has increased and with input of health

plans in regard to their encounter data experience, the Agency expects to enumerate

new encounter data requirements through a general amendment. Through this

amendment health plans will be required to adhere to defined timelines for encounter

submission as well as remediation of encounters failing compliance and/or adjudication.

The amendment will require the plans to implement review procedures for validation of

encounter data submitted by providers. Theame nd ment wi | I al so defi ne
requirements on completeness and accuracy of encounter data submitted by the health

plans.
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With Floridabds budget shortfall demandi

demonstrationds Choi ce gemmuisevaubtingthe eliminatianiofa m,

many forms of marketing through a general amendment to health plan contractors and
to eliminate contract requirements that are unnecessary for the provision of quality
health plan services. In addition, during the upcoming year the Agency intends to
streamline its various model health plan contracts into one model contract to eliminate
duplicative review, reduce potential for inconsistent requirements across plan types
(where appropriate), condensation of topics and help ensure that quality initiatives are
applied consistently.

2. Benefit Package
Overview

Customized benefit packages are one of the fundamental elements of the
demonstration. Medicaid beneficiaries are offered choices in health plan benefit
packagesc ust omi zed to provide services that
The 1115 Medicaid Reform Waiver authorizes the Agency to allow capitated plans to
create a customized benefit package by varying certain services for non-pregnant
adults, varying cost-sharing, and providing additional services. Capitated plans can
also vary the co-payments and provide coverage of additional services to customize the
benefit packages. PSNs that chose a FFS reimbursement payment methodology could
not develop a customized benefit package, but could eliminate or reduce the co-
payments and offer additional services not covered by traditional Medicaid.

To ensure that the services were sufficient to meet the needs of the target population,
the Agency evaluated the benefit packages to ensure that they were actuarially
equivalent and sufficient coverage was provided for all services. To develop the
evaluation, the Agency defined the target populations as Family and Children, Aged and
Disabled, Children with Chronic Conditions, and Individuals with HIV/AIDS. The Agency
then developed the sufficiency threshold for specified services. The Agency identified
all services covered by the plans and classified them into three broad categories:
covered at the State Plan limits, covered at the sufficiency threshold, and flexible. For

ef f
t h

bett e

services classified asmitopuet brebthave flexibiitgin &t at e

varying the amount, duration or scope of services. For services classified under the
categorwerodd fiacto t he sufficiency threshol
long as it met a pre-established limit for coverage based on historical use by a target
popul ati on. For services classified as
for the service, but had the ability to vary the amount, duration, and scope of the
service.

The Agency worked with an actuarial firm to create data books of the historic FFS
utilization data for all targeted populations for Year One, Year Two, and Year Three of
the demonstration. Interested parties were notified that the data book would be emailed
to requesting entities. This information assisted prospective plans to quickly identify the
specific coverage limits required to meet a specific threshold.

11
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All health plans are required to submit their customized benefit packages annually to the
Agency for verification of actuarial equivalence and sufficiency. The Agency posted the
first online version of the Plan Evaluation Tool (PET) in May 2006. The PET allows a
pl an to obtain a preliminary determination as
actuarial equivalency and sufficiency tests before submitting a benefit package. The
Agency released the updated data book on May 23, 2007, to assure that the plans were
familiar with the required coverage thresholds for the September 1, 2007 through
August 31, 2008 period. The design of the PET and the sufficiency thresholds used in
the PET remained unchanged from the previous year. The annual process of verifying
the actuarial equivalency, sufficiency test standards and the PET is typically completed
during the last quarter of each state fiscal year. The verification process includes a
complete review of the actuarial equivalency and sufficiency test standards and
catastrophic coverage level based upon the most recent historical FFS utilization data.

The health plans have become innovative about expanding services to attract new
enrollees and to benefit current enrollees by broadening the spectrum of services. The
standard state plan package is no longer considered the perfect fit for every Medicaid
beneficiary, and with customized benefit packages the beneficiaries are getting new
opportunities to engage in decision-making responsibilities relating to their personal
health care.

The Agency, the health plans and the beneficiaries can see the value of customization i
the Agency has seen an increase in the percentage of voluntary plan choices. The
health plans have used the opportunity to offer additional, alternative and attractive
services. In addition, the Reform health plan enrollees are receiving additional services
that were not available under the regular Florida Medicaid state plan. An added bonus
is that the average value of the customized benefit packages, as compared to the value
of the Medicaid state plan benefit package, has increased from Year One to Year Two
of the demonstration.

Year Two at a Glance

The benefit packages customized by the health plans for Year Two of the demonstration
became operational on September 1, 2007 and were valid until August 31, 2008. These
benefit packages included 30 customized benefit packages for the HMOs and 13
different expanded benefits for the FFS PSNs. The new set of benefit packages
included the addition of 1 HMO and 1 FFS PSN for Reform expansion counties: Baker,
Clay and Nassau. The 11 HMOs offering customized benefit packages for TANF and
SSI targeted populations are AMERIGROUP Florida, HealthEase Health Plan of
Florida, Humana Medical Plan, Wellcare of Florida d/b/a Staywell Health Plan of Florida,
Preferred Medical Plan, Vista Health Plan of South Florida, Vista Health Plan d/b/a
Buena Vista Healthplan, Total Health Choice, Universal Health Care, United Healthcare
of Florida, and Freedom Health Plan. The 6 FFS PSNs are Access Health Solutions,
Chil dr enbs MeHrstCaabt AdSantage,iFlorela Netpass, Pediatric
Associates, and the South Florida Community Care Network.
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One of the significant changes in the Year Two benefit packages was the reduction of
copayments. In total, there were 63 fewer copayments required during Year Two (9)
than in Year One (72). Copayment reductions were made in nine types of services:
chiropractic, hospital inpatient, podiatrist, hospital outpatient (non-emergency), hospital
outpatient surgery, mental health, home health, lab/x-ray, and vision. Table 5 lists the
number of plans requiring copayments for demonstration Year One and Year Two.

- Tables
Number of Plans Requiring Copayments

Type of Service Year 1 Year 2 Difference
Chiropractic 10 0 -10
Hospital Inpatient 18 2 -16
Podiatrist 10 0 -10
Hospital Outpatient Services (Non-Emergency) 7 1 -6
Hospital Outpatient Surgery 7 1 -6
Mental Health 7 3 -4
Home Health 4 1 -3
Lab/X-Ray 5 1 -4
Vision 4 0 -4
Total 72 9 -63

In demonstration Year Two, many plans continued to provide services not currently
covered by Medicaid to attract enrollees. In the standard contract language, these are
referred to as expanded services. There are 11 different expanded services offered by
Reform health plans during this contract year. The two most popular expanded services
offered were: the over-the-counter (OTC) drug benefits and the adult preventative
dental benefits. Four of the customized benefit packages expanded their OTC value
from $10 to $25, while another 4 added a $25 OTC benefit. The expanded services
available to beneficiaries include:

Over-the-counter drug benefit from $10 to $25 per household, per month;

Adult Preventative Dental;

Circumcisions for male newborns;

Acupuncture,

Additional Adult Vision - up to $125 per year for upgrades such as scratch

resistant lenses;

e Additional Hearing 7 up to $500 per year for upgrades to digital, canal hearing
aid;

e Home-delivered meals for a period of time after surgery, providing nutrition
essential for proper recovery for elderly and disabled;
Respite care;

e Nutrition Therapy;

Adult Hospital Inpatient i Additional 20 hospital inpatient days at Shands

Jacksonville only (maximum 65 days combined); and
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e Adult Hospital Outpatient T Additional $3,500/year for hospital outpatient services
at Shands Jacksonville only (maximum $5,000/year combined).

