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HealthChoice §1115 Waiver Renewal Application 

Introduction 

The Maryland Department of Health and Mental Hygiene (DHMH) is pleased to submit this 
Section 1115 waiver renewal application for the HealthChoice program. HealthChoice, 
Maryland’s statewide mandatory Medicaid managed care program, was implemented in July 
1997 under authority of a waiver through Section 1115 of the Social Security Act. The initial 
waiver was approved for five years. In January 2002, DHMH completed the first comprehensive 
evaluation of HealthChoice as part of the first 1115 waiver renewal. The 2002 evaluation 
examined HealthChoice performance by comparing service use during the program’s initial 
years with utilization during the final year without managed care (State fiscal year 1997). The 
Centers for Medicare and Medicaid Services (CMS) approved subsequent waiver renewals in 
2005, 2007, 2010, and 2013. The 2013 renewal evaluation focused on the HealthChoice goals of 
expanding coverage to additional Maryland residents with low income, improving access to care, 
and improving service quality. Between waiver renewals, DHMH continually monitors 
HealthChoice performance on a variety of measures and completes an annual evaluation for 
HealthChoice stakeholders.  

This renewal period will focus on developing cost-effective services that target the significant, 
complex health needs of individuals enrolled in Maryland Medicaid. In particular, DHMH 
proposes implementing initiatives that address social determinants of health, such as those 
encountered by individuals with substance use disorders, those who are chronically homeless, 
and those with criminal justice involvement.  

This renewal application includes the following sections: 

▪ A discussion of the history of the waiver;  
▪ A description of special initiatives in the next renewal period; 

▪ A list of requested changes and description of the requested waiver and expenditure 
authorities; 

▪ A budget neutrality request and description of financial data demonstrating historical and 
projected expenditures; 

▪ A description of DHMH’s public input process; and 

▪ An evaluation report of the demonstration. 

A Look Back at the Waiver  

Affordable Care Act Expansion 

Beginning in January 2014, under the Affordable Care Act (ACA), Maryland expanded 
Medicaid eligibility to adults under age 65 years with incomes up to 138 percent of the federal 
poverty level (FPL). More than 240,000 individuals have gained coverage as a result of the 
expansion, including 95,889 participants in the now-discontinued Primary Adult Care (PAC) 
program who transitioned into the full-benefit Medicaid HealthChoice program as expansion 
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adults. Because the ACA explicitly allows states to cover this childless adult population through 
the Medicaid State Plan, Maryland no longer uses budget neutrality savings from the 
HealthChoice 1115 waiver to receive federal matching dollars.  

As a result of the ACA, Maryland’s uninsured rate dropped to six percent, having fallen from 11 
percent in 2013.1 As of May 2016, Maryland Medicaid enrollment was 1,276,968 enrollees.  

Dental Services and Access 

Maryland continues to improve its dental program by reducing barriers to the provision of 
comprehensive oral health services to Medicaid enrollees. In 2007, guided by the strategies 
recommended to DHMH by a coalition of dental providers, consumer advocates, and state 
leaders, the Medicaid program began implementing major programmatic changes that have 
contributed to a significant increase in dental utilization among Medicaid enrollees. In July 2009, 
DHMH carved out dental services from managed care and implemented a single statewide 
administrative services organization (ASO) responsible for the administration of the Maryland 
Medicaid dental benefit, called the Maryland Healthy Smiles Dental Program (MHSDP). 
Beginning in 2009, DHMH also increased dental fees for selected codes for preventive and 
diagnostic services, which resulted in an increased dental spending of $14 million. Another $2.2 
million (total funds) were provided in the budget for dental code increases in 2015.  

In December 2013, the Dental Home Program2 was implemented statewide in Maryland. The 
program enrolls children under 21 and adults over 21 in the Rare and Expensive Case 
Management Program (REM).  Maryland also provides dental services to pregnant women under 
this program. 

Efforts to improve access to dental care for children and pregnant women continue. The 
Maryland dental program is implementing a comprehensive five-year plan designed to improve 
the engagement of pregnant women in dental care. At the heart of this program are the 
assignment of pregnant women to a Dental Home, provision of enhanced individualized outreach 
by phone to ensure pregnant women are aware of their dental benefit and how to access services, 
and the formation of partnerships with key oral health partners, such as OB/GYN providers.  

In 2009, DHMH implemented a fluoride varnish program in medical offices and began training 
and reimbursing Medicaid primary care providers for the application of fluoride varnish for 
children up to three years of age. Between 2009 and September 2015, approximately 1,257 
dentists received training in pediatric dentistry through various state-sponsored courses.  By 
January 2016, 454 unique Early and Periodic Screening, Diagnosis, and Treatment Program 

                                                
1 The Henry J. Kaiser Family Foundation. (2014). Health Insurance Coverage of the Total Population. Retrieved 
from http://kff.org/other/state-indicator/total-population/ 
2 In the Dental Home Program, comprehensive oral health care is provided by one primary care dentist, including: 
acute care and preventive services, comprehensive assessment for oral diseases and conditions, an individualized 
preventive dental health program, anticipatory guidance about growth and development issues, information about 
proper care of the child’s teeth, dietary counseling, and referrals to dental specialists when care cannot directly be 
provided within the dental home. 
 

http://kff.org/other/state-indicator/total-population/
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(EPSDT)-certified providers had administered over 159,208 fluoride varnish treatments to 
Medicaid children.   

Beginning in late 2016, the ASO will implement a comprehensive provider outreach program to 
encourage non-participating dentists to work with Medicaid. The ASO is also introducing 
significant technical innovations to the administration of the program, which will bolster 
DHMH’s data analytics capabilities. This includes offering online provider credentialing and 
contracting to simplify the network enrollment process, as well as the use of proprietary tools to 
streamline the provider engagement process through the use of an advanced pre-authorization 
model and the capability to check participant eligibility in real-time and up to a month in 
advance.  

Because of these efforts, the Maryland Healthy Smiles Program received the highest ranking in 
the nation for providing dental services to low-income participants from The Pew Center for the 
States in 2010 and 2011. The American Dental Association’s Health Policy Institute found that 
from 2005 to 2013, the dental utilization gap between privately-insured children and those 
enrolled in Medicaid narrowed, on average, by 53 percent. In Maryland, the children’s dental 
utilization gap narrowed by over 80 percent; the seventh largest decrease reported. Maryland was 
also one of 15 states to meet the first-year CMS Oral Health Initiative goal. 3 For calendar year 
(CY) 2014, Maryland remained above the target federal goal at 52.9 percent.  

Family Planning Program 

The Family Planning Program provides limited medical family planning services, including 
office visits and hospital outpatient visits for pelvic exams, breast exams, and advice and 
counseling for family planning methods; pregnancy tests; select laboratory tests; contraceptive 
drugs and devices; and permanent sterilization. The program originally covered pregnant women 
up to 250 percent of the FPL for up to five years following loss of benefits through SOBRA. In 
2008, CMS required the Family Planning Program to perform annual active redeterminations and 
to reduce the upper income limit from 250 percent to 200 percent of the FPL. Beginning in 
January 2012, Maryland expanded eligibility for the Family Planning Program to include all 
women less than 51 years of age with household income up to 200 percent of the FPL. When the 
State expanded Medicaid benefits expanded under the ACA, DHMH encouraged Family 
Planning enrollees to apply for full-benefit coverage.  

Accelerated Certification of Eligibility Process 

DHMH implemented a procedure for prioritizing Medicaid applications for pregnant women, the 
Accelerated Certification of Eligibility (ACE) process. This process has alleviated barriers to 
access to prenatal care by granting temporary eligibility in cases where there is insufficient 
documentation to make an eligibility determination. Temporary eligibility is granted while the 
case worker completes the case work within 30 days. The Maryland state-based marketplace, 
                                                
3Centers for Medicare and Medicaid Services. (2014, July 10). CMCS Informational Bulletin: Update on CMS Oral 
Health Initiative and Other Oral Health Related Items. Retrieved from 
http://www.medicaid.gov/Federal-Policy-Guidance/downloads/CIB-07-10-2014.pdf 
 

http://www.medicaid.gov/Federal-Policy-Guidance/downloads/CIB-07-10-2014.pdf
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Maryland Health Connection, is often able to determine eligibility in real-time, but for cases that 
require additional documentation, this tool may be used sparingly.  

Rare and Expensive Case Management  

During the 2010 waiver renewal, Medicaid expanded access to benefits for individuals in the 
Rare and Expensive Case Management (REM) Program. Specifically, DHMH asked for waiver 
approval from CMS to allow individuals receiving private duty nursing or home health aide 
services through the REM benefit expansion to remain in the REM Program after becoming 
eligible for Medicare. To qualify, individuals must continue to meet the eligibility diagnosis 
criteria for REM. Should an individual no longer meet the diagnostic criteria for REM, that 
individual is disenrolled from REM just as other REM beneficiaries are subject to disenrollment.  
Regardless of having Medicare benefits, all REM enrollees are disenrolled when they turn 65.  
DHMH plans to continue offering this expanded benefit package to REM enrollees during the 
next waiver period.   

Increased Community Services  

DHMH has been operating the Increased Community Services (ICS) Program since 2009. The 
ICS Program allows individuals residing in institutions with incomes above 300 percent of 
Supplemental Security Income (SSI) to move into the community, while also permitting them to 
keep an income level up to 300 percent of SSI. Individuals in the ICS Program are an expansion 
population under the HealthChoice waiver. Although currently capped at just 30 people, the ICS 
Program plays an integral role in removing a barrier preventing these individuals from living in 
the community. As detailed below, DHMH is proposing to expand this program to 100 slots over 
the next waiver renewal period. 

Maryland Multi-Payor Patient-Centered Medical Home Program  

A patient-centered medical home (PCMH) is a model of care delivery that encourages teamwork 
and care coordination among clinicians to offer patients better access to services and a greater 
role in making health care decisions. It is intended to strengthen the patient-provider relationship, 
as well as lower health care costs. In 2011, Maryland began a three-year pilot to test the use of a 
PCMH—the Maryland Multi-Payor Patient-Centered Medical Home Program (MMPP). 
Throughout the pilot, which concluded at the end of 2015, the MMPP provided Maryland 
patients with an array of services, such as integrated care plans, chronic disease management, 
medication reconciliation at every visit, and same-day appointments for urgent matters. Across 
the state, 52 primary and multispecialty practices and federally-qualified health centers 
participated in the MMPP. These practices were paid through the HealthChoice managed care 
organizations (MCOs) and private health insurance carriers. 

In October 2015, the Maryland Health Care Commission (MHCC) completed an evaluation of 
the MMPP. MHCC concluded that the program demonstrated numerous strengths that lead to 
improved health care, which may lead to improved health outcomes among Medicaid patients. 
One of the greatest improvements of the MMPP was an apparent reduction in health care 
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disparities among Medicaid patients.4 In light of these results, DHMH chose to continue to pay 
the practice transformation payments for the Medicaid enrollees after the program concluded in 
December 2015.   

Behavioral Health Integration 

Following significant public input over four years, DHMH has implemented an Administrative 
Services Organization (ASO) model to serve as the hub for the provision of publicly-funded 
behavioral health services in Maryland.5 Since many individuals with behavioral health 
conditions access both mental health and substance use services, this change has set the stage for 
service integration, closer coordination of care, and a single entity for provider billing and 
credentialing. 

Beacon Health Options (formerly ValueOptions Maryland) was selected as the ASO. On January 
1, 2015, the ASO launched the process to integrate substance use treatment and specialty mental 
health services into one comprehensive system that includes claims, billing, authorization, and 
referral services for individuals seeking behavioral health care. Previously, only specialty mental 
health care services were carved out of the MCOs and overseen by an ASO. DHMH will conduct 
its first evaluation of this new delivery system in Fall 2016. 

Redetermination Option and 90-Day Reasonable Opportunity Period 

On May 17, 2013, CMS released a State Health Official letter (SHO#13-003) on Facilitating 
Medicaid and CHIP Enrollment and Renewal in 2014. This letter outlined optional strategies that 
states could have employed to help manage the transition to their new eligibility and enrollment 
systems and coverage of new Medicaid enrollees. Maryland requested authority under section 
1902(e)(14)(A) to implement Strategy 2, extending the Medicaid renewal period so that renewals 
that would otherwise occur during the first quarter of 2014 (January 1, 2014 to March 31, 2014) 
occurred later. This strategy allowed Maryland to avoid operating two sets of eligibility rules 
during this time period and eased some of the burden on the new eligibility determination 
system. In total, Maryland made four waiver requests under the 1902(e)(14)(A) authority 
including: (1) dated June 28, 2013 - This delayed renewals scheduled to occur between January 
and March 2014 by 90 days; (2) dated December 13, 2013 - This delayed renewals scheduled in 
the first and second quarters of 2014 to the third and fourth quarters of 2014; (3) dated October 
8, 2014 - This delayed renewals for Maryland Health Connection and PAC enrollees until March 
2015; (4) dated September 14, 2014 - This asked for the 90 day reasonable opportunity period, 
which ended prior to September 2015.  

Payment and Delivery System Reform Initiatives  

In February 2013, CMS awarded Maryland its first State Innovation Model (SIM) design award 
of $2.4 million for design activities to support the development and testing of state-based models 

                                                
4Maryland Health Care Commission. (2014, October). Evaluation of the Maryland Multi-Payor Patient Centered 
Medical Home: An Overview of the First Annual Report. Retrieved from 
http://mhcc.maryland.gov/pcmh/documents/pcmh_Medicaid_Brief_rpt_111915.pdf. 
5 COMAR 10.09.70 
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for multi-payer health care delivery and payment system transformation. With a second design 
award of $2.5 million, issued in December 2014, Maryland is developing a strategy to integrate 
care delivery for individuals who are dually-eligible for both the Medicaid and Medicare health 
care programs (dual eligibles). Maryland is designing a care delivery system to improve health 
outcomes, enhance quality of care, address high costs and misaligned incentives, and promote 
better coordination between various practices, specialties, and technology systems to improve 
outcomes for this vulnerable population.   

Concurrently, Maryland’s All-Payer Model Agreement with CMS started in January 2014. The 
model placed all 47 acute care hospitals in Maryland under a global budget arrangement and 
limits growth of all hospital expenditures to no more than 3.58 percent per capita per year. This 
unique model allows Maryland’s Health Services Cost and Review Commission (HSCRC) to 
calculate the annual (State fiscal year) budget for each hospital. To meet their fixed budgets each 
year, hospitals have increased freedom to adjust their rates within a specified charge corridor. 
This approach has affected the process by which HealthChoice MCO rates are set. Historically, 
the HSCRC provided hospital inpatient and outpatient rates and utilization information to inform 
the MCO rate-setting process. In the future, actuaries will determine the utilization trends. 
DHMH is required to submit a plan to CMMI by December 2016 for the next All-Payer Model 
waiver period, which begins in 2019. The design of the care delivery strategy for dual eligibles is 
closely aligned with Maryland’s ground-breaking All-Payer Model. 

Inpatient Benefit for Pregnant Women Eligible through Hospital Presumptive Eligibility 

Under the ACA, qualified hospitals were given the option to determine eligibility for Medicaid 
for Modified Adjusted Gross Income (MAGI) populations, including pregnant women through 
259 percent FPL.6 The Hospital Presumptive Eligibility (HPE) process enables timely access to 
necessary health care services, immediate temporary medical coverage while full eligibility is 
being determined, a pathway to longer-term Medicaid coverage, and a coverage determination 
based on minimal eligibility information. Only one HPE period is permitted every 12 months, 
and pregnant women are allowed one period of coverage per pregnancy. Regardless of the 
ultimate Medicaid eligibility determination, federal rules require that state Medicaid programs 
reimburse hospitals and other providers for services provided during the temporary HPE period, 
except for inpatient services provided to pregnant women. DHMH received authority to waive 42 
CFR 435.1103(a), instead paying for inpatient services for pregnant women found eligible 
through HPE. DHMH also requests to reimburse for inpatient services provided to pregnant 
women found eligible through the newly proposed presumptive eligibility program for 
individuals leaving jail and prison.  

As of April 2016, 36 of 47 hospitals are enrolled and able to participate in HPE. To date, 30 of 
the 36 enrolled hospitals have completed the HPE training and may submit HPE applications. Of 
the 30 hospitals able to submit applications, only eight are actively and continuously submitting 
HPE applications. DHMH has initiated additional outreach and training for the state’s hospitals 
in an effort to increase participation and encourage the use of this critical eligibility- and 

                                                
6 Maryland’s income threshold for pregnant women is 250 percent FPL. When converted to MAGI, the threshold is 
259 percent FPL. 
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uncompensated care-mitigation tool. Hospitals have responded that they prefer to apply for full 
benefits through Maryland Health Connection, because coverage will be granted for a full year.   

Chronic Health Home  

In the FY 2013 budget, the Maryland General Assembly budgeted for the development of a 
Chronic Health Home demonstration to take advantage of the opportunity in Section 2703 of the 
ACA. Section 2703 allows states to design State Plan health homes that provide comprehensive 
systems of care coordination for participants with two or more defined chronic conditions. 
Health Homes are intended to improve health outcomes for individuals with chronic conditions 
by providing patients with an enhanced level of care management and care coordination. Health 
Homes provide an integrated model of care that coordinates primary, acute, behavioral health, 
and long-term services and supports for Medicaid participants who have: two or more chronic 
conditions, one chronic condition and a risk for developing a second chronic condition, or a 
serious and persistent mental illness (SPMI).  

The State Plan Amendment for Maryland’s Health Home program was approved in October 
2013 and targets the following Medicaid participants:  

• Adults with a serious and persistent mental illness (SPMI); 
• Individuals with an opioid substance use disorder (SUD) and risk of additional chronic 

conditions due to tobacco, alcohol, or other non-opioid substance use;  
• Children with serious emotional disturbances (SED).  

Individuals can participate in Health Homes if they are eligible for and engaged with a 
psychiatric rehabilitation program (PRP), mobile treatment service (MTS), or an opioid 
treatment program (OTP) that has been approved by DHMH to function as a Health Home 
provider. 

In December 2015, DHMH published a health home evaluation report that provides evidence 
that Health Homes successfully tie this extremely-vulnerable population to social and somatic 
care services, improving their access to preventive care. The results of this preliminary analysis 
suggest that Health Home participants had a strong demand for the social services provided by 
Health Homes, such as care coordination and health promotion. When comparing the study 
group with a comparison group of Medicaid participants with similar characteristics, preliminary 
analysis shows mixed results in the overall trends for the health care utilization and outcomes 
measures for each group.7 DHMH will continue to evaluate the program on an ongoing basis as 
additional data becomes available. DHMH plans to continue the program until a full evaluation 
is completed. 

Along with the continued implementation of Chronic Health Homes, DHMH will implement 
several new initiatives in the next waiver period designed to increase access, improve care 
coordination, and establish a stable foundation to deliver and receive services among vulnerable 
populations. 
                                                
7 2015 Joint Chairmen’s Report (p. 77) – Report on Patient Outcomes for Participants in Health Homes, 
https://mmcp.dhmh.maryland.gov/Documents/JCRs/chronichealthhomeJCRfinal11-15.pdf 
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Breast and Cervical Cancer Program 

The Breast and Cervical Cancer Program serves women with incomes up to 250 percent of the 
FPL. As of March 2016, 195 women were enrolled in the program. During the last renewal 
period, DHMH received a waiver to stop accepting any new Breast and Cervical Cancer Program 
applicants who were not enrolled in the program on January 1, 2014. Through the provisions in 
the ACA, individuals who would have previously been eligible under the waiver have new 
alternatives for accessing care. Medicaid now covers childless adults up to 138 percent of the 
FPL, and individuals between 138 percent and 400 percent of the FPL are eligible for new 
advanced premium tax credits and cost-sharing subsidies through the Exchange. Additionally, 
insurers in the individual and group markets are prohibited from imposing pre-existing condition 
exclusions.  

Because Maryland does not want to discontinue Medicaid coverage for individuals still in need 
of treatment who were enrolled in the program as of December 31, 2013, DHMH will continue 
to renew women currently enrolled in the program receiving active breast and cervical cancer 
treatment. 

A Look at the Next Renewal Period 

Introduction  

Initial evaluation of new enrollees in HealthChoice due to the ACA expansion suggest that not 
only does this population have significant, complex health needs, but they may also have limited 
health literacy or struggle with homelessness, leading to challenges in the appropriate utilization 
of care. As a result, in addition to ensuring that efforts to improve quality of care throughout the 
HealthChoice program continue throughout this next renewal period, DHMH is also requesting 
approval to implement several program expansions in the following areas: 

1. Residential Treatment for Individuals with Substance Use Disorders 
2. Community Health Pilots: 

A. Limited Housing Support Services  
B. Evidence-Based Home Visiting for High Risk Pregnant Women and Children up 

to Age 2  
3. Transitions for Criminal Justice Involved Individuals 
4. Increased Community Services Program 
5.   Dental Expansion for Former Foster Youth 
6.   Limiting Medicaid Payment for Observation Stays in Hospitals to 48 Hours 

The Medicaid population includes vulnerable subgroups that require unique services to meet 
their complex needs. Interventions that incorporate components designed to impact social 
determinants of health can be particularly effective. Individuals with substance use disorders or 
mental health issues, those with two or more chronic conditions, high-risk pregnant women, and 
families or individuals who are homeless or at-risk of becoming homeless are of particular 
concern. Furthermore, overlap between these vulnerable subgroups is common. For example, 
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individuals who are homeless or housing-insecure experience a greater risk of poorer mental 
health, substance use, and chronic illness, as compared to the general population.8 Likewise, 
incarcerated individuals are more likely to have chronic physical and mental health conditions or 
a substance use disorder.9 

Improving Quality of Care 

The HealthChoice program works to improve the quality of health services delivered. DHMH 
has an extensive system for quality measurement and improvement that uses nationally-
recognized performance standards. Quality activities include the External Quality Review 
Organization (EQRO) Systems Performance Review, the Consumer Assessment of Healthcare 
Providers and Systems (CAHPS) surveys, the Value-Based Purchasing (VBP) program, the 
Healthcare Effectiveness Data and Information Set® (HEDIS®) quality measures, a provider 
satisfaction survey, a HealthChoice consumer report card, annual Performance Improvement 
Projects (PIPs), and the EPSDT provider compliance review.10 DHMH has initiated an 18-month 
review of these performance standards, with the support of the Robert Wood Johnson 
Foundation’s State Health Value Strategies project; DHMH will continue to review these 
performance standards to ensure they appropriately address the needs of the new adult 
populations added under the ACA. In addition, efforts will include further developing and 
scaling up a recent direct test pilot program aimed at assessing the accuracy of provider 
directories in the HealthChoice Program. Also, in an effort to increase colorectal cancer 
screening rates in the HealthChoice Program, DHMH will be tracking and reporting aggregated 
MCO screening rates in the program evaluation, as well as launching a provider outreach 
initiative intended to support MCO providers with resources to improve screening rates.  DHMH 
plans to evaluate the use of the Primary Care Provider (PCP) medical home assignments to better 
understand their effectiveness and PCP utilization patterns by recipients. Finally, DHMH will 
implement the newly-finalized Medicaid and CHIP Managed Care Final Rule, which includes a 
number of provisions aimed at improving the quality of care to Medicaid beneficiaries.11 

Program Expansions 

1. Residential Treatment for Individuals with Substance Use Disorders 

The rise of opioid addictions across the country and a national rise in heroin-related deaths over 
the last several years suggest that the need to improve outcomes and access to SUD treatment is 
of paramount importance. In Maryland, heroin-related deaths have more than doubled from 2010 

                                                
8Centers for Disease Control and Prevention (2015, December 21). National Homeless Person’s Memorial Day. 
Retrieved from http://www.cdc.gov/features/homelessness/ 
9The Henry J. Kaiser Family Foundation. (2015, August 4). State Medicaid Eligibility Policies for Individuals 
Moving Into and Out of Incarceration. Retrieved from http://kff.org/medicaid/issue-brief/state-medicaid-eligibility-
policies-for-individuals-moving-into-and-out-of-incarceration/ 
10The Maryland Department of Health and Mental Hygiene. (2011). Quality Assurance Activities. Retrieved from 
https://mmcp.dhmh.maryland.gov/healthchoice/Pages/QUALITY-ASSURANCE-ACTIVITES0412-3907.aspx 
11 Office of the Federal Register. (2016, May 6). Medicaid and CHIP Managed Care Final Rule. Retrieved from 
https://www.federalregister.gov/articles/2016/05/06/2016-09581/medicaid-and-childrens-health-insurance-program-
chip-programs-medicaid-managed-care-chip-delivered 

http://www.cdc.gov/features/homelessness/
http://kff.org/medicaid/issue-brief/state-medicaid-eligibility-policies-for-individuals-moving-into-and-out-of-incarceration/
http://kff.org/medicaid/issue-brief/state-medicaid-eligibility-policies-for-individuals-moving-into-and-out-of-incarceration/
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to 2014, from 238 deaths in 2010 to 578 deaths in 2014.12 Maryland is committed to addressing 
the growing substance use crisis, with Governor Larry Hogan declaring Maryland’s heroin 
problem a public health epidemic. On February 24, 2015, Governor Hogan issued Executive 
Order 01.01.2015.12, which created the Heroin and Opioid Emergency Task Force. The Task 
Force is composed of 11 members with expertise in addiction treatment, law enforcement, 
education, and prevention. Lieutenant Governor Boyd K. Rutherford serves as Chair. The Task 
Force is charged with advising and assisting Governor Hogan in establishing a coordinated 
statewide and multi-jurisdictional effort to prevent, treat, and significantly reduce heroin and 
opioid use disorders. 

Unfortunately, the overdose problem is not limited to heroin-related deaths; in 2014, 1,039 
Marylanders died from an overdose-related cause—a 60 percent increase since 2010.13  
Maryland is currently exploring a wide array of strategies to address the epidemic. Maryland has 
authorized pharmacists to dispense an overdose-reversal drug through the State’s Overdose 
Response Program, aligning with the U.S. government’s recent efforts to address the opioid 
epidemic. However, the lack of available treatment in all settings—particularly residential 
treatment—has been a challenge because of the exclusion of matching federal funds for 
treatment in Institutions for Mental Diseases (IMD). Expanding the State’s current SUD 
treatment efforts with coverage for IMD services through the Medicaid program represents a 
critical component of DHMH’s overall strategy. Furthermore, it will align Maryland’s already 
robust SUD treatment Medicaid benefit package with the broader continuum of care. 

Maryland is seeking expenditure authority under Section 1115(a)(2) of the Social Security Act to 
claim expenditures by the State for SUD treatment in non-public IMDs—which are not 
otherwise included as expenditures under Section 1903—and to have those expenditures 
regarded as such under the State’s Title XIX plan. Maryland is seeking expenditure authority for 
otherwise-covered services provided to Medicaid-eligible individuals aged 21 through 64 who 
are enrolled in a Medicaid MCO and reside in a non-public IMD for American Society of 
Addiction Medicine (ASAM) Residential levels 3.1, 3.3, 3.5, 3.7, and 3.7WM (Withdrawal 
Management). Effective July 1, 2017, Maryland proposes to provide reimbursement for up to 
two 30-day stays annually for ASAM levels 3.7WM, 3.7, 3.5, and 3.3. Maryland intends to phase 
in coverage of 3.1 beginning on January 1, 2019. Per CMS guidance, Maryland will require and 
ensure that all SUD residential providers continue to meet the program standards set forth by 
ASAM.   

On July 27, 2015, Maryland submitted an amendment to its existing 1115 waiver to allow for 
coverage of residential treatment for both SUD and mental health diagnoses. That amendment 
was denied by CMS, and the amendment was modified to only focus on SUD coverage for these 
and other services in accordance with the State Medicaid Director letter #15-003. The State is 
continuing to negotiate with CMS on that amendment.  

                                                
12The Maryland Department of Health and Mental Hygiene. (2015, May). Drug- and Alcohol-Related Intoxication 
Deaths in Maryland, 2014. Retrieved from 
http://dhmh.maryland.gov/data/Documents/Annual%20OD%20Report%202014_merged%20file%20final.pdf   
13 Ibid. 

http://dhmh.maryland.gov/data/Documents/Annual%20OD%20Report%202014_merged%20file%20final.pdf
http://dhmh.maryland.gov/data/Documents/Annual%20OD%20Report%202014_merged%20file%20final.pdf
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Maryland’s Comprehensive SUD Coverage 

Maryland offers a comprehensive set of Medicaid benefits in its SUD coverage (See Figure 1) 
based on the ASAM guidelines, but one significant gap remains—residential treatment 
regardless of facility size.  

Medicaid-funded residential treatment would complement significant efforts by Maryland to 
improve SUD coverage and delivery. Most notably, the State has promoted the Screening, Brief 
Intervention, and Referral to Treatment (SBIRT) model to integrate behavioral health in primary 
care settings by allowing reimbursement to physicians, nurses, FQHCs, and physician assistants. 
Furthermore, physicians and nurses are able to delegate the provision of SBIRT services to any 
other provider if those services are within the provider’s scope of practice. Maryland will 
continue and may strengthen efforts to use ASAM standards in its delivery system, including 
provider licensure and standards of care, and will continue and may strengthen efforts to conduct 
monitoring and oversight to ensure that providers in its delivery system are using ASAM 
standards effectively. 

While residential treatment is currently covered by DHMH through grants, Medicaid-funded 
residential treatment coverage would expand access and foster sustainability. Continuing access 
to individuals with SUD needs will result in greater and more appropriate clinical treatment 
options for Medicaid beneficiaries and reductions in hospital and emergency department (ED) 
admissions. Providers in Maryland have overwhelmingly expressed that allowing Medicaid to 
reimburse IMDs will ultimately enable them to reach and treat more people. Expanding 
residential treatment options will have a beneficial impact on the entire SUD treatment system in 
Maryland. 

Figure 1: Current Continuum of Care in Maryland 

CURRENT CONTINUUM OF CARE IN MARYLAND 

SUD SERVICES ASAM Criteria 

SBIRT N/A 

Substance Use Disorder Assessment (CSAA) N/A 

Group Outpatient Therapy Level 1- Outpatient Service 

Individual Outpatient Therapy Level 1- Outpatient Service 

Ambulatory Detoxification Level 1- Outpatient Service,  
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CURRENT CONTINUUM OF CARE IN MARYLAND 

SUD SERVICES ASAM Criteria 

Level 2.1-  Intensive Outpatient Service, or 
Level 2.5- Partial Hospitalization 

Intensive outpatient (IOP) Level 2.1-  Intensive Outpatient Service 

Partial Hospitalization Level 2.5- Partial Hospitalization 

Methadone/Buprenorphine: 

Induction and Maintenance 

Level OMT- Opioid Maintenance Therapy 

Medicaid covers all FDA-covered 
pharmaceuticals. Additional medication-
assisted treatment covered with clinical 
criteria: 

• Buprenorphine/Naloxone combination 
therapies: Bunavail, Suboxone, 
Suboxone Film, and Zubsolv 

• Campral 
• Naltrexone 
• Subutex – Buprenorphine 
• Vivitrol 

N/A 

ICF-A: Under 21 Medically monitored intensive inpatient 
treatment  

Level 3.7WM 

Level 3.7 

Level 3.5 

Intensive Inpatient Services Level 4 – Inpatient Services and Level 4WM 

Expected Outcomes 
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Increase access to clinically-appropriate care 

One outcome Maryland anticipates achieving by introducing coverage of short-term residential 
treatment is to provide a continuum of clinically-appropriate care to Medicaid enrollees needing 
treatment for substance use disorders. The IMD exclusion incentivizes hospitalization in an acute 
general hospital over care in an SUD residential treatment program. While a hospital stay treats 
the medical effects of individuals’ illnesses, it does not treat the illnesses themselves or address 
the far-ranging consequences of substance use disorders. Hospital EDs and general acute 
inpatient units are not the best setting to provide substance use treatment. ASAM standards 
acknowledge that effective treatment of substance use takes place along a continuum of care. 
This continuum ranges from intensive inpatient services to residential care to outpatient 
counseling. 

Hospital EDs are not equipped or designed to provide the complex continuum of SUD treatment 
options. The National Council on Alcoholism & Drug Dependence–Maryland similarly noted 
that the IMD exclusion results in people seeking treatment in lower levels of care than what is 
clinically recommended.14  

Reduce substance use-related deaths 

Another primary outcome Maryland anticipates achieving through the 1115 SUD demonstration 
project is to reduce the number of SUD-related deaths, particularly heroin-related overdose 
deaths. According to the CDC, heroin use has more than doubled among young adults ages 18-
25 in the past decade. As noted earlier, Maryland in particular faces heroin-related deaths that 
have more than doubled from 2010 to 2014, from 238 deaths in 2010 to 578 deaths in 2014.15 
The CDC advocates that “states play a central role in prevention, treatment, and recovery efforts 
for this growing epidemic” and recommends that states increase access to substance use 
services.16 

The IMD exclusion creates a life-threatening barrier to treatment by limiting the number of beds 
a treatment facility may operate in order to receive reimbursement from Medicaid to less than 16. 
Multiple providers have stated that this bed limit forces them to place patients on waiting lists or 
in some cases turn patients away. As told by a person in recovery during one of Maryland’s 
public hearings on the 1115 SUD application, people experiencing addiction who are turned 
away from treatment are at a high risk of continuing substance use and not returning to seek 
treatment. Thus, timely treatment is critical toward curbing substance use. Receiving federal 
financial participation for services provided to individuals residing in IMDs would allow 
Maryland providers to admit more patients into residential treatment and save lives. 

Reduce emergency department visits 

                                                
14 National Council on Alcoholism and Drug Dependence and Maryland Addictions Directors Council. Comments 
to the Maryland Health Care Reform Coordinating Council Workgroups. Retrieved from 
https://www.ncaddmaryland.org/index.php?ht=a/GetDocumentAction/i/6397 
15Ibid. 
16 Centers for Disease Control and Prevention (2015, July 7). Today’s Heroin Epidemic. Retrieved from 
http://www.cdc.gov/vitalsigns/heroin/ 

https://www.ncaddmaryland.org/index.php?ht=a/GetDocumentAction/i/6397
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Maryland anticipates reducing ED visits with the 1115 SUD demonstration. Maryland has seen a 
large increase in the number of addiction-related ED visits, which is tied in part to the heroin 
epidemic in Maryland. Between 2010 and 2013, the number of heroin-related ED visits more 
than tripled, from 392 to 1,200.17 This contributed to a correlated rise in the number of addiction-
related ED visits over the same time period. An 1115 demonstration encompassing SUD services 
will reduce the number of addiction-related ED visits. As long-standing provider Gaudenzia, 
Inc., states, “These are people in crisis and when they are scheduled based on the limited 
availability of beds, they go to emergency rooms or they continue to use their substances of 
abuse.”18 

Quality Measures 

One of the key parts of Maryland’s SUD strategy is quality reporting and evaluation. Maryland’s 
annual HealthChoice evaluation design will be modified to incorporate the IMD exclusion. 
Maryland will use the Medicaid Adult and Children’s Core Sets in its measurement strategy for 
individuals with SUD, including the following: 

• Initiation and Engagement of Alcohol and Other Drug Dependence Treatment (NQF 
#0004); 

• SUB-3 Alcohol and Other Drug Use Disorder Treatment Provided or Offered at 
Discharge and the SUB-3a Alcohol and Other Drug Use Disorder Treatment at Discharge 
(NQF #1664) measures; and 

• Discharge from the Emergency Department for Mental Health or Alcohol or Other Drug 
Dependence (NQF #2605). 