Since implementation of the demonstration, no changes have been made to sufficiency
thresholds that were established for the first contract period of September 1, 2006 to

August 31, 2007. In demonstration Years One and Two, the plans could limit the

pharmacy benefit through 3 mechanisms: (a) establishing an annual dollar limit on the

benefit; (b) establishing an annual script limit; or (c) establishing a monthly script limit.

After reviewing the available data (includin
imts)yand reviewing concerns related to benefic
dollar limit, the Agency decided to limit the pharmacy benefit to a monthly script limit

only. This change was made to standardize the mechanism used to limit the pharmacy

benefit. This change will be effective in Year Three of the demonstration i November 1,

2008 to August 31, 2009. The Agency will continue to require the plans to maintain the

current sufficiency threshold level of pharmacy benefit for SSI and TANF at 98.5

percent.

g
i

Looking Ahead to Year Three

The Agency continues to review utilization, service limits, and other data to establish
options for allowing more customization and more flexibility in both Medicaid covered
services and expanded services in the next operational years. Since the health plans
can manage enrollee health care through utilization management and case
management expertise, plans are better able to offer resources to provide care that is
better suited to individual members.

The PET submission procedure for Year Three of the demonstration is similar to that of
the two previous years; however, the deadline for submission by the health plans was
extended due to the release of draft rates on August 8, 2008. An updated version of the
data book was released on May 7, 2008, and the new PET was emailed to all of the
heal th plans and pl ac ednMan23 2008 AlAhgatmptagsins we b s i
Baker, Broward, Clay, Duval, and Nassau counties were required to complete the PET
and submit their proposed benefit packages (including any requested expanded
benefits) to the Agency by August 13, 2008. The benefit package effective dates were
revised to November 1, 2008 i August 31, 2009. Since the draft rates were not
released until August, the change to the benefit package effective dates was made to
provide adequate notice to the beneficiaries of any reduction in the plan benefit package
and to allow time for printing and distribution of the revised choice materials that include
the plan benefit packages for Year Three of the demonstration.

3. Grievance Process
Overview

The grievance and appeals process specified in the demonstration health plan contracts
was modeled after the existing managed care contractual process and includes a
grievance process, appeal process, Medicaid fair hearing system, and timeframes for
submission, plan response and resolution. This is compliant with Federal grievance
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system requirements located in Subpart F of 42 CFR 438. In addition, the Medicaid

Reform health plan contracts include a provision for the submission of unresolved
grievances, upon compl eternalgnmevaock pracése tothe al t h pl a
Subscriber Assistance Panel (SAP) for the licensed HMOs, prepaid health clinics, and

exclusive provider organizations. This provides an additional level of appeal.

As defined in the Medicaid Reform health plan contracts:

e Action means the denial or limited authorization of a requested service, including the
type or level of service, pursuant to 42 CFR 438.400(b). The reduction, suspension
or termination of a previously authorized service. The denial, in whole or in part, of
payment for a service. The failure to provide services in a timely manner, as defined
by the State. The failure of the Health Plan to act within ninety (90) days from the
date the Health Plan receives a Grievance, or 45 days from the date the Health Plan
receives an Appeal. For aresident of a rural area with only one (1) managed care
entity, the denial of an Enroll eebds request
services outside the network.

e Appeal means a request for review of an Action, pursuant to 42 CFR 438.400(b).

e Grievance means an expression of dissatisfaction about any matter other than an
Action. Possible subjects for grievances include, but are not limited to, to the quality
of care, the quality of services provided and aspects of interpersonal relationships
such as rudeness of a Provider or employee o
rights.

Under Reform, the Legislature required that the Agency develop a process similar to the
SAP as enrollees in a FFS PSN do not have access to the SAP. In accordance with
Section 409.91211(3)(q), F.S., the Agency developed the Beneficiary Assistance Panel
(BAP), which is similar in structure and process to the SAP. The BAP will review
grievances within the following timeframes (same timeframes as SAP):

1. The state panel will review general grievances within 120 days.

2. The state panel will review grievances that the state determines pose an
immediate and serious threat to an enrollee's health within 45 days.

3. The state panel will review grievances that the state determines relate to
imminent and emergent jeopardy to the life of the enrollee within 24 hours.

Enrollees in a Reform health plan may file a request for a Medicaid fair hearing at any
time and are not required to exhaust the plan's internal appeal process or the SAP or
BAP prior to seeking a fair hearing.

Year Two at a Glance

In an effort to improve the demonstration, the Agency recognizes the need to

understand the nature of all issues, regardless of the level at which they are resolved.

In an attempt to better understand the issues beneficiaries face and how and where

they are being resolved, the Agency is reporting all grievances and appeals at the

health plan level in our quarterly reports and in this annual report. The information

included in this section is plan reported grievance and appeals. These are grievances

and appeals filed internally wutilizing the pl
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members or providers. The Agency will also use this information as a part of
continuous improvement and quality oversight.

Grievances & Appeals
Table 6 provides the number of grievances and appeals reported by the PSNs and
HMOs for the period July 1, 2007 - June 30, 2008.

Table 6

Grievances and Appeals
July 1, 2007 i June 30, 2008

PSN PSN HMO HMO HMO & PSN

Grievances Appeals Grievances Appeals Enrollment*
July-Sept 2007 5 4 0 0 197,440
Oct-Dec 2007 26 15 99 22 212,195
Jan-March 2008 38 3 75 61 217,099
April-June 2008 43 13 260 177 224,052
Total 112 35 434 260 287,015

*unduplicated enroliment count

While the number of plan reported grievances and appeals appears to increase during
Year Two of the demonstration, the low number of Medicaid Fair Hearings, SAP and
BAP requests indicate that the plans are resolving these issues internally and enrolled
members are not requesting further review.

Medicaid Fair Hearings

Table 7 provides the number of Medicaid Fair Hearings (MFH) requested for the
demonstration period July 1, 2007- June 30, 2008. Medicaid fair hearings are
conducted through the Department of Children and Families and as a result, health
plans are not required to report the number of fair hearings requested by enrolled
members.

The Agency monitors the fair hearing process. Of the 6 MFH requests, all requests
were related to denial of benefits/services, with 2 requests specifically related to
pharmacy issues. Only 2 MFHs were actually held and the outcome resulted in the plan
actions being confirmed as accurate and the plan having provided services
appropriately. The other 4 requests were resolved by the health plan prior to the
hearing date.