 
The evaluation for the IMD exclusion will also be focused on health outcomes, health care costs 
and service utilization in regard to SUD, with specific focus on: 

• Readmission rates to the same level of care or higher; 
• Emergency department utilization; and 
• Inpatient hospital utilization. 
 

Furthermore, Maryland will continue and may strengthen efforts to monitor successful care 
transitions to outpatient care, including hand-offs between levels of care within the SUD care 
continuum as well as linkages with primary care upon discharge.  

2. Community Health Pilots:  Limited Housing Support Services & Evidence-Based Home 
Visiting Services for High Risk Pregnant Women and Children up to Age 2 

There is established recognition that socio-economic factors significantly impact health 
outcomes.  Social determinants of health have a particularly strong effect on vulnerable 
                                                
17The Maryland Department of Health and Mental Hygiene. (2015, July 27). Maryland HealthChoice Program 1115 
Waiver Amendment. Retrieved from 
http://dhmh.maryland.gov/docs/Maryland%20Section%201115_IMD%20Exclusion%20Waiver%20Application.pdf 
18Ibid. 
 

http://dhmh.maryland.gov/docs/Maryland%20Section%201115_IMD%20Exclusion%20Waiver%20Application.pdf
http://dhmh.maryland.gov/docs/Maryland%20Section%201115_IMD%20Exclusion%20Waiver%20Application.pdf
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individuals, including the populations served under Maryland’s Medicaid program. Coordinating 
health and social services and addressing social determinants of health through a “whole-person” 
strategy has shown promise as a way to enhance health outcomes and lower costs. 

In this waiver submission, the State is seeking to create two Community Health Pilot programs 
aimed at providing: A) limited housing support services (HSS); and B) evidence-based home 
visiting to high-risk pregnant women and children up to age two. The pilot program approach 
empowers communities to use evidence-based solutions that promote care integration at the 
provider and local levels. 

For both pilot programs, Maryland is seeking waivers from Section 1902(a)(10)(B) to enable the 
State to provide to Demonstration participants that meet the criteria described below and from 
Section 1902(a)(23)(A), which would enable the State to restrict freedom of choice of provider. 

Outlined below are descriptions of elements common to both Community Health Pilots: Lead 
and Participating Entities; Pilot Application Process; Termination; Progress Reports; Universal 
and Variant Metrics; Pilot Award Payment Structure and Award Payments.  Following are the 
requirements unique to each pilot program: Target Population; Strategies; Services and 
Beneficiary Participation. 

Common Elements of Community Health Pilots: Lead and Participating Entities; Pilot 
Application Process; Termination; Progress Reports; Universal and Variant Metrics; and 
Pilot Award Payment Structure and Award Payments 

Lead and Participating Entities 

DHMH will accept applications for pilots from Local Health Departments (LHDs), or from 
consortia of entities serving a county or region consisting of more than one county or city.  Each 
pilot application shall designate a “Lead Entity” that will be the single point of contact for 
DHMH. The Lead Entity is the governmental agency responsible for providing the required 
match for funding. In most cases, this will be the LHD. 

The pilot application shall identify other entities—such as key community partners—that will 
participate in the Pilot. These Participating Entities may include the health services and specialty 
mental health agencies or departments; other public agencies or departments—such as county 
alcohol and substance use disorder programs, human services agencies, criminal 
justice/probation entities and housing authorities—or other entities that have significant 
experience serving the target population within the participating county or counties geographic 
area, such as MCOs, physician groups, clinics, hospitals and community-based organizations. 

The Pilot Lead Entity will enter into an agreement with DHMH that specifies general 
requirements of the pilot, including a data sharing agreement. 

Pilot Application Process 

a.       Timing.  Lead Entities shall submit pilot applications to DHMH by April 1, 2017, or 45 
days after DHMH issues the Pilot Request for Application (RFA), whichever is later. Additional 
funds for existing pilots or applications for new pilots may be accepted by the State after the 
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initial application period if additional funds are available. All initial applicant requirements 
separate from timelines would remain applicable. 

b.      Application Contents. Pilot applications must include: 

i.             Identification of the Pilot Lead Entity; 

ii.            Identification of participating entities including a description of each and the 
role in the pilot; 

 iii.          A background description of the geographic area in which the pilot will operate 
and the need for the pilot; 

 iv.           A general description of the pilot, its structure, and how it will address the 
needs of the target population; 

 v.            A collaboration plan that describes how communication amongst Participating 
Entities and the Lead Entity will occur, how integration will be promoted and silos 
minimized, and details about how decisions will be made in consultation with the Pilot 
Participating Entities. 

 vi.            A description of the methodology used to identify the target population(s), 
including data analyses and a needs assessment of the target population; 

 vii.           A description of services that will be available to beneficiaries under the pilot; 

 viii.          A description of how care coordination will be implemented, including what 
each Participating Entity will be responsible for and how they will link to other 
Participating Entities, as appropriate, to provide wraparound care coordination to 
beneficiaries (Home Visiting Pilots must include care coordination with beneficiaries' 
managed care organization and LHD Administrative Care Coordination Services); 

 ix.            Detail of the specific interventions, including how Plan-Do-Study-Act will be 
incorporated to modify and learn from the interventions during the pilot; 

x.             A description of how data-sharing will occur between the entities, including 
what data will be shared with which entity and how infrastructure and sharing will evolve 
over the life of the demonstration; 

 xi.            A description of other strategies that will be implemented to achieve the goals 
of the pilot; 

 xii.           Performance measures for each type of Participating Entity and the pilot itself, 
including short-term process measures and ongoing outcome measures;   

 xiii.          Transferring entity(ies) of the non-federal share for payments under the pilot. 
This transferring governmental entity should be the Lead Entity, who in most cases will 
be the LHD; 
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 xiv.          A plan for the Lead Entity to conduct ongoing monitoring of the Pilot 
Participating Entities, including subcontracts, and make subsequent adjustments should 
any issues be identified. This should include a process to provide technical assistance, 
impose corrective action, and termination from the pilot, if poor performance is identified 
and continues; 

 xv.           A plan for data collection, reporting, and analysis is ongoing of the pilot’s 
interventions, strategies, and participant health outcomes; 

xvi.         Letters of support from participating providers and other relevant stakeholders 
in the geographic area where the pilot will operate (optional but recommended); 

 xvii.         Letters of participation agreement and data sharing agreements from 
participating entities; 

 xviii.        A financing structure including a description of pilot award payments, how 
they will be distributed, and any financing or savings arrangements; 

xix.           A funding diagram illustrating the flow of requested funds from DHMH to the 
Lead Entity and Participating Entities (any subcontractors); 

xx.            A total requested annual dollar amount. Budgets should not include costs for 
services reimbursable with Medicaid or other federal funding resources; 

 xxi.          A description of any requirement exceptions requested; 

 xxii.         An estimated number of beneficiaries to be served annually; and 

xxiii.         A proposed enrollment cap, if applicable. 

Termination  

DHMH may suspend or terminate a Pilot if corrective action has been imposed and persistent 
poor performance continues.  

Progress Reports   

The Pilot Lead Entity will submit mid-year and annual reports in a manner specified by DHMH.  
The pilot awards payments will be contingent on timely submission of the mid-year and annual 
reports. 

Universal and Variant Metrics  

DHMH will categorize pilots, as appropriate, and will create a list of category-specific 
performance metrics that the pilot entities in each category must report mid-year and annually, 
with reporting to start no later than one year following pilot implementation after completion of 
any start-up period. Due to data lags, metrics may be reported partially during the initial 
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implementation period. These metrics will allow DHMH to measure progress consistently across 
pilots, and allow flexibility for reflecting the variety of strategies. 

Pilot Award Payment Structure and Award Payments  

For purposes of the pilots, the pilot year shall begin on July 1 and end on June 30. For the HSS 
Pilots, up to $3 million in Federal financial participation shall be made available, with up to $4.8 
million in Federal financial participation made available for the Evidence-Based Home Visiting 
Pilots. 

DHMH shall review, approve, and make award payments for pilots in accordance with the 
requirements in the approved waiver. Pilot award payments shall support: 1) infrastructure to 
integrate services among local entities that serve the target population; 2) services not otherwise 
covered or directly reimbursed by Maryland Medicaid to improve care for the target population; 
and 3) other strategies to improve integration, reduce unnecessary utilization of health care 
services, and improve health outcomes. 

Award payments are available to approved Lead Entities. For HSS Pilots, funding (total 
computable) shall not exceed $6 million in the aggregate over two and a half years. For 
Evidence-Based Home Visiting Pilots, funding (total computable) shall not exceed $9.6 million 
in the aggregate over two and a half years. 

a.       Each Lead Entity, as specified in the approved pilot application, will provide the 
non-federal share of payment through an intergovernmental transfer (IGT). The funding 
entity shall certify that the funds transferred qualify for Federal financial participation 
pursuant to 42 C.F.R part 433 subpart B and are not derived from impermissible sources 
such as recycled Medicaid payments, federal money excluded from use as state match, 
impermissible taxes, and non-bona fide provider-related donations. Sources of non-
federal funding shall not include provider taxes or donations impermissible under section 
1903(w), impermissible intergovernmental transfers from providers, or federal funds 
received from federal programs other than Medicaid (unless expressly authorized by 
federal statues to be used for claiming purposes, and the federal Medicaid funding is 
credited to the other federal funding source). 

b.       Notwithstanding the annual limits set forth, in the event that the number of 
approved Pilots results in unallocated funding for a given Demonstration year, DHMH 
may allow the participating Lead Entities to submit applications in a manner and timeline 
specified by DHMH proposing that the remaining funds be carried forward into the 
following Pilot Year (PY), or to expand pilot services or enrollment from which such 
unallocated funding will be made available. Additional applicants not approved during 
the initial application process may also be permitted to submit an application for 
consideration. 

c.      If a selected applicant fails to substantially comply with any of the terms of the 
approved application, DHMH may terminate the contract and redirect remaining funds to 
other selected applicants or to other applicants whose programs were not previously 
selected for funding. 
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d.      Award payments for pilots are based on the approved amounts and will be 
contingent upon specific deliverables, e.g., encounters or persons served, the performance 
of specific activities, interventions, supports and services, or achievement of pilot 
outcomes, as described in the approved application. The annual progress reports must 
document how the Lead Entity satisfied the requirements for receiving funding for each 
component as described in the application. If the Lead Entity cannot demonstrate 
completion of a deliverable or outcome as described in the application, DHMH shall 
withhold or recoup the funds linked to that deliverable. 

e.        Pilot award payments are not direct reimbursement for expenditures or payments 
for services. Award payments are intended to support infrastructure and non-Medicaid-
covered interventions. The award payments are not direct reimbursement for 
expenditures incurred by participating entities in implementing reforms. Pilot payments 
are not for services otherwise reimbursable under the Medicaid program, and therefore 
providers may continue to bill Medicaid and/or the HealthChoice MCOs for all State 
Plan-covered services. The pilot payments are not reimbursement for health care services 
that are recognized under Special Terms and Conditions (STCs) or under the State Plan. 
Pilot award payments should not be considered patient care revenue and should not be 
offset against the certified public expenditures incurred by government-operated health 
care systems and their affiliated government entity providers for health care services, or 
administrative activities as defined under any Special Terms and Conditions and/or under 
the State Plan. The award payments do not offset payment amounts otherwise payable to 
and by MCOs for Medicaid beneficiaries, or supplant provider payments from MCOs 

f.   Pilot award payments shall support the activities and services specified below 
under unique elements for each of the two respective pilots.  

Elements Unique to Limited Housing Support Services Pilot Programs 

Maryland requests approval to conduct a pilot program effective July 1, 2017, to provide certain 
housing-related support services to promote community integration for high-risk, high-utilizing 
Medicaid beneficiaries who may be at risk of homelessness or may currently be experiencing 
homelessness. Studies demonstrate that the provision of enhanced housing support services and 
case management to these individuals can reduce inappropriate service utilization leading to 
reduced costs and improved health outcomes.19 Through an open application process, Maryland 
will solicit the participation of local entities to deliver housing support services to up to 300 
Medicaid recipients at a cost not to exceed $3 million in Federal financial participation over the 

                                                
19Larimer, M., Malone, D. (2009). Health Care and Public Service Use and Costs Before and After Provision of 
Housing for Chronically Homeless Persons with Severe Alcohol Problems. Journal Am. Medical Association. 
301(13):1349-1357.  See also, Buchanon, D., & Kee, R. (2009). The Health Impact of Supportive Housing for HIV-
Positive Homeless Patients: A Randomized Controlled Trial. Journal Am. Medical Association. 99;6; Buchanon, D., 
Kee, R., Sadowski, L., et. al. (2009). Effect of a Housing & Case Management Program on Emergency Department 
visits and Hospitalizations Among Chronically Ill Homeless Adults: A Randomized Controlled Trial. .” Am. Journal 
Public Health. 301;17. 
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course of the two and a half year pilot. Pilot entities will provide the non-federal share of 
payment through an intergovernmental transfer (IGT). 

Target Population(s)    

HSS pilots shall identify high-risk, high-utilizing Medicaid beneficiaries in the geographic area 
that they serve and assess their need for support services. Pilots must define their target 
populations and interventions to provide integrated services to high users of multiple systems. 
The target population shall be identified through a collaborative data approach to identify 
common patients who frequently access urgent and emergent services often times across multiple 
systems. Target populations must meet both health and housing status criteria, which may 
include but are not limited to: 

1. Health Criteria (at least two): 
a. Repeated incidents of avoidable ED use, hospital admissions, or nursing facility 

placement; 
b. Two or more chronic conditions; 
c. Mental health and/or substance use disorders; and/or 
d. Other complex health care needs due to disability, at risk of needing institutional 

care, etc. 
2. Housing Status Criteria (at least one): 

a. Currently experiencing homelessness; or 
b. Individuals who will experience homelessness upon release from institutions 

(hospital, sub-acute care facility, skilled nursing facility, rehabilitation facility, 
IMD, county jail, state prisons, or other). 

 
Individuals who are not Maryland Medicaid beneficiaries may participate in approved HSS 
Pilots, but funding in support of services provided to such individuals is not eligible for Federal 
financial participation. These individuals shall only be included in the HSS Pilot at the discretion 
of the individual pilot program and as approved by DHMH during the application process.   

Strategies   

HSS Pilots shall include specific strategies to: 

1. Increase integration among county agencies, MCOs, and providers, and other entities 
within the participating county or counties that serve high-risk, high-utilizing 
beneficiaries and develop an infrastructure that will ensure local collaboration among the 
entities participating in the HSS Pilots over the long term; 

2. Increase coordination and appropriate access to care for the most vulnerable Medicaid 
beneficiaries; 

3. Reduce inappropriate ED and inpatient utilization; 
4. Improve data collection and sharing amongst local entities to support ongoing case 

management, monitoring and strategic program improvements in a sustainable fashion; 
5. Achieve targeted quality and administrative improvement benchmarks; 
6. Increase access to housing and supportive services; and 
7. Improve health outcomes for the target population. 
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Services 

HSS Pilots shall target individuals at-risk of or experiencing homelessness who have a 
demonstrated medical need for housing or supportive services. HSS Pilots, which in most cases 
will have Lead Entities who are LHDs, must also include local housing authorities, community-
based organizations, and others serving the homeless population as entities collaborating and 
participating in the HSS Pilot. Housing interventions would be tailored to the individual’s needs 
and may include: 

a)      Tenancy-Based Care Management Services—Tenancy-based care management 
services to assist the target population in locating and maintaining medically necessary 
housing.  These services may include: 

 (1) Housing search and assistance, such as collecting documents to apply for 
housing; completing applications and managing re-certification processes; lease 
negotiations; advocacy with landlords to rent units; and understanding tenancy 
rights and responsibilities;  

(2) Ongoing tenancy supports, such as landlord and property management 
relationship building; strategies for developing regular payment of rent, utilities 
and property management needs; education about participation in tenant 
associations; and  

(3) Eviction prevention, such as advocacy and linkage with community resources 
to prevent eviction when housing is or may potentially become jeopardized; 
conflict resolution; lease behavior requirements; and property management. 

b)      Housing Case Management Services—Housing Case Management Services may 
include:  

(1) service planning support;  

(2) coordinating and linking the recipient to services including primary care and 
health homes; substance use treatment providers; mental health providers; 
medical, vision, nutritional and dental providers; vocational, education, 
employment and volunteer supports; hospitals and emergency rooms; correctional 
facilities, probation and parole; crisis services; end of life planning; and other 
support groups and natural supports;  

(3) entitlement assistance including obtaining documentation, navigating and 
monitoring application process and coordinating with the entitlement agency; and  

(4) independent living, including skills coaching, financing counseling, anger 
management, individual and family counseling, support groups and natural 
supports. 
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Federal financial assistance from the Medicaid program cannot be used for room and board in 
home and community-based services. 

Beneficiary Participation 

Receipt of HSS Pilot services is voluntary and eligible beneficiaries must opt-in to the pilot; they 
may also opt out at any time. Each pilot applicant must include a plan to serve at least 30 
recipients in its application. As noted previously, total Federal financial participation across all 
approved pilots shall not exceed $3 million over the course of the two and a half year pilot and 
will be used to serve approximately 300 beneficiaries statewide.  

Elements Unique to Evidence-Based Home Visiting Services (HV) Pilot Programs for High 
Risk Pregnant Women and Children Up to Age 2 

Maryland requests approval to conduct a pilot program effective July 1, 2017, to provide 
evidence-based home visiting services to promote enhanced health outcomes, whole person care, 
and community integration for high-risk pregnant women and children up to age two. Through 
an open application process as described above, Maryland would solicit pilot applications 
positioning Lead Entities to facilitate delivery of evidence-based home visiting services as 
specified below over the course of the pilot.  

The home visiting services must align with at least one of two evidence-based models that focus 
on the health of pregnant women: Nurse Family Partnership (NFP) and Healthy Families 
America (HFA). Evidence-based home visiting programs are designed to ensure that: babies are 
born healthy and have opportunities to grow up healthy; family bonds are strong and supportive; 
family members are connected to essential community resources for health and self-sufficiency; 
and children enter school ready to learn. NFP and HFA have undergone rigorous evaluation and 
have been shown to improve maternal and child outcomes by connecting families to essential 
community services, improving maternal health, strengthening parent-child relationships, 
promoting healthy development of children’s cognitive, physical and social-emotional growth, 
and reducing the risk factors for child abuse and neglect.   

NFP is designed for first-time, low-income mothers and their children.  The program reinforces 
maternal behaviors that encourage positive parent-child relationships and maternal, child, and 
family accomplishments. Visits begin early in the woman’s pregnancy and conclude when the 
child turns two years old. HFA targets parents facing challenges such as single parenthood, low 
income, childhood history of abuse, substance use disorders, mental health issues, and domestic 
violence. Families are enrolled during the pregnancy or within the first three months after a 
child’s birth. Once enrolled, services are available until the child enters kindergarten; however, 
this pilot will be age-limited for children up to age two. 

Target Population(s)  

The HV pilots shall identify high-risk Medicaid beneficiaries in the geographic area that they 
serve and assess their need for support services. Pilots must define their target populations and 
interventions to provide integrated services in accordance with the HFA or NFP models and will 
coordinate with the beneficiaries’ MCO. 
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The target population will be drawn from those eligible for either of the two evidence-based 
home visiting programs below:   

• Nurse Family Partnership—Medicaid-eligible pregnant and postpartum women who are 
first-time mothers and who begin receiving services before the 28th week of pregnancy. 
Home visiting services are provided throughout the prenatal period and up to the infant’s 
second birthday.   

• Healthy Families America—Under the HFA model, sites can select their targeted 
population. In the HV Pilot, Medicaid would consider applications for two populations:  

o Medicaid-eligible pregnant women who have had a previous poor birth outcome 
or have a high-risk medical condition or early or advanced age. Home visiting 
services provided for the pre-natal period and until children are six months old, 
but applications can propose visits up to the child’s second birthday.20 

o Medicaid-eligible pregnant and postpartum women who have an elevated risk for 
a poor birth outcome due to other low-risk medical conditions and/or have 
psychosocial risk factors. Low-risk medical conditions may include asthma, body 
mass index below 18.5 or at least 30, and syphilis or HIV. Psychosocial risk 
factors may include tobacco use, drug use, alcohol use, depressive symptoms, 
abusive relationship, homelessness, or Child Protective Services involvement. A 
vulnerability index is used to identify risk factors for poor birth outcomes and 
appropriately triages perinatal women to the level and frequency of home visiting 
services that will most effectively meet their needs. 

Strategies  

Recognizing the limited number of available slots for participants in this HV pilot demonstration, 
Lead and Participating Entities should endeavor to explain their methodology for identifying 
their highest risk population from the pool of all women who would otherwise meet the 
eligibility criteria for services through either NFP or HFA. 

HV Pilot applicants could establish primary or secondary target groups as a way to prioritize 
their highest risk population to engage in the pilot: 

Primary Target Group Secondary Target Group 

• Adolescent ≤ 15 years 
• Late Registration > 20 weeks 
• Abuse/Violence 
• Alcohol/Drug Use (may target by 

substance) 

• Disability (mental/Phys/develop) 
• Less than 12th grade education or no 

GED 
• Lack of social/emotional support 
• Housing/environmental concerns 

                                                
20 Note:  The Healthy Families model allows services for children up to age 5; however, for this pilot, DHMH is 
narrowing this to allow services for children up to age 2. 
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• Less Than 1 year since last delivery 
• History of fetal/infant death 
• Non-compliance 

• Smoking/tobacco use 

HV Pilots applicants are encouraged to describe how they will coordinate with MCOs to address 
the high risk medical conditions, as well how they are connected to other Medicaid 
administrative services, such as Administrative Care Coordination Units (ACCUs). 

Services 

• Nurse Family Partnership—One-on-one home visits from 60 to 75 minutes between a 
registered nurse and the Medicaid beneficiary. Nurses conduct weekly home visits for the 
first month after enrollment and then bi-weekly until birth. Visits are weekly for the first 
six weeks after birth, then bi-weekly until 20 months. The last four visits are monthly 
until the child is two years old.  

• Healthy Families America—The HFA model pilot would allow (1) screenings and 
assessments to determine families at risk for child maltreatment or other adverse 
childhood experiences; (2) home visiting services; and (3) routine screening for child 
development and maternal depression. Pilots must offer one home visit per week for the 
first six months after a child’s birth, and then tailor home visit frequency to families’ 
needs over time. 

Beneficiary Participation 

Receipt of HV Pilot services is voluntary and eligible beneficiaries must opt-in to the pilot; they 
may also opt out at any time.  Total Federal financial participation across all approved pilots 
shall not exceed $4.8 million over the course of the two and a half year pilot. 

3. Transitions for Criminal Justice Involved Individuals  

The expansion of Medicaid eligibility to Americans with incomes up to 138 percent of the 
federal poverty level was designed to greatly increase access to coverage and services for low-
income adults. In particular, the expansion allows for coverage of people recently released from 
jail or prison. Improving access to health care immediately upon release, especially access to 
critical substance use and mental health treatment, will improve health outcomes and reduce 
recidivism in this population. About 1 in 36 adults in the United States was under some form of 
correctional supervision at year end 2014, and in Maryland, about 1 in 42 adults. The importance 
of making the health insurance coverage connection for individuals with criminal justice 
involvement cannot be overstated: 

• The incarcerated population is disproportionately comprised of people of color, 
increasing health disparities; 

• Individuals in prison or jail are more likely to suffer from chronic and/or infectious 
diseases; 

• The criminal justice population as a whole is more likely to be low-income and 
uninsured; and 
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• Individuals with criminal justice involvement have a higher prevalence of mental health 
and substance use disorders than the rest of the population. 

The expansion of Medicaid in Maryland to adults below 138 percent of FPL in 2014 coincided 
with the implementation of Maryland Health Connection, the State's health insurance 
marketplace. As of April 2016, over 250,000 individuals are enrolled in Maryland Medicaid 
under the adult expansion. In parallel, Governor Larry Hogan, through his office of Crime 
Control and Prevention, convened the Justice Reform Coordinating Council (JRCC). The JRCC 
was particularly focused on reducing recidivism and identifying new and better ways to 
supervise offenders. The charge of the JRCC was to develop a justice reinvestment process to 
ensure that prison beds are reserved for the most serious criminals and low-level offenders are 
supervised through evidence-based, community-based programs, including mental health and 
substance use treatment.  

As a result of JRCC’s work, the Justice Reinvestment Act was introduced in this year’s 
legislative session. Connecting eligible individuals to Medicaid coverage upon release is a key 
component of this legislation. In fact, the final enrolled bill requires the Department of Public 
Safety and Correctional Services (DPSCS) and DHMH to establish a process to expand 
enrollment of incarcerated individuals in Medicaid upon release. Access to health coverage is 
essential for this population, as the bill also requires the Division of Parole and Probation to 
expand treatment and programming in the community. This bill also implements many of the 
recommendations of the JRCC by altering provisions relating to sentencing, corrections, parole, 
and the supervision of offenders. Among other things, it (1) modifies criminal penalties; 
(2) requires the use of a validated screening tool and a risk and needs assessment, as specified; 
(3) modifies and expands provisions regarding drug treatment; (4) specifies graduated sanctions 
for certain violations; (5) establishes an administrative release process; (6) expands expungement 
provisions; (7) encourages the employment of nonviolent ex-offenders; and (8) provides for the 
reinvestment of savings. 

It is through this lens that Maryland is seeking a waiver of Sections 1920(a), (b), and (e) and 
1902(a)(10)(A) and (B) of the Social Security Act in order to provide presumptive eligibility 
(PE) for Medicaid individuals leaving jail and prison in the state. DHMH is proposing to use the 
presumptive eligibility platform because of its simplicity, driven by consumer self-attestation, 
and existing administration already in place. Due to the often shorter terms of individuals with 
criminal justice involvement, where there is weekly population turnover of up to 60 percent, the 
very simple PE process will increase the likelihood that these individuals will be covered as they 
transition to the community. Federal rules require that state Medicaid programs reimburse 
hospitals and other providers for services provided during the temporary PE period, except for 
inpatient services provided to pregnant women. DHMH received authority to waive 42 CFR 
435.1103(a), and it paid for inpatient services for pregnant women found eligible through HPE. 
DHMH requests to extend payment for inpatient services provided to pregnant women found 
eligible under the new program. DHMH is requesting that only one presumptive eligibility 
period be allowed per year, or one per pregnancy for the jail or prison determinations.  However, 
an individual could also have one HPE period per year, or one per pregnancy.  This would allow 
one individual up to two PE periods per year – one upon jail or prison release, and one 
determined by a participating hospital.   
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These individuals’ eligibility will be processed through the State eMedicaid portal, which is 
currently used for the HPE program. Maryland Medicaid staff will work closely with DPSCS to 
train and certify government-employed prison and jail staff, and LHD and Department of Social 
Services (DSS) staff as Presumptive Eligibility Determiners (PEDs). Staff in each facility will be 
given the opportunity to take a web-based training on the PE process, and must pass a knowledge 
test of the process to begin submitting PE applications. The training will encourage PEDs to 
complete the full Medicaid application on the Maryland Health Connection, Maryland’s State 
Based Marketplace. If determined eligible in real-time, the PE application will not be necessary. 
However, if there are outstanding verification items or if DPSCS facilities have connectivity 
issues that make completion of the MHC application challenging, PEDs can proceed with PE 
applications during discharge planning to ensure that upon release these individuals have timely 
access to necessary medical care and prescription drugs.  

This process is the first and needed step for DHMH and its partners in corrections to identify 
those who are in need of mental health or SUD treatment and coordinate care at the time of 
release. These data will be shared with DHMH’s Behavioral Health ASO, Beacon Health 
Options. DHMH will address outstanding verification items on the full application through 
coordination with probation, parole at the State and local level, along with post-release outreach 
mailings, with available data, aiming to grant full Medicaid eligibility for qualifying individuals. 

4. Increased Community Services Program 

DHMH plans to continue to operate this program during the next waiver period. Maryland is 
requesting to expand the limit on participation from 30 to 100 individuals proportionately over 
the three-year waiver period. In addition, the program will maintain the eligibility criteria to 
allow individuals receiving services through the Home and Community-Based Options Waiver 
with a 300 percent of SSI income limit to transition directly into the ICS program if their income 
exceeds the 300 percent of SSI by no more than five percent.  

These eligibility criteria prevent a certain group of individuals at-risk of losing their current 
waiver eligibility because of small cost-of-living adjustment or other small increases in income 
from having to abandon successful community living arrangements and enter a nursing home in 
order to retain eligibility for waiver services they currently receive. Specifically, eligibility will 
be available to an individual who: 

▪ Resides (and has resided for a period of not less than 90 consecutive days) in a nursing 
facility and is receiving Medicaid benefits for nursing home services furnished by such 
nursing facility. Any days that an individual resides in an institution on the basis of 
having been admitted solely for purposes of receiving short-term rehabilitative services 
for a period for which payment for such services is limited under title XVIII shall not be 
taken into account for purposes of determining the 90-day nursing home stay 
requirement; or 

▪ Is currently receiving services through the Home and Community-Based Options waiver, 
and whose income exceeds the income eligibility threshold by no more than five percent, 
because, for instance, the individual received an automatic cost-of-living adjustment. 
These individuals will be permitted to transition directly into the ICS program as long as 
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they continue to meet the nursing home level-of-care standard. The 90-day nursing home 
stay requirement would not apply to these individuals. 

5. Dental Expansion for Former Foster Youth 

Dental coverage for children in Medicaid and the Maryland Children’s Health Program is 
mandatory; however, dental coverage for adults is not a mandated state benefit, unless pregnant 
or in REM. Maryland Medicaid covers medically-necessary dental services for individuals 
younger than age 21, pregnant women, and individuals age 21 and older in the REM Program. 
Although not required to be provided (and not included in managed care rates), most 
HealthChoice MCOs voluntarily provide a limited adult dental benefit.   

Under current law, Medicaid is required to provide comprehensive medical care and other health 
care services for former foster youth. The Maryland Health Progress Act of 2013 (Chapter 159) 
expanded Medicaid eligibility, effective January 1, 2014, to former foster youth up to age 26. 
Former foster care youth are eligible for Medicaid regardless of their income at any time up to 
age 26. Under existing rules, former foster youth are eligible for dental services as an EPSDT 
benefit until they turn 21.   

Senate Bill 252/House Bill 511, passed during the 2016 legislative session of the Maryland 
General Assembly, authorizes Medicaid to cover dental care up to the age of 26 for former foster 
youth, and requires Medicaid to apply to CMS for the necessary waiver. DHMH seeks approval 
through this waiver application to offer dental services available as an EPSDT benefit to former 
foster youth up to the age of 26. DHMH is committed to covering dental benefits for these 
individuals if approved by CMS. 

6. Limiting Medicaid Payment for Observation Stays in Hospitals to 48 Hours 

Hospital observation stays were intended to give providers a short period of time to assess 
whether patients required admission for inpatient care, or could be discharged. Typically, this 
was meant to last fewer than 24 hours and only rarely spanned more than 48 hours. The 
incidence and duration of observation status stays has increased significantly in recent years. To 
address the concern, Medicare promulgated the “two-midnight rule” in 2013. The rule is 
intended to provide a clear time-based threshold for when a patient should and should not be 
admitted as an inpatient. Any patient whose hospital stay is expect to cover at least two 
midnights is generally considered inpatient, while any patient who requires less than two 
midnights would be observation. 

The Department agrees with CMS’ policy on limiting observation stays to 48 hours and is 
seeking to align this payment policy in the HealthChoice program.   

Request to Waive Title XIX Requirements  

The following table summarizes the current waiver provisions, whether DHMH is requesting to 
continue these provisions in the next renewal period, and the new waiver requests. 
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Current Terms and Conditions Notes 

Demonstration Population 12 (Family Planning) 

• Waiver to Section 1902(a)(10(B)—to allow the State 
to offer limited benefit 

• Waiver to Section 1902(a)(34) —to exempt the State 
from extending eligibility prior to the date of 
application 

• Waiver to Section 1902(a)(4) insofar as it 
incorporates 42 CFR 431.53—to the extent 
necessary to enable the State to not assure 
transportation to and from providers 

• Waiver to Section 1902(a)(17) —to the extent 
necessary to allow the State to not include parental 
income when determining a minor’s (an individual 
age 18 and below) eligibility 

Continue 

Demonstration Population 15 (Increased Community 
Services) 

• Allow the program, previously approved for 30, to 
be capped at 100 individuals. 

• Waiver to Section 1902(a)(10) 

Continue, and requesting to 
increase slots during the next 
demonstration period. 

REM Benefits—Include expenditures for benefits not under 
the State Plan and allow individuals receiving private duty 
nursing and shift home health aide services who become 
Medicare eligible to stay in the program if they continue to 
meet the REM diagnostic eligibility criteria until age 65 

• Waiver to Section 1902(a)(10)(B)—to enable the 
State to provide benefits specified in the special 
terms and conditions to Demonstration participants 
in the Rare and Expensive Case Management 
program which are not available to other individuals 
under the Medicaid State plan. 

• Waiver to Section 1902(a)(23)(A)—to permit the 
State to selectively contract with a single entity for 
the provision of the Rare and Expensive Case 
Management (REM) benefit as authorized under this 
demonstration through Expenditure Authority 6.  
The operation of this selective contracting authority 
does not affect a beneficiary’s ability to select 
between two or more qualified case managers 

Continue   
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Current Terms and Conditions Notes 

employed by the selected vendor. 

Do not require the MCO to:   

1. Provide an enrollee with the disenrollment rights 
required by sections 1903 (m)(2)(A)(vi) and 
1932(a)(4) of the Act, when the enrollee is 
automatically re-enrolled into the enrollee’s prior 
MCO after an eligibility lapse of no more than 120 
days. 

2. Enforce the requirement that an enrollee’s verbal 
appeal be confirmed in writing as specified in 
sections 1903(m)(2)(A)(xi) and 1932(b)(4) of the 
Act and in regulations at 42 CFR 438.402(b)(3)(ii) 
and 42 CFR 438.406(b)(1) 

3. Send a written notice of action for a denial of 
payment [as specified in 42 CFR 438.400(b)(3)] 
when the beneficiary has no liability, as required by 
sections 1903(m)(2)(A)(xi) and 1932(b)(4) of the 
Act and in regulations at 438.404(c)(2) 

 

Continue:  To maintain 
continuity of care, the State 
requires that individuals who 
lose Medicaid eligibility for a 
period of 120 days or less be 
automatically reenrolled in an 
MCO. 