Table 7

Medicaid Fair Hearing Requests
July 1, 2007- June 30, 2008

PSN HMO
July-Sept 2007 1 3
Oct-Dec 2007 0 0
Jan-March 2008 1 2
April-June 2008 2 1
Total 4 6
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BAP & SAP

Health plans appear to be successfully resolving grievances and appeals at the plan
level as only 3 grievances have been submitted to the BAP, and none to the SAP. Of
the 3 BAP grievance issues, 1 was related to medically necessity of pharmacy and was
resolved in favor of the health plan (PSN); the 2™ issue was deemed out of jurisdiction
(OJJ) because the issue was submitted to the BAP prior to the plan internal grievance
process being complete; and in the 3" issue the release form was not submitted to the
Agency to allow the BAP process to be completed.

Table 8 provides the number requests to BAP and SAP for the period July 1, 2007
through June 30, 2008.

Table 8
BAP and SAP Requests

July 1, 2007- June 30, 2008

BAP SAP
July-Sept 2007 0 0
Oct-Dec 2007 0 0
Jan-March 2008 1 0
April-June 2008 2 0
Total 3 0

Looking Ahead to Year Three

The Agency continues to work with the health plans to ensure that quality of care and
adequate service provision are provided to enrolled Medicaid recipients. The Agency
will continue to report all grievances and appeals, Medicaid Fair Hearings, and BAP and
SAP requests in our quarterly reports and in the annual reports.

4. Complaints/lssues Resolution Process

Overview

Complaints/issues received by the Agency regarding the health plans provide the
Agency with feedback on what is working and not working in managed care under the
demonstration. Complaints/issues come to the Agency from beneficiaries, advocates,
providers and other stakeholders and through a variety of Agency locations. The
primary locations where the complaints are received are: local Area Offices,
headquarters Bureau of Managed Health Care, and headquarters Bureau of Health
Systems Development being the primary Agency locations. The complaints/issues are
worked by Area Office and/or Headquarters staff depending on the nature and
complexity of the complaint/issue. Some complaints/issues are referred to the health
plan for resolution and the Agency tracks these to ensure resolution. During
demonstration Year One, the Agency determined several of the manual processes used
by the Agency to handle complaints did not lend themselves to easy tracking or
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trending. An internal Agency workgroup was created to develop a consolidated
automated database that could be used by all staff housed in the above locations to
track and trend complaints/issues received.

During the first quarter of demonstration Year Two, the Agency trained staff on the new
consolidated automated database and on October 1, 2007, this database was
implemented. The database allows the Agency to not only track complaints but to
automatically refer complaints to the appropriate Agency office for resolution. During
demonstration Year Two, Agency staff refined the complaint database and processing
procedures based on staff feedback in March 2008. In addition, Agency staff began
working on trend reports to determine whether changes in contractual language or
policy clarification were needed. Chart A provides an overview of the new process used
for tracking complaints beginning October 1, 2007.

The complaints/issues received by the Agency regarding health plans are listed in the
guarterly reports. In general, the complaints/issues received during Year Two were
related to managed care in general and specific to the demonstration.

In addition, in Year Two, the Agency developed a contract management oversight
process that ensured that the number and types of complaints received were being
reviewed by health plan analysts responsible for plan oversight as well as bureau
management. In addition to the trend reports developed for management review, in
May 2008, the Agency began to pilot monthly plan oversight meetings which include the
review of complaints received regarding specific health plans.
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Chart A. Complaint/Issue Resolution Process i Effective October 1, 2007
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Year Two at a Glance

The Agencyods complaints/issues resol uti
provider complaints/issues, and the review of complaint data has led to several
revisions in health plan contracts (general amendment effective January 1, 2008) and
sanctions against health plan contractors.

The Agency received a total of 229 complaints/issues regarding health plans in Year
Two. The volume of complaints is low relative to the number of beneficiaries enrolled.
Table 9 provides a summary of the complaints/issues received compared to enroliment
during demonstration Year One. Table 10 provides a summary of the complaints/issues
received compared to enroliment during demonstration Year Two.

Table 9
Year One Health Plan Complaint/Issues*
. . . . Year .
Plan Complaints Qtr Complaints Qtr Complaints Complaints Complaints
Type | QU1 | per10,000 2 per 10,000 3 per 10,000 | Q"4 | per 10,000 OnE per 10,000

Total

PSN 0 0.00 0.19 |18 3.28 10 1.78 29 4.28

1
HMO 0 0.00 6 0.99 |18 141 37 2.65 61 3.87
TOTAL | 0O 0.00 7 0.62 |36 1.97 47 2.40 90 3.99

Enrollment*
PSN 488 52,620 54,925 56,194 67,836
HMO 7,116 60,701 127,606 139,408 157,745
TOTAL 7,604 113,321 182,531 195,602 225,581

*Enrollment is enroliment at last month of quarter and year end. Complaint tracking system not
available; numbers provided from manual process.

on

Table 10
Year Two Health Plan Complaint/Issues*

T e | SRS | G| | | T || T | o |
PSN | 10 1.87 16 263 | 13| 2.15 6 0.99 45 5.85
HMO | 16 1.18 | 48 3.17 | 72| 4.59 48 2.93 184 8.76
TOTAL | 26 1.32 64 3.07 | 85| 3.92 54 2.41 229 7.98

Enrollment*
PSN 53,664 60,913 60,516 60,091 76,978
HMO 143,776 151,282 156,583 163,961 210,037
TOTAL 197,440 212,195 217,099 224,052 287,015

*Enrollment is enroliment at last month of quarter and year end. Complaint tracking system
implemented second quarter of Year Two resulting in more accurate reporting.

All complaints/issues were worked and addressed with the health plans and providers,
some resulting in sanctions. Issues requiring policy with the health plans were
discussed on biweekly technical and operations calls, policy transmittals, and by email.
As noted earlier the majority of complaints/issues are related to managed care in
general and not specific to the demonstration. Agency staff will continue to resolve
complaints in a timely manner and to monitor the complaints received for contractual
compliance, plan performance, and trends that may reflect policy changes or
operational changes needed.
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In Year Two, the major reasons for complaints/issues were related to services (referral
to a specialty provider and authorization of services) and claims processing (including
payment delays). Charts B and C provide the total HMO and PSN complaints by
complaint types (claims, customer service, dental, marketing, prescribed drugs,
services, unborn and other).

Complaint type descriptions are as follows:

Claims

Customer Service

Dental

Marketing

Prescribed Drugs

Services

Unborn

Other

Claims complaints include, but are not limited to, timely provider
payment, eligibility denial (claim denied because service was not
eligible for payment or recipient was not eligible at the time of
service), and issues regarding inpatient provider payment.

Customer Service complaints include, but are not limited to, issues
regarding enrollment, disenrollment, member verification, provision
of incorrect information by a customer service representative, and
inability to obtain member materials.

Dental service complaints include, but are not limited to, problems
locating a dental provider and service authorization denial or
timeliness.

Marketing complaints include, but are not limited to, aggressive
marketing, cold calling, unauthorized marketing event and non-
approved marketing materials.

Prescribed Drugs complaints include, but are not limited to,
problems with service authorization denial or timeliness.