Currently, DHMH does not 
require that appeals be 
submitted in writing and 
neither DHMH nor the MCOs 
require a signature. In order to 
maintain continuity of care, 
we request the provision be 
waived. Requiring written 
appeals and signatures would 
delay processing and 
resolution of grievances, as 
well as deter enrollees from 
filing appeals.   

Currently, at the time the 
inquiry is made to the MCO, 
the MCO representative 
completes the appeal form for 
the enrollee; no enrollee 
signature is required. In order 
to maintain continuity of care, 
we request the provision be 
waived. Requiring written 
appeals and signatures would 
delay processing and 
resolution of grievances, as 
well as deter enrollees from 
filing appeals. 

Regarding Medicaid and CHIP Final Rule  

CMS-2390-P:   Since this waiver application was in final 
draft form at the time that the proposed rule become final 
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Current Terms and Conditions Notes 

(4/26/16), and there was not sufficient time before posting 
the waiver for public comment (4/29/16) to fully analyze the 
final rule, DHMH requests the right to engage with CMS to 
discuss necessary revisions or additions to the application or 
request specific waivers of proposed requirements. 

Freedom of Choice Section 1902(a)(23)(A)—to enable the 
State to restrict freedom of choice of provider, other than for 
family planning services, for children with special needs, as 
identified in section   

1932(a)(2)(A)(i-v) of the Act, who are participants in the 
Demonstration 

To enable the State to require that all populations 
participating in the Demonstration receive outpatient 
specialty mental health and substance use services from 
providers with the public behavioral health system. 

Continue 

Retroactive Eligibility Section 1902(a)(34) 

To exempt the State from extending eligibility prior to the 
date of application to optional targeted low-income children, 
except for infants under age 1 described in subsection 
1902(a)(10)(A)(i)(IV), or children described in subsections 
1902(a)(10)(A)(i)(VI) or 1902(a)(10)(A)(i)(VII) 

Continue: Currently, there is 
no retroactivity coverage or 
fee-for-service period for 
MCHP Premium. The fee-for-
service period will be 
effective on the first day of 
the month in which the child 
is found eligible for MCHP 
Premium until the child is 
enrolled in an MCO.  
Retroactivity coverage will 
not be available for this 
population.   

Presumptive Eligibility Option Section 1902(a)(47) insofar 
as it incorporates sections 1920 and 1920A  

To permit the State to provide presumptive eligibility for 
pregnant women and children using a method for 
determining presumptive eligibility that is not in accordance 
with sections 1920 and 1920A. 

Continue:  DHMH will 
continue to operate the ACE 
process for pregnant women. 
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Current Terms and Conditions Notes 

 

Inpatient Benefit for Pregnant Women Eligible through 
Hospital Presumptive Eligibility 

Waiver of 42 CFR 435.1103(a)––to permit the State to 
provide the entire State Plan benefit package to pregnant 
women found presumptively eligible. 

Continue 

Program Expansions New This Waiver Renewal Period  

1. Residential Treatment for Individuals with 
Substance Use Disorders 
 
Maryland is seeking expenditure authority under 
Section 1115(a)(2) of the Social Security Act to 
claim expenditures by the State for mental health 
and substance use disorders in non-public IMDs—
which are not otherwise included as expenditures 
under Section 1903—and to have those expenditures 
regarded as expenditures under the State’s Title XIX 
plan. 

 

Request to add benefit 
effective 7/1/2017 

Medically-monitored 
intensive inpatient treatment 
—coverage of two non-
concurrent 30-day stays per 
year. 

Level 3.7D 

Level 3.7 

Level 3.5 

Level 3.3 

Level 3.1 to be covered by 
July 1, 2019 

2. Community Health Pilots:   

A.  Limited Housing Support Services Pilot 

• Waiver to Section 1902(a)(10)(B)—to enable the 
State to provide benefits specified in the special 
terms and conditions to Demonstration participants 
enrolled in the Regional Housing Support Services 
Program which are not available to other individuals 
under the Medicaid State plan. 

• Waiver to Section 1902(a)(23)(A) 

Request to implement pilot 
effective 7/1/2017 
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Current Terms and Conditions Notes 

B. Evidence-Based Home Visiting For High Risk 
Pregnant Women and Children up to Age 2  

• Waiver to Section 1902(a)(10)(B)—to enable the 
State to provide benefits specified in the special 
terms and conditions to Demonstration participants 
determined to be a high-risk pregnant women who 
are not available to other individuals under the 
Medicaid State plan. 

• Freedom of Choice Section 1902(a)(23)(A) — to 
enable the State to restrict freedom of choice of 
provider  

Request to implement pilot 
effective 7/1/2017 

3. Transitions for Criminal Justice Involved Individuals  
• Waiver to Sections 1920(a), (b), and (e) and 

1902(a)(10)(A) and (B) of the Social Security Act in 
order to provide presumptive eligibility (PE) by non-
providers for Medicaid individuals leaving jail and 
prison in the state. 

• To permit the State to limit number of PE periods to 
one per pregnancy for pregnant women and one per 
twelve month period for all other individuals leaving 
jail and prison, notwithstanding any HPE periods.  

• Waiver of 42 CFR 435.1103(a)––to permit the State 
to provide the entire State Plan benefit package to 
pregnant women leaving jail or prison who are found 
presumptively eligible. 

Request to add effective 
7/1/2017 

 

 

 

4. Dental Expansion for Former Foster Youth  
• Waiver to Section 1902(a)(10)(B) — to enable the 

State to provide benefits specified in the special 
terms and conditions to Demonstration participants 
enrolled as former foster care youth which are not 
available to other individuals under the Medicaid 
State plan. 

Request to add benefit 
effective 1/1/2017 

5. Increased Community Services (see above) 
Expanding from 30 to 100 
slots over demonstration 
period.  New slots effective 
1/1/2017 
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Current Terms and Conditions Notes 

6. Limiting Medicaid Payment for Observation Stays in       
Hospitals to 48 Hours  

• Waiver to 42 CFR 438.210––to enable the State to 
limit hospital observation stays in the HealthChoice 
Program. 

Request to add benefit 
effective 1/1/2017 

Financing 

Section 1115 waivers require states to demonstrate that actual expenditures do not exceed certain 
cost thresholds. i.e., they may not exceed what the costs of providing those services would have 
been under a traditional Medicaid fee-for-service program.  

Appendix A:  Capitation and Trend Rate Request by MEG demonstrates that HealthChoice has 
met this condition and generated savings for both the state and federal governments (See also 
Attachment IV: Budget Neutrality Projection). On January 1, 2014, a significant number of 
Maryland residents became eligible for Medicaid coverage or health care subsidies through the 
Exchange. DHMH requests to maintain the existing monthly capitation and trend rates for the 
current populations eligible today given these significant policy changes. 

DHMH continues to use the same Medicaid eligibility groups (MEGs), which were revised 
during the previous renewal period in response to the implementation of the ACA expansion.  

Appendix A highlights our capitation and trend rate request by MEG.  

Public Process and Indian Consultation Requirements 

DHMH provided public notice and solicited stakeholder participation for this renewal 
application per the requirements in 42 C.F.R. §431.408. Notice was published in both the 
Baltimore Sun, on April 15, 2016, and The Maryland Register on April 29, 2016, as well as on 
the DHMH website on April 15, 2016 (See Attachment I: Public Notice Documentation). 
DHMH presented highlights of the waiver renewal to the Maryland Medicaid Advisory 
Committee (MMAC) at its April 28, 2016 and its May 26, 2016 meetings, informing those in 
attendance of the public notice content. DHMH provided a 30-day public comment period, from 
April 29, 2016 through May 30, 2016. Given that May 30, 2016, was the Memorial Day holiday, 
DHMH accepted public comments on the 1115 HealthChoice Waiver Renewal until the close of 
business on May 31, 2016. Comments received after this date were also accepted, to receive the 
broadest input from stakeholders possible.   

In addition to publishing these notices, DHMH conducted two public hearings on the renewal 
application. The first hearing was held in Annapolis at the Miller Senate Building on May 4, 
2016. The second hearing was held on May 26, 2016, in Baltimore, following the MMAC 
meeting. This hearing was accessible by audio conference and presented as a webinar so that 
slides would also be visible to participants not present at DHMH. During these hearings, DHMH 
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presented a summary of the renewal application and accepted verbal and written comments from 
stakeholders (See Appendix B: Summary of Public Comments and Attachment II: Written 
Comments Received for additional information on comments received). The public was also able 
to access information about the waiver renewal and submission of comments on the DHMH 
website via the link: https://mmcp.dhmh.maryland.gov/sim/Pages/1115-HealthChoice-Waiver-
Renewal.aspx 

Additionally, on April 15, 2016, DHMH sent an overview of the 1115 renewal application to 
Kerry Lessard, of the Office of Urban Indian Health Programs in Maryland, for input and 
comments. DHMH received comments in support of the waiver renewal and recommendations 
from Ms. Lessard on June 22, 2016 (See Appendix B: Summary of Public Comments and 
Attachment III: Indian Consultation).    

Beyond these requirements, DHMH continually consults with stakeholders on the HealthChoice 
program through the MMAC. The MMAC meets monthly and receives reports on regulatory and 
waiver changes, including amendments to the 1115 waiver. Annually, the MMAC provides 
feedback on the HealthChoice evaluation report. Notice of the waiver renewal was distributed to 
the MMAC stakeholder email list, with instruction to submit written comments to the DHMH 
stakeholder email address, dhmh.healthchoicerenewal@maryland.gov. 

 

  

mailto:healthchoicewaiver@maryland.gov
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Appendix A:  Capitation and Trend Rate 
Request by Medicaid Eligibility Group 

(MEG) 
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Demonstration Eligibility 

Demonstration 
Eligibility Group 

Trend 
Rate 

DY 20 
(1/01/17-
6/30/17) 
 
PMPM 
 

DY 21 
(07/01/17-
06/30/18) 
 
PMPM 
  

DY 22 
(07/01/18-
06/30/19) 
 
PMPM 
 

DY 23 
(07/01/19-
12/31/19) 
 
PMPM 
 

TANF Adults 0-
123% FPL 

4.9% $934.13 $979.90 $1,027.92 $1,078.29 

Medicaid Children 4.5% $507.88 $530.73 $554.62 $579.58 
Medically Needy 
Adult 

4.4% $5,387.34 $5,624.38 $5,871.86 $6,130.22 

Medically Needy 
Child 

4.4% $2,463.88 $2,572.29 $2,685.47 $2,803.63 

SOBRA adults 5.1% $4,239.97 $4,456.21 $4,683.48 $4,922.33 
SSI/BD Adults 4.4% $2,216.97 $2,314.52 $2,416.36 $2,522.68 
SSI/BD Children 4.4% $2,009.21 $2,097.62 $2,189.91 $2,286.27 

 

 

Supplemental Budget Neutrality:  Family Planning and New Adult Group 

Demonstration 
Eligibility Group 

Trend 
Rate 

DY 20 
(1/01/17-
6/30/17) 
 
PMPM 
 

DY 21 
(07/01/17-
06/30/18) 
 
PMPM 
  

DY 22 
(07/01/18-
06/30/19) 
 
PMPM 
 

DY 23 
(07/01/19-
12/31/19) 
 
PMPM 
 

New Adult Group 4.7% $907.68 $950.34 $995.01 $1,041.77 
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Appendix B: Summary of Public Comments  
DHMH received a total of 41 comments, representing six individuals and 44 separate 
organizations, with one organization submitting two letters. The majority of the comments 
expressed support for the initiatives outlined in this waiver renewal. A summary of comments 
received and DHMH responses by topic follows:  

Residential Treatment for Individuals with Substance Use Disorders 

Many organizations and stakeholders wrote to offer their support for Residential Treatment for 
Adults with Substance Use Disorders. One recurring comment urged DHMH to implement 
residential treatment services prior to the proposed July 1, 2017 effective date. Respondents also 
requested that the effective date of coverage for ASAM level 3.1 residential services—currently 
slated for January 1, 2019—be accelerated to align with implementation of the other levels of 
residential care. While DHMH recognizes the importance of SUD treatment across all levels of 
care, the State will need time to effectively implement the new adult residential benefit, as well 
as to ensure that necessary quality oversight and monitoring mechanisms are in place. The 
effective dates of July 1, 2017 for levels 3.7WM, 3.7, 3.5, and 3.3, and January 1, 2019 for level 
3.1, will allow DHMH adequate time to accomplish these goals.  

Additionally, respondents wrote to request that DHMH reconsider the proposed limit of two, 
non-concurrent 30-day stays for those seeking residential substance use treatment, suggesting the 
cap be raised to a cumulative 90 days or removed altogether. The proposed coverage limit is 
derived from published guidance and DHMH’s ongoing discussions with CMS. Upon approval, 
DHMH will commit to ongoing evaluation of the two 30-day stay limit to ensure its alignment 
with the CMS’ policy, DHMH’s goals for the waiver and the needs of Maryland’s population.  

Community Health Pilots: Housing Support Services  

Multiple organizations expressed support for the Housing Support Services Pilot initiative, with 
no suggested changes to the initiative as proposed. Given the strong support expressed through 
public comment for this pilot program, DHMH decided to modify the waiver renewal application 
from its draft form to expand the available funding for these pilots. 

Community Health Pilots: Evidence-Based Home Visiting Services for High Risk Pregnant 
Women and Children up to Age 2 

Multiple organizations expressed support for the Home Visiting Pilot initiative and also offered 
suggestions for modification. The draft circulated for public comment included a typographical 
error that listed the proposed $3.2 million annual funding amount as the total available funding 
across the two and a half year pilot program. In response, DHMH received letters from several 
stakeholders who were concerned that the federal funding request of $1.6 million over two and a 
half years would be insufficient to fund a number of meaningful home visiting pilots across the 
State. Stakeholders also requested that DHMH consider expanding the pilot to five years, and to 
expand eligibility under the Healthy Families America (HFA) evidenced-based pilots to age five.  
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Beyond correcting the typographical error, DHMH decided to increase the federal funding 
request from $4 million to $4.8 million in order to account for an increased number of average 
home visits over the duration of the pilots. 

Transitions for Criminal Justice Involved Individuals 

DHMH received many comments in support of this initiative. Many respondents urged that the 
State mandate all state prisons and local detention centers to participate in the presumptive 
eligibility process. Further, one respondent asked DHMH to consider identifying other points 
along the criminal justice timeline, such as at intake, for enrollment in to the Medicaid program. 
One MCO wrote to ask that consideration be given to the time and funding necessary to establish 
the needed clinical supports and referral channels to effectively address the unique needs of this 
population. Lastly, one commenter requested that the proposal allow for multiple presumptive 
eligibility periods for jails and prisons. 

The goal of the Presumptive Eligibility project is to establish a continuum that leads to full 
coverage for justice involved individuals, with a 12 month certification period.  For this reason, 
DHMH is requesting that only one presumptive eligibility period be allowed per year, or one per 
pregnancy for the jail or prison determinations.  However, an individual could also have one 
HPE period per year, or one per pregnancy.  This would allow one individual up to two PE 
periods per year – one upon jail or prison release, and one determined by a participating hospital.  
Additionally, DHMH has updated the renewal application to highlight that, similar to the 
existing presumptive eligibility program, inpatient services for pregnant women found 
presumptively-eligible under the new program will be reimbursed by Medicaid.  

While the State is not mandating all State prisons and local detention centers participate, the 
State has recently been selected to participate in a Connecting Criminal Justice to Health Care 
learning collaborative funded by the Bureau of Justice Assistance which will address additional 
criminal justice timelines for enrollment, and connection to care.  This collaboration will include 
Department of Public Safety and Correctional Services (DPSCS), Parole and Probation, local 
health departments, local detention centers, and DHMH.  Through this process, the State will 
work with consultants and Los Angeles County to identify best practices to improve Medicaid 
enrollment.  Specifically, this Learning Collaborative will implement and refine strategies to (1) 
at high-leverage intervention points, enroll the justice-involved population into Medicaid or other 
health coverage; (2) develop coordinated and integrated systems of care that meet the distinct 
needs of the justice-involved population, including for comprehensive treatment of mental health 
and substance use disorders; and (3) secure sustainable funding for health care coverage 
furnished in jails and prisons, to the extent allowed by federal Medicaid law. 

Increased Community Services Program 

Several organizations expressed support for further expanding the slots available in the ICS 
Program. At this time, DHMH will not make any further modifications to the proposed ICS 
expansion. DHMH will continue to monitor and evaluate the ICS Program over the course of the 
upcoming waiver period to assess its impact on the population and the need for additional slots. 

Dental Expansion for Former Foster Youth 
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The expansion of access to full dental benefits for former foster youth up to age 26 received 
near-unanimous support from Maryland stakeholders. Many respondents identified the proposal 
as a critical step in decreasing barriers to care for this traditionally-vulnerable population. One 
commenter urged DHMH further its proposal and offer full dental coverage to all adults in the 
HealthChoice program. At this time, DHMH will focus on evaluating the impact of the 
expansion of dental benefits to the former foster youth population, while further exploring 
options for expanding dental coverage to all HealthChoice adults.  

Limiting Medicaid Payment for Observation Stays in Hospitals to 48 Hours 

In addition to the programs proposed in the draft waiver application, stakeholders encouraged 
DHMH to also request a 48-hour limit for observation stays. The resulting authority would not 
only be in the best interest of Medicaid enrollees, but it would also align with Medicare payment 
policy. DHMH concurred with this suggestion and modified and the waiver renewal application 
from its draft form to include this request.   