Service complaints include, but are not limited to, complaints
received from providers and beneficiaries regarding timely service
authorization requests, participating provider availability and
authorization denials.

Unborn complaints include, but are not limited to, complaints
received regarding issues related to the appropriate enrollment of
newborns who were identified by the plan prior to birth as being
eligible to participate in the unborn activation process. The unborn
activation process allows health plans to facilitate enroliment of
newborns identified prior to birth.

Ot her complaints include those
categories: for example, a provider called to ask for assistance in
negotiating a payment rate with a health plan. The Agency does
not get involved with provider negotiations.
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Chart B. HMO Complaints by Type
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Chart C. PSN Complaints by Type
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Trending reports on HMO and PSN complaints are provided in Charts D and E. In Year
Two, there were no marketing complaints or unborn activation processing complaints
reported through the complaint database for either HMO or PSN populations, and no
dental or prescription drug complaints for the PSN population. In addition, while the
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volume of complaints is small, there was a significant drop in the volume of PSN claims
processing complaints in Year Two, after implementation of the January 1, 2008
contract amendment that included electronic and paper claims processing time frames
and reporting.

Chart D. HMO Overall Complaint Trends
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Chart E. PSN Overall Complaint Trends
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Lessons Learned and Looking Ahead to Year Three

Year Two saw the creation of the consolidated database that was identified as a Year
One lesson learned. The following list outlines the Year Two lessons learned and
improvements made to the complaint/issues resolution process along with the next
steps for Year Three.

e Complaint Resolution Updates Shared with Originating Agency Office. During
the feedback sessions held in March 2008, Agency staff requested notification that
referred complaints were being worked.

Action Taken: Database staff revised the system to automatically update the file
when an analyst begins the review of the referred complaint. In addition, the Agency
is reviewing how it can more quickly update the area offices with the master
database information.

e Real-Time Data Base Needed to Track Complaints/Issues. The March 2008
feedback meetings with current complaint database users confirmed the need for a
database that would allow viewing complaints in real-time. The current database is
updated weekly, thus providing a lag time in viewing updates and new actions.

Action Taken: As part of the Agencyods continuous ql
new team was created and charged with identifying a long-term solution for all

managed care complaints and is scheduled to begin in July 2008. The primary

focus of the team is to determine the database requirements that will allow for real-

time viewing and entry of data, statewide, and that will have appropriate quality

controls and reporting.

e Trend Reports Need Further Analysis. While the initial trend reports were
produced during demonstration Year Two, additional work and resources are
needed going forward to ensure that quality controls are applied and the trend
reports and data are continually gleaned for their intrinsic value.

Action Taken: The report functions for the database were consolidated, thus
creating a quality controls function in terms of data reported and entered. The
Agency has instituted monthly and quarterly review meetings where trend reports
can be discussed and reviewed.

e Improvement Needed in PSN Claims Processing. Through continued review of
complaint/issue data, the Agency determined that PSN providers continue to
express concerns with payment delays.

Action Taken: The Agency amended its current PSN contracts to ensure that claims

were authorized and processed within appropriate time frames and that
acknowledgement of claims receipt would be provided by the PSN to PSN providers.
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e Systemds Ch an goePsocelePSNH @amst Through the review of
complaint/issue data, the Agency determined that Medicaid fiscal agent systems
changes were needed for both the PSNs and providers to properly classify claims
paid and denied as belonging to a particular PSN.

Action Taken: With the ending of the incumbent fi
resulting transition to a new fiscal agent system effective July 1, 2008, major

systems changes had to be held until the new fiscal agent system is stabilized.

However, the Agency conducted several meetings to discuss possible FFS PSN

claims processing changes in preparation of the new system implementation. The

Agency will continue to work towards implementation of needed systems changes.

e HMO Prescription Drug Formularies Needed for Beneficiaries. Through the
review of complaint/issue data, the Agency determined that plan prescribed-drug
formulary information continued to be an area of concern for HMO members.

Action Taken: The Agency amended its health plan contracts to contractually

require that health plan formularyi nf or mati on be avail able on e
website. In addition, the Agency began working with its Choice Counseling vendor

to develop a prescribed drug navigation system that would make health plan drug

information easily available to the Choice Counselors.

e Service Authorization, Referrals and Primary Care Provider Availability.
Through the review of complaint/issue data, the Agency determined that service
authorization and referrals continued to be issues with some health plan members
and providers. Some health plan member service staff lacked clear understanding
of the health plands proces,aremlsomeéleathglant hor i z a
members were unclear as to how to contact the health plan for referrals and primary
care provider selection and needed assistance in locating health plan providers. In
addition, as the transition between Medicaid fiscal agents became closer, the
outgoing fiscal agent had some issues with timely enroliment files, thus affecting
health plans being able to accurately reflect new members at the start of a month.

Action Taken: The Agency continued to work with the health plans to ensure the
service authorization and referral information was provided to plan members and
providers. The plans were also required to ensure their member service staff
understood and could relate the new processes in place for authorization and
referrals related to the plands customi zed ©b
began a pilot process to monitor plan provider network submissions and access to
those providers in November 2007, and instituted that monitoring as an operational
function in the spring of 2008. The Agency also continued to work with the outgoing
fiscal agent to ensure that timely enrollment files were provided and to work with the
health plans to ensure care was timely authorized and that primary care providers
were appropriately identified. As the Medicaid system transition is completed, the
Agency will continue to work with health plans, beneficiaries and providers to
mitigate any transition issues that may occur.
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5. On-Site Surveys
Year Two at a Glance and Looking Ahead to Year Three

In the spring and summer of 2007, the Agency performed on-site surveys of all 17

heal th plans. These surveys gauged complianc
contract with the Agency and included a review of policies and procedures and

information technology systems including claims payments and provider networks. The

results of these surveys were all health plans are currently in good standing with the

State and there were no sanctions.

The Agency has begun surveying the health plans for 2008. These reviews will focused
more on operational issues, and plan employee interviews. Examples of operational
issues include: the reviewing of claims payments, listeninginont he plembet s m
services calls, and reviewing of grievance files. These surveys will be completed by the
end of calendar year 2008.
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B. Choice Counseling Program

Overview

Year Two of the demonstration has shown that Choice Counseling is empowering

beneficiaries to actively participate in their health care. Beneficiaries are making

decisions about their health plan choices at the highestratein FIl or i dads hi st or
selecting the plan that best meets their needs, beneficiaries have greater access to the

services they need, which is a fundamental goal of the demonstration.

The Choice Counseling team is the front line for the beneficiary both in the Field and at
the Call Center, and Choice Counselors have embraced their role in helping
beneficiaries evaluate benefit packages and understand the plan selection process.

A beneficiary voluntarily choosing his or her own health plan also supports another key
element of the demonstration, which is a marketplace decision. As beneficiaries
choose, the beneficiaries themselves drive the competitive marketplace and as a result,
plans are offering more competitive benefit packages to achieve enrollment of Medicaid
beneficiaries.