Indian Consultation  

Though the State has no federally recognized tribes, Kerry Lessard, of the Office of Urban 
Indian Health Programs in Maryland, submitted comments on behalf of the State recognized 
tribes (See Attachment III: Indian Consultation for full comment). Ms. Lessard feels the 
expansion dental care access to former foster youth does not go far enough. Ms. Lessard’s 
comments echo the sentiments of other Maryland stakeholders. While noting that cost may be 
financially prohibitive at the moment, Ms. Lessard suggests that DHMH offer complete dental 
coverage to all adult Medicaid participants.  

Ms. Lessard strongly supports the residential SUD treatment expansion and community health 
pilots. Specifically, she notes their potential to greatly benefit members of the American 
Indian/Alaskan Native (AI/AN) community. She also commends the State on the Presumptive 
Eligibility initiative for criminal justice involved individuals and the increased Community 
Services Program.  

Further, Ms. Lessard is seeking State support of a 100% federal medical assistance percentage 
(FMAP) for Urban Indian Health Providers outside of Indian Health Service (IHS) facilities. Ms. 
Lessard states that connecting members of the American Indian/Alaskan Native community to 
care outside IHS facilities or ambulatory clinics remains her organization’s foremost priority.  

DHMH looks forward to working with Ms. Lessard and the Office of Urban Indian Health 
Programs in Maryland to ensure that AI/AN community health needs are being addressed.       
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Evaluation of the HealthChoice Program 
CY 2010 to CY 2014  

Executive Summary 

HealthChoice—Maryland’s statewide mandatory Medicaid managed care program—was 
implemented in 1997 under authority of Section 1115 of the Social Security Act. As of the end of 
calendar year (CY) 2014, nearly 81 percent of the state’s Medicaid population was enrolled in 
the HealthChoice program. Participants in the HealthChoice program include children enrolled in 
the Maryland Children’s Health Program (MCHP), Maryland’s Children’s Health Insurance 
Program (CHIP). HealthChoice participants choose one of the participating managed care 
organizations (MCOs) and a primary care provider (PCP) from their MCO’s network to oversee 
their medical care. HealthChoice enrollees receive the same comprehensive benefits as those 
available to Maryland Medicaid enrollees through the fee-for-service system. 

The addition of new MCOs as well as implementation of the Affordable Care Act (ACA) 
impacted the overall performance of the program in some areas. Between CY 2010 and CY 
2013, a total of seven MCOs participated in the program. In early CY 2013, one MCO, Coventry 
(also known as Diamond Plan), withdrew while a new MCO, Riverside Health of Maryland 
joined the program. In CY 2014, Kaiser Permanente of the Mid-Atlantic States joined the 
HealthChoice program, bringing the total to eight participating MCOs. Due to limited time to get 
new enrollees into care and challenges with initial data submissions to the Maryland Department 
of Health and Mental Hygiene’s (DHMH) Medicaid Management Information System (MMIS2), 
the entrance of the new MCOs negatively impacted overall program performance on some 
HEDIS measures and may make the program’s performance appear artificially low. The 
expansion of benefits under the ACA to adults under age 65 years with incomes up to 138 
percent of the federal poverty level (FPL) also impacted program performance in CY 2014. The 
ACA expansion participants, many who were gaining Medicaid coverage for the first time, may 
have had limited health literacy resulting in reduced access to care until participants became 
more familiar with accessing care through Medicaid.   

Since the inception of HealthChoice, DHMH has conducted five comprehensive evaluations of 
the program as part of the 1115 waiver renewals. Between waiver renewals, DHMH completes 
an annual evaluation for HealthChoice stakeholders. This report is the 2014 annual evaluation of 
the HealthChoice program. Key findings from this evaluation are presented below.  

Coverage and Access 

Two of the goals of the HealthChoice program are to expand coverage to additional residents 
with low-income through resources generated from managed care efficiencies and to improve 
access to health care services for the Medicaid population. The following key findings from the 
evaluation are related to these goals: 

Beginning in January 2014, under the ACA, Maryland expanded Medicaid eligibility to adults 
under age 65 years with incomes up to 138 percent of the FPL. In January 2014, 139,427 
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participants had gained coverage through this expansion. This figure includes more than 90,000 
participants in the former Primary Adult Care (PAC) program who transitioned into the full-
benefit Medicaid program. By December 2014, 240,510 participants were enrolled in Medicaid 
through an expansion coverage group.  

Overall HealthChoice enrollment increased by 48 percent, from 715,086 participants in CY 2010 
to 1,060,192 participants in CY 2014. These totals reflect individuals who were enrolled as of 
December 31 of each respective year, thus providing a snapshot of typical program enrollment 
on a given day.  

With these expansion activities and increased enrollment, it is important to maintain access to 
care and ensure program capacity to provide services to a growing population. Looking at 
service utilization as a measure of access, the ambulatory care visit rate increased between CY 
2011 and CY 2013. However, across the complete evaluation period, the ambulatory care visit 
rate decreased slightly, from 77.6 percent in CY 2010 to 77.2 percent in CY 2014. HealthChoice 
participants in the rural regions of the state had equal access to ambulatory care as participants in 
urban and suburban regions. 
Approximately three out of every ten HealthChoice participants had an MCO outpatient 
emergency department (ED) visit during the evaluation period, suggesting that there is still room 
for improvement in access to primary care.  

The percentage of HealthChoice participants with at least one MCO inpatient admission 
decreased by 5.4 percentage points during the evaluation period, indicating that the program has 
taken strides in reducing hospital admissions.    
Consumer Assessment of Healthcare Providers and Systems (CAHPS) survey results indicate 
that most participants report that they usually or always receive needed care and receive care 
quickly, and rates generally align with national benchmarks (WBA Research, 2012, 2015). 

Medical Home 

Another goal of the HealthChoice program is to provide patient-focused, comprehensive, and 
coordinated care by providing each member with a medical home. One method of assessing the 
extent to which HealthChoice provides participants with a medical home is to measure the 
appropriateness of care coordination; i.e., whether participants can identify with and effectively 
navigate a medical home. With a greater understanding of the resources available to them, 
HealthChoice participants should be able to seek care for non-emergent conditions in an 
ambulatory care setting before resorting to using the ED or letting an ailment exacerbate to the 
extent that it could warrant an inpatient admission. The following key findings from the 
evaluation are related to this goal: 

The rate of potentially avoidable ED visits increased by 0.4 percentage points between CY 2010 
and CY 2014.  
The percentage of participants with at least one MCO inpatient admission with a Prevention 
Quality Indicator (PQI) designation increased by less than 1 percentage point, from 9.3 percent 
in CY 2010 to 10.0 percent in CY 2014.   
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Under Maryland’s new hospital All-Payer Model Agreement with the Centers for Medicare & 
Medicaid Services (CMS), the state is monitoring a number of hospital quality measures, 
including PQI admissions across Medicaid, Medicare, and commercial payers. The Model 
Agreement also requires global budget limits for hospitals, which reduces hospitals’ incentives to 
increase admissions. DHMH will use these tools to continue to monitor the rate of PQI 
admissions and will research policies to reduce their frequency. 

Quality of Care 

Another goal of the HealthChoice program is to improve the quality of health care services. 
DHMH employs an extensive system of quality measurement and improvement that uses 
nationally recognized performance standards. The following key findings from the evaluation are 
related to this goal: 

 HealthChoice rates for well-child and well-care visits and rates for immunizations were 
consistently higher than Medicaid national averages. Blood lead screening rates for 
children aged 12 to 23 months and 24 to 35 months also improved or remained stable, 
respectively. 

 Breast cancer screening rates improved during the evaluation period by nearly 20 
percentage points, contributing to better preventive care for adults.  

 Regarding the quality of care for chronic conditions, the percentage of enrollees who 
received appropriate asthma medications decreased between CY 2010 and CY 2014. For 
enrollees with diabetes, rates of hemoglobin A1c (HbA1c) screenings and low-density 
lipoprotein cholesterol (LDL-C) screenings increased during the evaluation period.  

 DHMH has incorporated measures for human papillomavirus (HPV) vaccinations and 
colorectal cancer screenings into the evaluation. While these measures were not a 
significant focus for the HealthChoice program during the evaluation period, initiatives 
underway during the present day will continue to impact performance in these areas 
moving forward.  

The HealthChoice program had a large influx of adults who had never been enrolled in 
Medicaid. These new participants took longer to engage in appropriate primary care treatment.  
This affected the scores of HEDIS measures that are based on using services. In addition, new 
MCOs came on the market in CY 2013 and CY 2014. It took time for their encounter data to 
become complete. Although the new MCOs served few members, the overall HEDIS scores 
were dramatically affected because the methodology uses a simple average to calculate overall 
HealthChoice HEDIS scores instead of a weighted average. The six longer-participating MCOs 
continued to have constant quality results.   

Special Topics 

As part of the goal of improving the quality of health care services, DHMH monitors utilization 
among vulnerable populations. The following key findings from the evaluation are related to this 
goal: 
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The dental service utilization rate among children aged 4 to 20 years increased by 3.6 percentage 
points between CY 2010 and CY 2014.  Children in foster care had a dental visit rate that was 
5.2 percentage points higher than other children in HealthChoice.  
Between CY 2010 and CY 2014, the overall rate of ambulatory care visits for children in foster 
care increased by 1.5 percentage points. Nonetheless, children in foster care in CY 2014 had a 
lower rate of ambulatory care service utilization and a higher rate of MCO outpatient ED visits 
compared to other children in HealthChoice.  
Measures of access to prenatal care services declined during the evaluation period. For example, 
timeliness of prenatal care decreased by over 4 percentage points, from 86.9 percent in CY 2010 
to 82.8 percent in CY 2014. These declines may be attributed to the inclusion of new 
HealthChoice MCOs into the average rate calculations.  
The rates of ambulatory care visits, CD4 testing, and viral load testing improved for participants 
with HIV/AIDS during the evaluation period. However, ED utilization also increased among this 
population.  

Regarding racial/ethnic disparities in access to care, Black children have lower rates of 
ambulatory care visits than other children. Among the entire HealthChoice population, Black 
participants also have the highest ED utilization rates.  

ACA Medicaid Expansion Population  

The HealthChoice evaluation includes a section that addresses demographic characteristics and 
service utilization measures among the ACA Medicaid expansion population, which consists of 
three different coverage groups: former PAC participants, childless adults21, and parents and 
caretaker relatives. Related to the ACA Medicaid expansion population, the evaluation found the 
following: 

The majority of ACA Medicaid expansion participants were childless adults (59.5 percent); 34.2 
percent were former PAC participants, and 6.3 percent were parents and caretaker relatives. 

The majority of ACA Medicaid expansion participants were male (53.5 percent) and resided in 
Baltimore City and its surrounding suburbs (50.3 percent) 

Former PAC participants had the highest rate of service utilization across all service categories. 
Parents and caretaker relatives had the lowest rate of inpatient admissions, and childless adults 
had the lowest rate of ambulatory care and ED visits.  

                                                
21 These individuals were not enrolled in PAC as of December 2013.  
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Evaluation of the HealthChoice Program 
CY 2010 to CY 2014 

Introduction 

HealthChoice—Maryland’s statewide mandatory Medicaid managed care program—was 
implemented in 1997 under authority of Section 1115 of the Social Security Act. In January 
2002, the Maryland Department of Health and Mental Hygiene (DHMH) completed the first 
comprehensive evaluation of HealthChoice as part of the first 1115 waiver renewal. The 2002 
evaluation examined HealthChoice performance by comparing service use during the program’s 
initial years to utilization during the final year without managed care (fiscal year [FY] 1997). 
The Centers for Medicare & Medicaid Services (CMS) approved subsequent waiver renewals in 
2005, 2007, 2010, and 2013.   

The 2013 annual evaluation focused on the HealthChoice goals of expanding coverage to 
additional Maryland residents with low income, improving access to care, and improving service 
quality. Between waiver renewals, DHMH continually monitors HealthChoice performance on a 
variety of measures and completes an annual evaluation for HealthChoice stakeholders. 

This report is the annual evaluation of the HealthChoice program to accompany Maryland’s 
2016 waiver renewal application. The report begins with a brief overview of the HealthChoice 
program and recent program updates, and then addresses the following topics:  

 Coverage and access to care 
 The extent to which HealthChoice provides participants with a medical home 
 The quality of care delivered to participants 
 Special topics, including dental services, mental health care, substance use disorder 

(SUD) services, services provided to children in foster care, reproductive health services, 
services for individuals with HIV/AIDS, the Rare and Expensive Case Management 
(REM) program, and racial and ethnic disparities in utilization 

 Demographics and service utilization of the Affordable Care Act (ACA) Medicaid 
expansion population 

This report was a collaborative effort between DHMH and The Hilltop Institute at the University 
of Maryland, Baltimore County (UMBC). 

Overview of the HealthChoice Program 

As of the end of calendar year (CY) 2014, nearly 81 percent of the State’s Medicaid and 
Maryland Children’s Health Program (MCHP) populations were enrolled in the HealthChoice 
program. HealthChoice participants can choose one of eight managed care organizations (MCOs) 
and a primary care provider (PCP) from their MCO’s network to oversee their medical care. 
Participants who do not select an MCO or a PCP are automatically assigned to one. The groups 
of Medicaid-eligible individuals who enroll in HealthChoice MCOs include: 
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 Families with low income that have children 
 Families that receive Temporary Assistance for Needy Families (TANF) 
 Children younger than 19 years who are eligible for MCHP 
 Children in foster care and, starting in CY 2014, individuals up to age 26 who were 

previously enrolled in foster care 
 Adults through age 64 with incomes up to 138 percent of the federal poverty level (FPL), 

starting in CY 2014 
 Women with low income who are pregnant or less than 60 days postpartum 
 Individuals receiving Supplemental Security Income (SSI) who are younger than 65 years 

and not eligible for Medicare 

Not all Maryland Medicaid beneficiaries are enrolled in HealthChoice MCOs. Groups that are 
not eligible for MCO enrollment include: 

 Medicare beneficiaries 
 Individuals aged 65 years and older 
 Individuals in a “spend-down” eligibility group who are only eligible for Medicaid for a 

limited period of time 
 Individuals who require more than 30 days of long-term care services are disenrolled 

from HealthChoice. 
 Individuals who are continuously enrolled in an institution for mental illness for more 

than 30 days 
 Individuals who reside in an intermediate care facility for intellectual disabilities  
 Individuals enrolled in the Model Waiver or the Employed Individuals with Disabilities 

program 
 Some refugees and certain categories of undocumented immigrants 

Additional populations covered under the HealthChoice waiver include individuals in the Family 
Planning and REM programs. HealthChoice-eligible individuals with certain diagnoses may 
choose to receive care on a fee-for-service (FFS) basis through the REM program. The Family 
Planning program is a limited benefit program under the waiver. The REM and Family Planning 
programs are further discussed in Section IV of this report. 

HealthChoice participants receive the same comprehensive benefits as those available to 
Maryland Medicaid participants through the FFS system. Services in the MCO benefit package 
include, but are not limited to: 

 Inpatient and outpatient hospital care 
 Physician care 
 Federally qualified health center (FQHC) or other clinic services 
 Laboratory and x-ray services 
 Early and Periodic Screening, Diagnosis, and Treatment (EPSDT) services for children 
 Prescription drugs, with the exception of mental health and HIV/AIDS drugs 
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 Substance use disorder treatment services22 
 Durable medical equipment and disposable medical supplies 
 Home health care 
 Vision services 
 Dialysis 
 The first 30 days of long-term care services 

Some services are carved out of the MCO benefit package and instead are covered by the 
Medicaid FFS system. These include: 

 Specialty mental health care, which is administered by the DHMH Behavioral Health 
Administration 

 Dental care for children, pregnant women, and adults in the REM program 
 Health-related services and targeted case management services provided to children when 

the services are specified in the child’s Individualized Education Plan or Individualized 
Family Service Plan 

 Therapy services (occupational, physical, speech, and audiology) for children 
 Personal assistance services offered under the Community First Choice program  
 Viral load testing services, genotypic, phenotypic, or other HIV/AIDS drug resistance 

testing for the treatment of HIV/AIDS 
 HIV/AIDS drugs and specialty mental health drugs 
 Services covered under 1915(c) home and community-based services waivers 

Recent Program Updates 

The following significant changes were made to the HealthChoice program during the evaluation 
period: 

 Beginning in January 2012, Maryland expanded eligibility for the Family Planning 
program to include all women with household income up to 200 percent of the FPL. The 
program previously only covered women losing pregnancy-related Medicaid eligibility 
60 days postpartum. 

 From the time the HealthChoice program began in 1997, mental health services were 
carved out of the benefit package, while services for individuals with substance use 
disorders were carved in. In 2010, Maryland began a Behavioral Health Integration 
stakeholder process to streamline the existing disparate systems of care for individuals 
with co-occurring serious mental illness and substance use issues. Phase 1 of this process 
involved collaboration among DHMH, a consultant, and stakeholders to assess the 
strengths and weaknesses of Maryland’s system. In early 2012, phase 2 of the process 
involved development of a broad financing model to better integrate care. In 2013, 
DHMH announced the decision to establish a carve-out for substance use disorder and 

                                                
22 Substance use disorderservices were carved out of the MCO benefit package on January 1, 2015 (outside of this 
evaluation period). Mental health services have never been included in the MCO benefit package. 
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mental health services. DHMH implemented this behavioral health carve-out on January 
1, 2015. 

 In 2011, Maryland began a three-year pilot program to test the use of a patient-centered 
medical home (PCMH), called the Maryland Multi-Payer Patient-Centered Medical 
Home Program (MMPP). The MMPP provides Maryland patients with many services, 
such as integrated care plans, chronic disease management, medication reconciliation at 
every visit, and same-day appointments for urgent matters. Across the state, 52 primary 
and multispecialty practices and FQHCs participate in the MMPP. These practices are 
paid through HealthChoice MCOs and private insurance carriers. 

CMS awarded Maryland performance bonuses for its work to identify and enroll eligible 
children in Medicaid and MCHP. These bonuses were given under the Children’s Health 
Insurance Program Reauthorization Act of 2009 (CHIPRA), which provided performance 
bonuses to states that met two sets of criteria: 1) States must implement at least five of eight 
Medicaid and CHIP program features known to improve health coverage programs for children, 
and 2) States must increase Medicaid enrollment among children above a baseline level for the 
fiscal year. The performance bonuses were distributed annually in FY 2009 through FY 2013. 
CMS awarded Maryland $11 million for FY 2010 performance, $28 million for FY 2011 
performance, $37 million for FY 2012 performance, and $43 million for FY 2013 performance 
(InsureKidsNow.gov, n.d).  
 In FY 2013, the Maryland General Assembly set aside funds for the development of a 

chronic health home demonstration. Section 2703 of the ACA allows states to amend 
their Medicaid state plans to offer health homes that provide comprehensive systems of 
care coordination for participants with two or more defined chronic conditions. 
Maryland’s chronic health home program serves individuals diagnosed with a serious and 
persistent mental illness, children diagnosed with a serious emotional disturbance, and 
individuals diagnosed with an opioid SUD who are at risk for another chronic condition 
based on tobacco, alcohol, or other non-opioid substance use. As of February 2016, 
DHMH approved 81 Health Home site applications. The Health Home sites include 63 
psychiatric rehabilitation programs, 10 mobile treatment providers, and 8 opioid 
treatment programs. 

 Under the ACA, Maryland expanded coverage through the Medicaid program to new 
populations:  

o Maryland expanded its Medicaid program to offer coverage to individuals with 
incomes up to 138 percent of the FPL on January 1, 2014. Individuals enrolled in 
the Primary Adult Care (PAC) program were automatically transferred into this 
expansion coverage. In CY 2014, over 271,000 adults gained Medicaid coverage 
through this expansion. This included more than 90,000 former PAC participants. 

o Former foster youth through the age of 26 years 

 There were several MCO participation changes. One MCO, Coventry (also known as 
Diamond Plan), withdrew from the program in February 2013. Two new MCOs, 
Riverside Health of Maryland and Kaiser Permanente of the Mid-Atlantic States, joined 
the program in February 2013 and June 2014, respectively. 
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Section I. Coverage and Access 

Two of the goals of the HealthChoice program are to expand coverage to additional residents 
with low income through resources generated from managed care efficiencies and to improve 
access to health care services for the Medicaid/MCHP population. This section of the report 
addresses Maryland’s progress toward achieving these coverage and access goals. Coverage is 
examined through several enrollment measures. Access to care is measured by provider network 
adequacy, ambulatory care service utilization, emergency department (ED) service utilization, 
inpatient care utilization, and enrollee satisfaction survey results.  

Are More Marylanders Covered? 

Major Expansion Initiatives 

Maryland has recently engaged in several efforts to increase Medicaid enrollment. Legislation 
and grant awards have increased DHMH’s capacity to enroll uninsured children and adults in 
programs for which they might be eligible. The most successful of these expansion efforts 
through 2013 was the increase in income eligibility for families in Medicaid. Effective July 1, 
2008, Maryland expanded the eligibility thresholds for parents and caretaker relatives of children 
enrolled in Medicaid or MCHP from approximately 40 percent of the FPL to 116 percent of the 
FPL.  

Beginning in January 2014, under the ACA, states had the option to expand their Medicaid 
eligibility to all adults under 65 years of age with income up to 138 percent of the FPL, as well 
as to individuals up to age 26 years who were formerly enrolled in foster care. Maryland elected 
to expand its Medicaid eligibility. As a result, eligibility for parents was again expanded from 
116 percent of the FPL to 138 percent. Enrollees in the PAC program also transitioned into a 
categorically-eligible Medicaid population on January 1, 2014. Figure 1 presents the monthly 
enrollment in the ACA Medicaid expansion population. Enrollment increased from 139,427 
participants in January 2014 to 240,510 participants in December 2014.   
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Figure 1. Enrollment in the ACA Medicaid Expansion, January–December 2014 

 
Source: Maryland Department of Health and Mental Hygiene (2016, January). Decision Support System. Retrieved 
on February 26, 2016. 

HealthChoice Enrollment 

HealthChoice enrollment can be measured using several different methods. One method of 
measurement is to count the number of individuals with any period of enrollment during a given 
calendar year, including individuals who may not have been enrolled for the entire year. Another 
method is to count individuals who were enrolled at a certain point in time (e.g., enrollment as of 
December 31). Although this yields a smaller number, it provides snapshot of typical program 
enrollment on a given day. Unless specified otherwise, the enrollment data in this section of the 
report uses the point-in-time methodology to reflect enrollment as of December 31 of the 
measurement year.23 

The overall HealthChoice population grew by 48 percent between CY 2010 and CY 2014 
(Figure 2). The largest enrollment increase was a result of the ACA Medicaid expansion. 
Between CY 2013 and CY 2014, HealthChoice grew by 27.7 percent (229,904 participants). 
Figure 2 displays HealthChoice enrollment by coverage group between CY 2010 and CY 2014. 
As of December 31 of each year, most HealthChoice enrollees were eligible in the families, 
children, and pregnant women (F&C) category. Overall, F&C enrollment grew by 58.3 percent 
between CY 2010 and CY 2014. MCHP enrollment increased by 22.1 percent during the 

                                                
23 Enrollment data are presented for individuals aged 0 through 64 years. Age is calculated as of December 31 of the 
measurement year.  
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evaluation period. The coverage group for individuals with disabilities, which was the smallest 
eligibility category in each year under review, grew by 7.3 percent between CY 2010 and CY 
2014.  

Figure 2. HealthChoice Enrollment by Coverage Group, CY 2010–CY 2014 

 

Enrollment Growth 

According to the Kaiser Commission on Medicaid and the Uninsured (2015), by January 2015, 
national enrollment in Medicaid reached 70 million; between the summer of  2013 and January 
2015, Maryland experienced the ninth highest growth rate in Medicaid enrollment out of the 47 
states and the District of Columbia reporting data. Most new Maryland Medicaid participants are 
enrolled in managed care. 

Table 1 shows the percentage of Maryland’s population enrolled in HealthChoice between CY 
2010 and CY 2014. These data are presented for individuals enrolled in HealthChoice as of 
December 31 and for individuals with any period of HealthChoice enrollment. The percentage 
with any period of HealthChoice enrollment increased from 14.4 percent in CY 2010 to 20.9 
percent in CY 2014, with the most dramatic increase from CY 2013 to CY 2014 due to the ACA 
Medicaid expansion. The uninsured rate in Maryland fell from 11 percent in CY 2013 to 6 
percent in CY 2014 (Kaiser Family Foundation, 2016). 
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Table 1. HealthChoice Enrollment as a Percentage of the Maryland Population,  
CY 2010–CY 2014 

  CY 2010 CY 2011 CY 2012 CY 2013 CY 2014 
Maryland Population* 5,787,193 5,840,241 5,884,868 5,928,814 5,975,346 

Individuals Enrolled in HealthChoice for Any Period of Time during the Year 
HealthChoice Population 832,498 893,084 930,647 961,597 1,251,023 
% of Population in HealthChoice 14.4% 15.3% 15.8% 16.2% 20.9% 

Individuals Enrolled in HealthChoice as of December 31 
HealthChoice Population 715,086 759,905 797,138 830,288 1,060,192 
% of Population in HealthChoice 12.4% 13.0% 13.5% 14.0% 17.7% 

*Maryland Population Data Source: United States Census Bureau, 2015, 
http://www.census.gov/popest/data/state/totals/2015/index.html  

Are More Maryland Medicaid/MCHP Participants Covered under Managed 
Care? 

One of the original goals of the HealthChoice program was to enroll more Medicaid and MCHP 
participants into managed care. Figure 3 presents the percentage of Maryland Medicaid/MCHP 
participants who were enrolled in managed care (including both HealthChoice and PAC MCOs 
until 2014 when the PAC program ended) compared to FFS enrollment. Between CY 2010 and 
CY 2014, managed care enrollment remained around 80 percent.  

Figure 3. Percentage of Medicaid/MCHP Participants in Managed Care versus FFS,  
CY 2010–CY 2014 
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Does the Covered Population Access Care? 

With the continued increase in HealthChoice enrollment, it is important to maintain access to 
care. This section of the report examines HealthChoice service use related to ambulatory care, 
ED visits, and inpatient admissions. In addition, it analyzes network adequacy to evaluate access 
to care. The Consumer Assessment of Healthcare Providers and Systems (CAHPS) program, 
which is a part of the U.S. Agency for Healthcare Research and Quality (AHRQ), offers a 
CAHPS Health Plan Survey for Medicaid participants. This section also discusses results from 
that survey. 

Ambulatory Care Visits 

DHMH monitors ambulatory care utilization as a measure of access to care. An ambulatory care 
visit is defined as contact with a doctor or nurse practitioner in a clinic, physician’s office, or 
hospital outpatient department by an individual enrolled in HealthChoice at any time during the 
measurement year.24 For this measure, we have also included ambulatory care visits related to 
mental health disorders25 and substance use disorders.26 HealthChoice participants should be 
able to seek care in an ambulatory care setting before using the ED for a non-emergent condition 
or allowing a condition to exacerbate to the extent that it requires an inpatient admission. In this 
section of the report, ambulatory care visits are measured using MCO encounter and FFS claims 
data.  

Figure 4 presents the percentage of HealthChoice participants who received an ambulatory care 
visit during the calendar year by age group. Between CY 2010 and CY 2013, the ambulatory 
care visit rate increased. However, between CY 2013 and CY 2014, the rate decreased by 2.1 
percentage points, from 79.3 percent to 77.2 percent. Certain age groups experienced an increase 
in ambulatory care visits during the evaluation period. The largest increase was among children 
aged 10 to 14 years. 
 

                                                
24 This definition excludes ED visits, hospital inpatient services, home health, x-ray, and laboratory services. 
25 See page 294 of HEDIS 2015 Technical Specifications for Health Plans for a list of mental health diagnosis and 
procedure codes. 
26 See page 294 of HEDIS 2015 Technical Specifications for Health Plans for a list of substance use diagnosis and 
procedure codes. 
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Figure 4. Percentage of the HealthChoice Population Receiving an Ambulatory Care Visit 
by Age Group, CY 2010–CY 2014 
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Figure 5 presents the percentage of the HealthChoice population receiving an ambulatory care 
visit by region between CY 2010 and CY 2014. Visit rates among the regions remained stable or 
decreased during the evaluation period. HealthChoice participants on the Eastern Shore and in 
Western Maryland continued to have the highest rates of ambulatory care visits across the state. 
These data demonstrate that HealthChoice participants in rural parts of the state had equal access 
to ambulatory care as participants in urban and suburban areas.  

Figure 5. Percentage of the HealthChoice Population Receiving an Ambulatory Care Visit 
by Region, CY 2010–CY 2014 

 

ED Utilization 

The primary role of the ED is to treat seriously ill and injured patients. Ideally, ED visits should 
not occur for conditions that can be treated in an ambulatory care setting. HealthChoice was 
expected to lower ED use based on the premise that a managed care system is capable of 
promoting ambulatory and preventive care, thereby reducing the need for emergency services. 
To assess overall ED utilization, DHMH measures the percentage of individuals with any period 
of enrollment who visited an ED at least once during the calendar year. This measure excludes 
ED visits that resulted in an inpatient hospital admission. 

Figure 6 presents ED use by coverage group. Overall, the ED visit rate among HealthChoice 
participants in CY 2014 was nearly 30 percent, similar to the CY 2010 rate. From CY 2013 to 
CY 2014, the ED visit rate decreased by 1.5 percentage points. Among the coverage groups, 
participants with disabilities were more likely to utilize ED services than others throughout the 
evaluation period.   
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Figure 6. Percentage of the HealthChoice Population with at Least One ED Visit 
by Coverage Group, CY 2010–CY 2014 

 

Figure 7 shows ED utilization by age group from CY 2010 through CY 2014. Children aged 1 
and 2 years had the highest ED use across the evaluation period (42.2 percent), followed by 
adults aged 19 to 39 years (35.0 percent). Between CY 2013 and CY 2014, the ED visit rate for 
adults aged 19 to 39 years and 40 to 64 years declined by 3.4 and 4.5 percentage points, 
respectively.  
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Figure 7. Percentage of the HealthChoice Population with at least One ED Visit 
by Age Group, CY 2010–CY 2014 

 

Inpatient Admissions 

To assess inpatient utilization, DHMH measures the percentage of participants aged 18 to 64 
years with any period of HealthChoice enrollment who had an MCO inpatient admission during 
the calendar year. Inpatient admissions include all institutional services reported by Maryland 
hospitals as inpatient. This measure excludes visits covered under the FFS system. Table 2 
presents the percentage of HealthChoice participants with at least one MCO inpatient hospital 
admission. Overall, the rate of adult HealthChoice participants with at least one MCO inpatient 
admission decreased by 5.4 percentage points, from 14.5 percent in CY 2010 to 9.1 percent in 
CY 2014.  

Table 2. Percentage of HealthChoice Participants Aged 18–64 Years (Any Period of 
Enrollment) with at least One MCO Inpatient Admissions, CY 2010–CY 201427 

Year Number of 
Participants 

Number with at Least 
One MCO Inpatient 

Admission 

Percentage of 
Total 

CY 2010 311,759 45,293 14.5% 
CY 2011 346,903 46,169 13.3% 
CY 2012 364,543 45,103 12.4% 
CY 2013 379,163 44,602 11.8% 
CY 2014 636,740 57,688 9.1% 

                                                
27 The methodology for calculating inpatient admissions was revised for this year’s evaluation. Revisions include 
counting only MCO inpatient stays and updating the methodology for calculating stays across years. 
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Are Provider Networks Adequate to Ensure Access? 

Another method of measuring enrollee access to care is to examine provider network adequacy. 
This section of the report examines PCP and specialty provider networks.  

PCP Network Adequacy 

HealthChoice requires every participant to have a PCP, and each MCO must have enough PCPs 
to serve its enrollee population. HealthChoice regulations28 require a ratio of 1 PCP to every 200 
participants within each of the 40 local access areas (LAAs) in the state. Because some PCPs 
traditionally serve a high volume of HealthChoice participants at some of their sites (e.g., FQHC 
physicians), the regulations permit DHMH to approve a ratio of 2,000 adult participants per 
high-volume provider and 1,500 participants aged 0 to 21 years per high-volume provider. 
DHMH assesses network adequacy periodically throughout the year to identify potential network 
inadequacies and works with the MCOs to resolve capacity issues. Should any such issues arise, 
DHMH will discontinue new enrollment for that MCO in the affected region until it increases 
provider contracts to an adequate level. 

Table 3 shows PCP network adequacy as of December 2014. The analysis counts the number of 
PCP offices in each county in Maryland. If a provider has more than one office location in any 
county, only one office was counted. If a provider has multiple office locations among different 
counties, one office is counted in each county. PCPs in Washington, D.C. are not included in the 
analysis. Two capacity estimates are presented: 200 participants per PCP office and 500 
participants per PCP office. Although regulatory requirements apply to a single MCO, this 
analysis aggregates data from all eight HealthChoice MCOs. The analysis does not allow a single 
provider office that contracts with multiple MCOs to be counted multiple times; thus, it applies a 
higher standard than that in regulation.  

Based on a standard enrollee-to-PCP ratio of 500:1, provider networks in the counties are more 
than adequate. Seven counties do not meet the stricter 200:1 ratio: Allegany, Caroline, Cecil, 
Dorchester, Garrett, Prince George’s, and Wicomico. However, HealthChoice enrollees residing 
in Prince George’s County may receive care from PCPs located in Washington, D.C.  

                                                
28 COMAR 10.09.66.05.B. 
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Table 3. PCP Capacity by County, for Any Period of Enrollment, CY 2014 

 

Specialty Care Provider Network Adequacy 

In addition to ensuring PCP network adequacy, DHMH requires MCOs to provide all medically 
necessary specialty care. If an MCO does not have the appropriate in-network specialist needed 
to meet an enrollee's medical needs, then the MCO must arrange for care with an out-of-network 

  Total PCP Offices Enrollment Excess Capacity 

County CY 
2014 

Multiplied 
by 200 

Multiplied 
by 500 CY 2014 Difference 

200:1 Ratio 
Difference 

500:1 Ratio 
Allegany 90 18,000 45,000 18,896 -896 26,104 
Anne Arundel 936 187,200 468,000 83,344 103,856 384,656 
Baltimore City 2,598 519,600 1,299,000 247,798 271,802 1,051,202 
Baltimore County 1,657 331,400 828,500 171,187 160,213 657,313 
Calvert 171 34,200 85,500 13,975 20,225 71,525 
Caroline 31 6,200 15,500 10,376 -4,176 5,124 
Carroll 214 42,800 107,000 20,253 22,547 86,747 
Cecil 123 24,600 61,500 24,882 -282 36,618 
Charles 211 42,200 105,500 28,358 13,842 77,142 
Dorchester 41 8,200 20,500 11,297 -3,097 9,203 
Frederick 220 44,000 110,000 35,678 8,322 74,322 
Garrett 31 6,200 15,500 7,451 -1,251 8,049 
Harford 337 67,400 168,500 38,684 28,716 129,816 
Howard 379 75,800 189,500 37,760 38,040 151,740 
Kent 26 5,200 13,000 4,503 697 8,497 
Montgomery 1,016 203,200 508,000 158,103 45,097 349,897 
Prince George's 911 182,200 455,500 211,779 -29,579 243,721 
Queen Anne's 80 16,000 40,000 8,344 7,656 31,656 
Somerset 47 9,400 23,500 7,486 1,914 16,014 
St. Mary's 158 31,600 79,000 20,819 10,781 58,181 
Talbot 109 21,800 54,500 7,270 14,530 47,230 
Washington 198 39,600 99,000 38,170 1,430 60,830 
Wicomico 136 27,200 68,000 30,609 -3,409 37,391 
Worcester 78 15,600 39,000 11,930 3,670 27,070 
Total (in MD) 9,798 1,959,600 4,899,000 1,248,952 710,648 3,650,048 
Other 146           
Washington, D.C. 400           
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specialist and compensate the provider. Regulations29 for specialty care access require each 
MCO to have an in-network contract with at least one provider statewide in 14 major medical 
specialties.30 Additionally, for each of the 10 specialty care regions throughout the state in which 
an MCO serves, an MCO must include at least one in-network specialist in each of the eight core 
specialties: cardiology, otolaryngology (ENT), gastroenterology, neurology, ophthalmology, 
orthopedics, surgery, and urology.  