To continually evaluate the effectiveness of the Choice Counseling Program, a
Customer Service Survey was implemented in August of 2007. The survey allows the
beneficiary to give honest feedback about their experience with the Choice Counseling
process. The beneficiaries are utilizing the survey and their responses continue to be
very positive. The results from the Customer Service Survey have been an important
part in evaluating and improving the Choice Counseling program.

As the Agency continues to improve the Choice Counseling Program, the input from
Medicaid beneficiaries, and other interested parties continues to play an important role.
The input provided by these key stakeholders resulted in a comprehensive, innovative
Choice Counseling Program that was able to achieve the following results in Year Two
of the demonstration:

e The highest new eligible self-selectionrate ( pr evi ously referred to
enr ol | meimthe histary of Fojyida Medicaid managed care.

o Certified Choice Counselors, ensuring that each counselor has the knowledge
and interpersonal skills necessary to serv
This certification program is the first in the nation.

e Special Needs Unit expanded to serve the medically complex and their families
allowing beneficiaries enrolling in managed care to receive the additional
assistance their health status requires.

e Successful expansion into Baker, Clay and Nassau Counties by the end of 2007.

e Customer Service Survey, capturingt he benefi ciariesé feedbac
experiences with Choice Counseling.
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e Field Choice Counselor efforts to find and reach beneficiaries that are not
responding to mailings, by implementing outbound calling, leaving flyers at the
I ndi v ihamne,ahd@se of community partners. These changes resulted in
over 30 percent of the enrollments being done at the local level. This enrollment
level is significantly higher than the 10 percent estimated for field enroliment prior
to implementation.

o A preferred drug search functionality as an option in selecting a health plan (in
response to feedback from stakeholders). That research resulted in the
development of the ACS Navigator solution (to be implemented in the fall of
2008).

Details on these and other components of the Choice counseling Program are
described below.

1. Public Meetings and Beneficiary Feedback
Year Two at a Glance

One of the primary goals of the demonstration is to increase the active participation of
Medicaid beneficiaries in their health care. The Agency and the Agency's Choice
Counseling vendor, Affiliated Computer Services (ACS), recognized that feedback from
beneficiaries and other interested stakeholders would be critical. The Agency has held
public meetings in the demonstration counties to solicit input on the Choice Counseling
Program. As a result of the feedback from previous public meetings, the
implementation of a preferred drug search functionality called the Navigator solution is
planned for the Choice Counseling Program in the fall of 2008.

Navigator is a Preferred Drug List (PDL) search system. The Navigator system will

contain each health planbdés PDL and prescribed
beneficiaries that have prior Medicaid prescribed drug claims data (either fee-for-service

or managed care), Navigator will pull their medication data and then provide detailed

information on how each plan meetsthe b e n e f i current prescsbéd drug needs.

This detail allows the system to provide more information to the beneficiary and does

not require that the individual remember their current medications.

The Navigator system also has the capability for a Choice Counselor to input prescribed

drugs for beneficiaries that do not have prior claims history. This function will allow the

Choice Counselor to provide basic information to the beneficiaries on how each plan

could meet their current prescribed drugneeds. The Choi ce Co uilhnetdé or 6 s r
counseling beneficiaries on the medications themselves, but stating the results based

on their search in the PDL of which health plans covered their medication. This

information will allow the beneficiary to be able to select his or her plan more easily, as

it will provide more information for selection.

The Agency along with ACS/Navigator team held a public meeting in December 2007
and in January 2008 and presented the system to the health plans. The comments and
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guestions that were expressed in these forums resulted in the Agency and ACS
analyzing how to better display generic drugs in the Navigator system. There were
follow up meetings held in Broward in May and in Duval in June of 2008 to demonstrate
the system with the updated Navigator panels and counselor talking points (set as a
mock call environment). The demonstration was very well received and additional
suggestions were made to add important information that can be displayed in the
system. The comments from those meetings are posted on the AHCA Agency website:
(http://ahca.myflorida.com/Medicaid/medicaid_reform/medrefmeetings.shtml)

The Agency is working with ACS to finalize the panels and the Choice Counselor script
in preparation for implementation of Navigator in late September or October 2008.

Beneficiary Customer Survey

Every beneficiary that calls the toll-free Choice Counseling number is provided the
opportunity to complete a survey at the end of the call. The survey went live in August
of 2007. Between August 2007 through June of 2008, over 6,191 beneficiaries
completed the automated survey.

The Customer Survey ratings consider 100% to be a perfect score, with a scoring range
of 1 being lowest and 9 being highest. 100% or 9 reflects a truly satisfied caller. The
scores translate into percentages as follows:

= 00.00%
= 12.50%
= 25.00%
= 37.50%
= 50.00%
= 62.50%
= 75.00%
= 87.50%
= 100%

As stated above, the survey provides for a caller to rank his or her experience in all
areas of the call on a scale from 1 through 9. If a recipient scores a category between 1
and 3, the caller has the ability to leave a comment about why they left a low score.

The caller also can request a supervisor call back so the beneficiary can provide even
more feedback on his or her experience.
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Year Two Overview (August 2007- June 2008)

Table 11 contains the average score by month for each question asked in the survey for
Year Two of the demonstration.

How helpful do you find this counseling to be

Table 11 Choice Counseling
Percentage of Delighted Callers for Each Question

86.4% 91.5% | 89.1% | 90.6% | 89.4% | 90.8% | 90.8% | 88.9% | 87.6% | 89.8% | 88.5%
sfaction with the amount of time you waited to speak with a counselor
Aug Sept Oct Nov Dec Jan Feb Mar Apr May June
82.2% 85.0% | 80.1% | 83.4% | 80.9% | 77.9% | 81.8% | 82.1% | 83.1% | 81.6% | 80.7%
| How easy it was to understand the information
Aug Sept Oct Nov Dec Jan Feb Mar Apr May June
64.0% 64.7% | 64.8% | 67.2% | 64.2% | 77.0% | 81.1% | 80.1% | 80.5% | 77.3% | 78.9%
How likely are you to recommend Choice Counseling helpline to friend or relative
Aug Sept Oct Nov Dec Jan Feb Mar Apr May June
90.0% 96.1% | 94.5% | 95.8% | 93.9% | 94.4% | 95.6% | 94.1% | 94.4% | 93.2% | 94.7%
Overall service provided by Couns
Aug Sept Oct Nov Dec Jan Feb Mar Apr May June
94.4% 97.9% | 96.9% | 97.2% | 97.4% | 96.8% | 97.9% | 96.0% | 96.9% | 95.5% | 97.1%
| How quickly the Counselor understood why you called today
Aug Sept Oct Nov Dec Jan Feb Mar Apr May June
94.9% 96.8% | 95.9% | 96.7% | 95.3% | 95.9% | 97.7% | 95.5% | 95.4% | 95.2% | 97.3%
The Counselor's ability to help you choose your health plan
Aug Sept Oct Nov Dec Jan Feb Mar Apr May June
91.5% 95.6% | 92.4% | 93.4% | 93.6% | 95.0% | 97.0% | 93.4% | 94.2% | 92.5% | 96.1%
The Counselor's ability to explain things clearly
Aug Sept Oct Nov Dec Jan Feb Mar Apr May June
92.9% 96.6% | 96.0% | 95.6% | 96.2% | 95.5% | 97.7% | 95.5% | 95.4% | 94.5% | 96.5%
confidence you have in the information given to you by the counselor
Aug Sept Oct Nov Dec Jan Feb Mar Apr May June
92.5% 95.9% | 95.0% | 95.2% | 94.8% | 95.7% | 96.8% | 95.5% | 95.4% | 94.6% | 94.0%
\ Satisfaction with being treated respectfully
Aug Sept Oct Nov Dec Jan Feb Mar Apr May June
96.8% 98.3% | 98.0% | 96.5% | 97.9% | 97.9% | 99.1% | 97.4% | 97.2% | 97.3% | 97.5%
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2. Call Center
Year Two at a Glance

The Choice Counseling call center, located in Tallahassee, Florida, operates a toll-free
number and a toll-free number for the hearing-impaired callers, using a tele-interpreter
language line to assist with calls in over 100 languages. The hours of operation were
adjusted during the second quarter of year two to better align the call center hours with
beneficiary demand. The call center hours were adjusted to Monday through Thursday
8:00 a.m. T 8:00 p.m. and Friday 8:00 a.m. - 7:00 p.m., thus providing no Saturday
hours. The Agency and ACS have continued to closely monitor call volume (both
inbound and outbound) and the number of voice mail messages left over the weekends,
to maximize access for beneficiaries. The amount of calls and number of voice mails
left over weekends over the last 6+ months (reported by ACS) indicates that the current
weekday hours of operation are maximizing access for the beneficiaries. The call
center has over 32 full time equivalent (FTE) employees who speak English, Spanish
and Haitian-Creole to answer calls.

The primary function of the Choice Counseling call center is to handle inbound calls
from Medicaid beneficiaries and assist them in the enrollment process. The secondary
function is to place calls to beneficiaries in their 30-day choice window, who need to
make a health plan choice and have not yet contacted Choice Counseling.

The following are highlights of call center statistics from July 1, 2007 i June 30, 2008:

Total Inbound Calls: 168,078
Average Speed of Answer: 29 sec
Total Abandoned Calls: 3,948

Abandonment Rate:
(The contract standard is <5% monthly) 2.35%

Calls Answered within 4 rings: 100.00%
Call Answer Rate:

Call answered in < 15 seconds: 73.56%
Call answered in < 60 seconds: 83.29%
Call answered in < 180 seconds: 95.80%
Total Outbound Calls: 51,141

Calls answered in less than 180 seconds have a contract standard of 96%. The 15 and
60 second call rates do not have a contract standard, but are monitored as well
because they are indications of customer service provided by the call center. The call
center made some improvements in their workforce management during the third
guarter of Year Two. Incoming call history was analyzed and high volume call patterns
in the call center were tracked. In reviewing that history, the call center was able to
implement a call pattern work schedule which allows more FTEs to be answering calls
during peak time periods, thus handling more calls with less abandonment, and quicker
response times during those key hours of operation.
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3. Mail
Year Two at a Glance

In Year Two, the largest volume of mailings compared to Year One came from the new
eligible and open enrollment packets. In the summer of 2007, the transition of
beneficiaries located in Baker, Clay and Nassau Counties began with the mailing of the
required transition materials. The transition of beneficiaries into the expansion counties
was completed in December 2007. The following highlights the volume for the largest
mailings completed by the mailroom during demonstration Years One and Two.
Mailings are grouped by family or case. This means if there are 2 children in one case,
there would only be one mailing sent to the household instead of two. Therefore, the
number of individuals is higher than the number of mailings.

Mail Room Statistics Year 1 Year 2

New Eligible Packets 66,832 84,696
Transition Mailings 119,002 17,730
Auto-Assignment Letters 49,390 48,147
Confirmation Letters 49,029 57,537
Open Enrollment Packets 2,641 74,412

During Year Two, enrollments completed through the mail consistently remained at 5%
(or less) each month. Mail-in enroliments remain significantly lower than the
enrollments completed through the call center or by the field counselors.

ACS mailed 28,319 Annual Reminder Notices to those who are exempt from Open
Enrollment in two mailings; November 2007 and April/ May 2008, informing
beneficiaries (who are exempt from Open Enrollment) that they may change their health
plan at any time.

4. Face-to-Face/Outreach and Education
Year Two at a Glance

Looking back over the results of the outreach effort through Year Two brings to light
three important points that should be considered:

¢ Community Partners
e Self Selection Rate
e Minimal Complaints

During the first two years of the demonstration, the Choice Counseling Program has
made dedicated efforts to make contact with every community based organization
serving Medicaid beneficiaries. This was done in an effort to establish a partnership
and a line of communication between the local community and the field staff. Private
sessions with mental health and assisted living facilities allowed the Field Choice
Counselors to work closely with case managers or family members to help these
individuals transition as smoothly as possible.
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During Year Two, the self-selection rate increased to an average of 81% (with the
highest monthly average of 88% in April 2008). This increase is a direct reflection of the
outreach efforts used by the Field Choice Counselors. When the demand for face to
face counseling was not as high as expected, Field Counselors began an outbound

effort that included both calling and visiting homes of beneficiaries. This resulted in a
tremendous increase in enroliments being generated in the field which in turn caused
the increase in the self-selection rate. For the first time in Florida, Medicaid

benefi ci

ar i

es

w h bis od herdenrdimentipackeeenaighdomake the
call to Choice Counseling had someone in their local community reaching out to them
personally to help them to make an educated plan choice.

Another innovation utilized by outreach that affected the self-selection rate was the
development of a flyer entittedi Yo u 0 v e

targeted to Medicaid applicants and is distributed by the Florida Department of Children

A peglitaid eWlh o toé&r s. NNeflyetr i

and Families and Social Security as well as various community organizations that
provide eligibility determination assistance. This flyer has a colored picture of the

enrollment envelope and informs the beneficiary that if determined eligible for Medicaid,
he or she will be receiving the Choice Counseling materials in the mail and is required

to make a plan choice within 30 days. This notification has caused a higher initial
response rate, which has in turn increased the self-selection rate.

The minimal number of complaints received has been the result of several factors. ACS
fashignankde the ggeatess s u e s

and

AHCAOGS

C ommi
impact. The efforts of the program to provide choice counseling and enrollment broker

t ment

to

services have expanded within the demonstration counties to include education and
support to various organizations and community groups and the beneficiaries they

serve. The Field Choice Counselors have developed a reputation as being
knowledgeable, compassionate and dedicated among the partners that have been
established.

Table 12 lists the type and volume of Field Choice Counselor activities during Year Two
of the demonstration.

Table 12
Choice Counseling Outreach Activity
July 2007 i June 2008

Jul Aug Sep Oct Nov Dec Jan Feb Mar Apr May Jun Total
Public
Sessions 288 314 249 265 249 227 277 244 216 184 253 235 | 3,001
Private
Sessions 14 21 29 39 40 26 52 48 38 31 35 27 400
Home/No-
phone visits 333 357 290 285 409 523 427 432 466 366 373 250 | 4,511
Outbound
list calls 3,613 | 4,124 | 3,535 | 4,769 | 4,516 | 4,230 | 4,830 | 5,078 | 4,954 | 3,826 | 3,531 | 3,369 | 50,375
Outreach
Enrollments 2,693 | 2,863 | 2,534 | 3,363 | 2,977 | 2,425 | 3,072 | 2,563 | 2,518 | 2,506 | 2,314 | 2,582 | 32,410
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Chart F. Choice Counseling Outreach Activities
July 2007 7 June 2008
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5. Health Literacy
Year Two at a Glance

The Choice Counseling Program provides information and education on what it means
to be in a managed care plan, and how to decide what plan is best for individual
families. The staff also provides information on the Enhanced Benefits Program. As
the Choice Counseling Program staff describe enhanced benefits to the beneficiary, the
counselor discusses how engaging in healthy behaviors will improve overall health and
earn credits which can be used to purchase specific over the counter items that help his
or her families.

The Choice Counseling Programbés Special
disparities and health literacy. This unit has primary responsibility for the health literacy
function and continues to be a very important part of the Choice Counseling Program.
In December 2007, a new registered nurse (RN) supervisor was hired, earned her
certification in the Choice Counseling process, and began her duties in the Special
Needs Unit with ACS. The RN supervisor was able to build on lessons learned from the
first nurse employed by the Special Needs Unit to improve assistance provided to
beneficiaries as well as strengthening training provided to the Choice Counselors. The
RN supervisor developed and implemented training for the Choice Counselors which
outlines how the Special Needs Unit works and how (and when) to refer beneficiaries to
the unit for help. In March 2008, a licensed practical nurse (LPN) was hired to work in

34

Needs



the Special Needs Unit. The LPN completed her Choice Counseling certification course
in April 2008, and is an active part of the Special Needs Unit.

The staffing goal of the unit, after a previous evaluation (performed in 2007), is to staff
the Special Needs Unit with one RN supervisor, two LPNs and one social worker, with
additional nurses being hired for the field in the near future.

In addition to restructuring of the Special Needs Unit, the scope of work for the unit was
expanded to include:

e Development of additional training for the Choice Counselorséon working with
and serving the medically, mentally or physically complex;

e Enhancement of the scripts to educate beneficiaries on how to access care in a
managed care environment;

o Development of reference guides to increase the Choice Counselors knowledge
of Medicaid services, and information about diseases; and

e Participation in the development of the Navigator PDL section of the Choice
Counseling script.

6. New Eligible Self-Selection Data
Year Two at a Glance

During demonstration Year Two, the Agency revised the terminology used for
describing voluntary enrollment data to improve clarity and understanding of how the
demonstration is working. In the Medicaid Reform program, the term fivoluntaryohas
been used to refer to both beneficiaries who can voluntarily participate in the
demonstration and also to beneficiaries who voluntarily chose his or her own health
plan. To avoid multiple uses of a single term, the Agency changed the terminology
used when referring to beneficiaries who are making their own plan selection. Instead
of referring to new eligible plan selectionrateasiVol unt ary Enitisdow me nt
referredtoasi New EI| i Piehleet SoThet®aib e alefl e cit usen 00
refer to beneficiaries who choose their own plan and the term fi a s s i wilhbe dsed for
beneficiaries who do not choose their own plan.

The Choice Counseling Program is effectively empowering beneficiaries as
demonstrated by the new eligible self-selection rate (previously referred to as voluntary
enrollment rate). The Agency requires that a minimum of 65% of the new eligibles
make a voluntary health plan choice. Beginning in demonstration Year Three, this
requirement increases to 80%.

In Year Two, the lowest self-selection rate average was 74% and the highest was 88%.
ACS did consistently achieve self-selection rates above the 65% contract standard.
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7. Complaints/Issues
Year Two at a Glance

A beneficiary can file a complaint about the Choice Counseling Program either through
the call center, Agency headquarters or the Medicaid Area Office. During Year Two, 27
complaints were received regarding the Choice Counseling Program. The majority of
complaints received by the Choice Counseling Program related to beneficiaries not
having access to the plans preferred drug list information. As stated earlier, the Agency
researched the possibilities to add a PDL search functionality to the Choice Counseling
process and is preparing to implement the Navigator PDL search system in October
2008. The complaints and actions taken to resolve the complaints were summarized in
the quarterly reports.

8. Quality Improvement
Year Two at a Glance

A key component of the Choice Counseling Program is a continuous quality
improvement effort. Quality improvement ideas currently come from several sources:
the customer service survey (listening to beneficiary comments), quality monitoring of
the phone and Field Choice Counselors, feedback from public meetings, beneficiary
focus groups and choice counselor focus groups. These forums allow the Agency to
hear from beneficiaries and counselors on the successes and complaints, as well as
receive ideas for improvement for the Choice Counseling Program.

The major change in the Field Choice Counseling activities was the implementation of
Quiality Assurance Monitoring of the Field Choice Counselors. During demonstration
Year One, the Field Choice Counseling supervisors conducted most of the Field
monitoring done by ACS. In late September of 2007, the quality monitoring staff,
located in Tallahassee, began calling at random beneficiaries who were served by Field
Choice Counselors. The monitors asked four questions to rate the customer service
and accuracy of information provided by the Field Choice Counselors. Table 13 shows
the beneficiariesdresponses (in percentages) from 420 beneficiaries randomly called
who participated in the survey (from October 1, 2007 through June, 30 2008). The
same percentage range used in the call center is used in the field, with 100% being a
perfect score.

Table 13

Field Choice Counseling T Monitoring Results
(October 2007 i June 2008)

Able to complete enrollment/plan change at the session 96.35%
Felt the information provided by the Choice Counselor helped them make an informed 93.88%
decision

The information was explained in a way that made it easy to understand 97.81%
The Choice Counselor was friendly/courteous 98.44%
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In addition to external feedback, ACS has implemented an employee feedback email
system that allows Call Center Choice Counselors and Field Choice Counselors to
provide immediate comments on issues as part of their daily work. An anonymous
email box allows Choice Counselors to immediately send information that is reviewed
by management.

The Agency0d beadquarter staff, Medicaid Area Office staff, and ACS Choice
Counseling Program staff continue to utilize the internal feedback loop. This feedback
loop involves face-to-face meetings between Area Medicaid staff and ACS field staff, e-
mail boxes on ACS' enroliment system so Agency staff and ACS can share information
directly from the system to work difficult cases, and regularly scheduled weekly
conference calls and meetings.

Lessons Learned and Looking Ahead to Year Three

During Year Two, the Choice Counseling Program identified the following areas for
improvement. A description of the lessons learned and steps to be taken in the
upcoming year are provided below.

e Navigator PDL Implementation
e Customer Service Survey

e Script Enhancement

e Special Needs Unit

e Mail-in Enrollments

Navigator: The ability of a beneficiary to select a health plan based on whether a plan
cancoverhisorhermedi cati ons was a big need brought
interested parties. The Agency and ACS held public meetings to obtain feedback and

to find an effective solution. As a result of the feedback, the Agency began researching

the Navigator PDL system and presented the system to the public for feedback.

Modifications to the system were made based on input from the public. During Year

Three of the demonstration, the Navigator PDL system will be finalized (both script and

panels), and then after implementation, the Agency will hold additional public meetings

for further comments and suggestions.

Customer Service Survey: The received feedback from the beneficiary remained a big
issue in Year Two. The implementation of the customer service survey has helped
keep a pulse on what the beneficiary thinks of the Choice Counseling process both at
the call center and in the field. The goal for demonstration Year Three is to revisit the
guestions on the survey and target some additional areas in which to get beneficiary
feedback such as: possible materials changes, incorporating the Field Choice
Counselors in the automated survey for the beneficiaries, and possible script
enhancements as needed.

Script effectiveness: The Choice Counselors phone script is another area that
continues to be improved. This is an ongoing work in progress as the Agency and ACS
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monitor calls, and receive feedback from counselors and trainers on what language
works and what can be improved to make the beneficiarieséexperience and
understanding better. The component that includes the Navigator PDL choice piece will
be added and tested and ACS and the Agency will continue to monitor and evaluate the
effectiveness of the script (in part and as a whole), making changes as needed.

Special Needs Unit: Another area that was discussed during Year Two for inclusion in
Year Three activities, is how to incorporate disease management education or other
appropriate health outcome discussions into the Special Needs Unit. Since the
beneficiaries handled by this unit have complex needs, the ability of the registered
nurses to educate beneficiaries on disease management or other health information
would be a big step in reducing health disparities. This strategy will be explored and
developed during Year Three of the demonstration as the Special Needs Unit continues
to be defined and developed.

Mail-In Enrollment: The Agency and ACS are discussing changes to the enroliment
form and also exploring additional options to change the mail-in process to make it
easier for beneficiaries with the goal of increasing utilization of this enrollment option. In
Year Three, as these options are reviewed, there will be opportunity to present these
ideas to the public for their input as decisions are made regarding whether this remains
a viable option for enrollment.
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C. Enrollment Data

Overview

In anticipation of the Year One of the demonstration, the Agency developed a transition
plan to enroll the existing Medicaid managed care population who were located in
Broward and Duval Counties into Reform health plans. The plan staggered the
enrollment of beneficiaries who were enrolled in various managed care programs
(operated under Florida's 1915(b) Managed Care Waiver) into the demonstration. The
types of managed care programs that these beneficiaries transitioned from included
Health Maintenance Organizations (HMOs), MediPass, Pediatric Emergency Room
Diversion, Provider Service Networks (PSNs), and Minority Physician Networks (MPNS).
The transition period for Broward and Duval lasted seven months, beginning in
September of 2006 and ending in April of 2007.

During the development of the transition plan, consideration was given to the volume of
calls the Choice Counseling program would be able to handle each month. The Agency
followed the transition schedule outlined below:

e Non-committed MediPass”: Phased in over 7 months (1/2 in Month 1, then 1/6 in
each following month.)

e HMO Population: 1/12 in Months 2, 3, and 4 and 1/4 in Months 5, 6, 7.
e PSN Population: 1/3 in each of Months 2, 3, and 4.

During the first quarter of Year One of the demonstration, enrollment in health plans
was based entirely on this transitional process. Specifically, the July 2006 transition
period focused on enroliment of newly eligible beneficiaries as well as half of the
MediPass population. Beneficiaries were given 30 days to select a plan. If the
beneficiary did not choose a plan, the Choice Counselor assigned them to one. The
earliest date of enrollment in a health plan was September 1, 2006. During the second,
third, and fourth quarters of Year One of operation, enrollment in the demonstration
increased greatly as more existing Medicaid beneficiaries were transitioned into health
plans.

Prior to the start of demonstration Year Two, the Agency developed another transition
plan for the 3 expansion counties: Baker, Clay and Nassau. This plan was designed to
enroll the existing Medicaid managed care population located in the 3 expansion
counties into Reform health plans. Due to the smaller Medicaid populations located in
these counties, the transition plan was implemented over a 4 month period with
transitions beginning in September 2007 and ending in December 2007. As in Year
One of the demonstration, this process was implemented to stagger the enrollment of
beneficiaries into the demonstration. As before, the beneficiaries were transitioned from

* Non-Committed MediPass beneficiaries are those who had a primary care provider that did not become part of a
Medicaid Reform healthplanbs pr ovi der net wor k.
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HMOs, MediPass, and MPNs. The transition schedule for Baker, Clay and Nassau
Counties was as follows:

e September 2007 Enroliment: Non-committed MediPass located in Baker, Clay,
and Nassau Counties.

e October 2007 Enrollment: Remaining beneficiaries located in Baker and Nassau
Counties.

e November 2007 Enrollment: Remaining beneficiaries located in Clay County.

e December 2007 Enrollment: Clean-up period to transition any remaining
beneficiaries located in Baker, Clay, and Nassau Counties.

Table 14 contains the quarterly enroliment for each health plan during Year Two of the
demonstration, and shows how enrollment in the demonstration increased over this time
period. The quarterly enrollment for each of the HMOs is displayed in Chart G, and
Chart H shows the quarterly enrollment for each of the PSNs.

Table 14
Quarterly Medicaid Reform Enroliment by Plan
July 2007 7 June 2008

Plan Number of Enrollees by Quarter i Year 2
Plan Name Type Quarter | Quarter | Quarter | Quarter
1 2 3 4

Amerigroup HMO 12,117 13,242 14,142 14,915
Buena Vista HMO 6,960 6,929 6,802 6,816
Freedom HMO 0 44 172 255
HealthEase HMO 55,972 55,382 54,923 55,553
Humana HMO 11,016 10,825 10,654 10,745
Preferred Medical Plan HMO 2,147 2,034 1,938 1,876
StayWell HMO 33,222 34,396 34,904 36,108
Total Health Choice HMO 1,546 1,642 1,858 2,031
United Healthcare HMO 16,992 22,129 25,492 28,736
Universal Healthcare HMO 252 182 559 837
Vista South Florida HMO 3,652 4477 5,139 6,089
HMO Totals 143,776 151,282 156,583 163,961
Access Health Solutions PSN 11,436 19,143 18,928 18,609
CMS PSN 3,482 3,732 3,931 4,191
First Coast Advantage PSN 16,479 16,408 16,389 16,525
Netpass PSN 4,841 4,672 4,501 4,255
Pediatric Associates PSN 10,276 10,179 10,342 10,239
Egt‘\g&ﬁ} Community Care PSN 7150 |  6,779|  6425| 6272
PSN Totals 53,664 60,913 60,516 60,091
Medicaid Reform Totals 197,440 212,195 217,099 224,052
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Chart G.
Quarterly Medicaid Reform Enrollment for HMOs
July 2007 7 June 2008

Number of Enrollees
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Chart H.
Quarterly Medicaid Reform Enroliment for PSNs
July 2007 1 June 2008
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