DHMH regularly monitors HealthChoice MCOs’ compliance with availability and access 
standards, including these specialty care access requirements. As of February 2014, the 
compliance rate among the seven MCOs31 in the HealthChoice program was 96 percent for CY 
2013. Six of the seven MCOs met the minimum compliance rate for availability and access 
standards, while one MCO was required to submit a corrective action plan (Delmarva 
Foundation, 2015).  

CAHPS Survey Results 

The CAHPS survey is adopted by DHMH to measure enrollees’ satisfaction with their medical 
care (WBA Research, 2015; WB&A Market Research, 2012). Two CAHPS survey measures 
related to access to care include “getting needed care” and “getting care quickly”. 

“Getting needed care” measures: 

 How often it was easy for participants to get care from specialists in the last six months 
 How often it was easy for participants to get care, tests, or treatment through their health 

plans 

“Getting care quickly” measures: 

 How often the participants received care as soon as possible, when they needed care right 
away 

 Not counting the times participants needed care right away, how often they received an 
appointment for health care at a doctor’s office or clinic as soon as they thought they 
needed it 

The possible survey responses for these two measures are “never,” “sometimes,” “usually,” or 
“always.” HealthChoice enrollees’ responses are compared with benchmarks from Quality 
Compass, a national database developed by the National Committee for Quality Assurance 
(NCQA). The Quality Compass benchmarks provide national ratings from other Medicaid 
managed care plans across the country.  

                                                
29 COMAR 10.09.66.05-1 
30 The 14 major medical specialties are: allergy, cardiology, dermatology, endocrinology, otolaryngology (ENT), 
gastroenterology, infectious disease, nephrology, neurology, ophthalmology, orthopedics, pulmonology, surgery, 
and urology.  
31 Kaiser Permanente of the Mid-Atlantic States was not included in the analysis because it was not an MCO in 
HealthChoice in CY 2013.  
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In CY 2014, 80 percent of adult HealthChoice members responded that they were “usually” or 
“always” successful in getting needed care, and 78 percent of adult members responded that they 
were “usually” or “always” successful in getting care quickly (Table 4). Though the percentage 
of HealthChoice members who reported getting needed care was one percentage point less than 
the CY 2014 NCQA Quality Compass benchmark, the rate has increased by eight percentage 
points since CY 2010. The proportion of respondents reporting that they were able to get care 
quickly was three percentage points lower than the NCQA benchmark.  

Table 4. Percentage of Adult HealthChoice Participants Responding “Usually” or 
“Always” to Getting Needed Care and Getting Care Quickly Compared with the NCQA 

Benchmark,  
CY 2010–CY 2014 

   CY 2010 
 CY 
2011  CY 2012 

 CY 
2013 CY 2014 

Getting Needed Care - Percentage of participants who responded “Usually” or “Always”  
HealthChoice 72% 71% 79% 80% 80% 
NCQA Quality Compass Benchmark 76% 76% 81% 80% 81% 

Getting Care Quickly - Percentage of participants who responded “Usually” or “Always”  
HealthChoice 80% 79% 80% 79% 78% 
NCQA Quality Compass Benchmark 81% 80% 81% 81% 81% 

In CY 2014, 83 percent of parents and guardians of children enrolled in HealthChoice responded 
that they were “usually” or “always” successful in getting needed care for their children, and 88 
percent responded “usually” or “always” to getting care quickly (Table 5). The CY 2014 rates for 
getting needed care and getting care quickly are both one percentage point lower than the NCQA 
benchmarks.  

Table 5. Percentage of Parents and Guardians of Child HealthChoice Participants 
Responding “Usually” or “Always” to Getting Needed Care and Getting Care Quickly 

Compared with the NCQA Benchmark, CY 2010–CY 2014 

  
 CY 
2010 

 CY 
2011 

 CY 
2012 

 CY 
2013  CY 2014 

Getting Needed Care - Percentage of members who responded “Usually” or “Always”  
HealthChoice 77% 79% 82% 84% 83% 
NCQA Quality Compass Benchmark 79% 79% 84% 85% 84% 

Getting Care Quickly - Percentage of members who responded “Usually” or “Always”  
HealthChoice 88% 87% 91% 90% 88% 
NCQA Quality Compass Benchmark 87% 87% 89% 89% 89% 

Parents and guardians of children with chronic conditions in HealthChoice were also surveyed 
(Table 6). In CY 2014, 86 percent responded “usually” or “always” to getting needed care for 
their children, which was the same as the NCQA benchmark. Ninety-two percent reported 
“usually” or “always” to getting care quickly, one percentage point higher than the NCQA 
benchmark.  
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Table 6. Percentage of Parents and Guardians of Children with Chronic Conditions in 
HealthChoice Responding “Usually” or “Always” to Getting Needed Care and Getting 

Care Quickly Compared with the NCQA Benchmark, CY 2010–CY 2014 

 *NCQA Quality Compass Benchmarks were available for children with chronic conditions beginning in CY 2011.  
  

  
 CY 
2010 

 CY 
2011 

 CY 
2012 

 CY 
2013  CY 2014 

Getting Needed Care - Percentage of members who responded “Usually” or “Always”   
HealthChoice 78% 80% 84% 85% 86% 
NCQA Quality Compass Benchmark* N/A 81% 86% 87% 86% 

Getting Care Quickly - Percentage of members who responded “Usually” or “Always”  
HealthChoice 91% 90% 93% 92% 92% 
NCQA Quality Compass Benchmark* N/A 90% 92% 93% 91% 
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Section I Summary 

Section I of this report described the HealthChoice program’s progress in achieving its goals of 
expanding coverage and improving access to care. Under the ACA, Maryland expanded 
Medicaid eligibility to adults under the age of 65 years with incomes up to 138 percent of the 
FPL. By December 2014, 240,510 new participants were covered under Medicaid through the 
expansion program. The overall HealthChoice population grew by 48 percent between CY 2010 
and CY 2014. By CY 2014, 17.7 percent of Maryland’s population was enrolled in 
HealthChoice.  

With expansion activities and increased enrollment, it is important to maintain access to care and 
ensure program capacity to serve a growing population. Regarding PCP networks in CY 2014, 
seven Maryland counties did not meet the stricter 200:1 enrollee-to-PCP ratio for network 
adequacy standards: two in Western Maryland, one in the Washington Suburban region, and four 
on the Eastern Shore.  

Looking at service utilization as a measure of access, the percentage of participants receiving an 
ambulatory care visit increased between CY 2010 and CY 2013, but dropped to 77.2 percent in 
CY 2014. From CY 2013 to CY 2014, the ED visit rate dropped 1.5 percentage points to nearly 
30 percent. The declines in ambulatory care and ED utilization rates between CY 2013 and CY 
2014 may be attributable to new HealthChoice participants who enrolled through the ACA 
Medicaid expansion. These new participants have lower utilization rates. The percentage of 
HealthChoice participants with an MCO inpatient admission decreased by 5.4 percentage points 
during the evaluation period. CAHPS survey results indicate that most participants report that 
they usually or always receive needed care and receive care quickly, and rates generally align 
with national benchmarks.  
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Section II. Medical Home 

One of the goals of the HealthChoice program is to ensure patient-focused, comprehensive, and 
coordinated care by providing each member with a medical home. HealthChoice participants 
choose an MCO and a PCP from their MCO’s network to oversee their medical care and provide 
a medical home. This section of the report discusses the extent to which HealthChoice provides 
participants with a medical home by assessing appropriate service utilization. 

Appropriate Service Utilization 

This section addresses whether participants could connect with their medical homes and 
understand how to navigate them. With a greater understanding of the resources available to 
them, participants should be able to seek care in an ambulatory care setting before resorting to 
seeking care in the ED or allowing a condition to progress to the extent that it warrants an 
inpatient admission.  

Appropriateness of ED Care 

A fundamental goal of managed care programs such as HealthChoice is the delivery of the right 
care at the right time in the right setting. One widely used methodology to evaluate this goal in 
the ED setting is based on classifications developed by researchers at the New York University 
Center for Health and Public Service Research (NYU) (Billings, Parikh, & Mijanovich, 2000). 
According to Billings et al. (2000), the ED use profiling algorithm categorizes emergency visits 
as follows: 

 Non-emergent: Immediate care was not required within 12 hours based on the patient’s 
presenting symptoms, medical history, and vital signs. 

 Emergent but primary care treatable: Treatment was required within 12 hours, but it 
could have been provided effectively in a primary care setting (e.g., CAT scan or certain 
lab tests). 

 Emergent but preventable/avoidable: Emergency care was required, but the condition 
was potentially preventable/avoidable if timely and effective ambulatory care had been 
received during the episode of illness (e.g., asthma flare-up). 

 Emergent, ED care needed, not preventable/avoidable: Ambulatory care could not have 
prevented the condition (e.g., trauma or appendicitis).  

 Injury: Injury was the principal diagnosis.  
 Alcohol-related: The principal diagnosis was related to alcohol.  

 Drug-related: The principal diagnosis was related to drugs.  
 Mental health-related: The principal diagnosis was related to mental health.  

 Unclassified: The condition was not classified in one of the above categories by the 
expert panel.  
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ED visits that fall into categories 1 through 3 may indicate problems with access to primary care, 
including access to after hour primary care and urgent care centers. Figure 8 presents the 
distribution of all ED visits by NYU classification for CY 2014 for individuals with any period 
of HealthChoice enrollment. In CY 2014, 51.2 percent of all ED visits were for potentially 
avoidable conditions; that is, the visit could have been avoided with timely and quality primary 
care.  

ED visits in categories 4 (emergent, ED care needed, not preventable/avoidable) and 5 (injury) 
are the least likely to be prevented with access to primary care. These two categories accounted 
for 26.5 percent of all ED visits in CY 2014. Adults aged 40 through 64 years had more ED 
visits related to category 4 than other age groups. Children aged 3 through 18 years had more 
injury-related ED visits than other age groups. The inpatient category in Figure 8, which is not a 
part of the NYU classification, represents ED visits that resulted in a hospital admission. As 
would be expected, participants with disabilities had a much higher rate of ED visits that led to 
an inpatient admission than participants in the F&C and MCHP coverage groups. 

Figure 8. Classification of ED Visits by HealthChoice Participants, CY 2014 

 

Figure 9 compares the ED visit classifications for CY 2010 with the classifications for CY 2014. 
The data show that potentially avoidable ED visits increased during the evaluation period, from 
50.8 percent of all ED visits to 51.2 percent. DHMH will continue to monitor ED use with the 
goal of reducing potentially avoidable ED visits.  

Non-Emergent, 23.1%

Emergent, Primary Care 
Treatable, 21.5%

Emergent, ED Care Needed, 
Preventable/Avoidable, 

6.6%

Emergent, ED Care  
Needed, Not 

Preventable/Avoidable, 
9.0%

Injury, 17.5%

Psychiatric, Alcohol or 
Drug, 2.7%

Unclassified, 12.9%

Inpatient, 6.7%

Potentially
Avoidable ED 
Visits, 51.2%



 
22 

Figure 9. Classification of ED Visits by HealthChoice Participants, CY 2010 and CY 2014 

 

Preventable or Avoidable Admissions 

Ambulatory care sensitive hospitalizations (ACSHs), also referred to as preventable or avoidable 
hospitalizations, are inpatient admissions that may have been prevented if proper ambulatory 
care had been provided in a timely and effective manner. High numbers of avoidable admissions 
may indicate problems with access to primary care services or deficiencies in outpatient 
management and follow-up. DHMH monitors potentially avoidable admissions using AHRQ’s 
Prevention Quality Indicators (PQIs) methodology, which looks for specific primary diagnoses 
in hospital admission records indicating the conditions listed in each PQI. The measures 
presented are as follows:32 

 PQI #1: Diabetes Short-Term Complications 
 PQI #2: Perforated Appendix 
 PQI #3: Diabetes Long-Term Complications 
 PQI #5: Chronic Obstructive Pulmonary Disease (COPD) or Asthma in Older Adults 
 PQI #7: Hypertension  
 PQI #8: Congestive Heart Failure  
 PQI #10: Dehydration  
 PQI #11: Bacterial Pneumonia  

                                                
32 AHRQ PQI Methodology Version 4.3 
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 PQI #12: Urinary Tract Infection  
 PQI #13: Angina Without Procedure 
 PQI #14: Uncontrolled Diabetes 
 PQI #15: Asthma in Younger Adults 
 PQI #16: Lower-Extremity Amputation in Patients with Diabetes 
 PQI #9033: Prevention Quality Overall Composite 
 PQI #9134: Prevention Quality Acute Composite 
 PQI #9235: Prevention Quality Chronic Composite 

The measure denominators include the number of HealthChoice participants who meet the 
following enrollment criteria: 

 Aged 18 to 64 years as of December 31 of the calendar year 
o For PQI #5: Aged 40 to 64 years as of December 31 of the calendar year 

o For PQI #15: Aged 18 to 39 years as of December 31 of the calendar year 
 Enrolled in the same HealthChoice MCO as of December 31 of the calendar year as the 

MCO that paid for the inpatient admission qualifying them for a PQI designation. 

Table 7 presents the number of potentially avoidable MCO inpatient admissions per 100,000 
HealthChoice participants aged 18 to 64 years during CY 2010 through CY 2014. COPD or 
Asthma in Older Adults (PQI #5) was responsible for the highest number of potentially 
avoidable admissions throughout the evaluation period. The number of potentially avoidable 
admissions for Perforated Appendix (PQI #2), Angina without Procedure (PQI #13), 
Uncontrolled Diabetes (PQI #14), and Lower-Extremity Amputation in Patients with Diabetes 
(PQI #16) were the smallest across the evaluation period. 

 

Table 7. Number of Potentially Avoidable MCO Admissions per 100,000 HealthChoice 
Participants Aged 18–64 Years (Any Period of Enrollment), CY 2010–CY 201436 

Any PQI # 
CY 

2010 
CY 

2011 
CY 

2012 
CY 

2013 
CY 

2014 
1: Diabetes Short-Term Complications Admissions 200 187 168 183 188 
2: Perforated Appendix Admissions 16 18 16 16 18 
3: Diabetes Long-Term Complications Admissions 238 201 167 174 141 
5: COPD or Asthma in Older Adults Admissions (Ages 40-
64) 1,706 1,644 1,379 1,087 695 

                                                
33 PQI #90 includes PQI #s 1, 3, 5, 7, 8, 10, 11, 12, 13, 14, 15, and 16.  
34 PQI #91 includes PQI #s 10, 11, and 12.  
35 PQI #92 includes PQI #s 1, 3, 5, 7, 8, 13, 14, 15, and 16. 
36 This measure was changed for this year’s evaluation by presenting the number of potentially avoidable admissions 
per 100,000 participants instead of percentages. The methodology for calculating inpatient admission rates was 
revised for this year’s evaluation. Revisions include counting only MCO inpatient stays and updating the 
methodology for calculating stays across years. 



 
24 

7: Hypertension Admissions 102 84 70 62 63 
8: Congestive Heart Failure Admissions 273 246 207 217 193 
10: Dehydration Admissions 126 106 94 71 70 
11: Bacterial Pneumonia Admissions 290 265 215 221 186 
12: Urinary Tract Infection Admissions 196 183 148 139 100 
13: Angina Without Procedure Admissions 30 19 12 11 10 
14: Uncontrolled Diabetes Admissions 35 26 22 20 14 
15: Asthma in Younger Adults Admissions (Ages 18-39) 166 135 142 126 100 
16: Lower-Extremity Amputation In Patients With Diabetes 10 7 12 10 12 
90: Prevention Quality Overall Composite  2,140 1,913 1,626 1,577 1,337 
91: Prevention Quality Acute Composite 612 554 458 431 356 
92: Prevention Quality Chronic Composite 1,528 1,359 1,168 1,146 981 

Table 8 presents the number and percentage of adults aged 18 to 64 years who were enrolled in 
an MCO with at least one MCO inpatient admission and with PQI admissions during the 
evaluation period. Overall, the percentage of adults enrolled in HealthChoice with at least one 
MCO inpatient admission with a PQI designation decreased from 1.4 percent in CY 2010 to 0.9 
percent in CY 2014. This downward trend is consistent with the observed decrease in the 
percentage of participants with at least one inpatient admission, from 14.5 percent in CY 2010 to 
9.1 percent in CY 2014. Among HealthChoice adults with an MCO inpatient admission, the 
percentage of participants with a PQI-designated admission increased slightly, from 9.3 percent 
in CY 2010 to 10 percent in CY 2014.  

 

Table 8. Potentially Avoidable Admission Rates, Participants Aged 18–64 Years  
(Any Period of Enrollment), with ≥1 MCO Inpatient Admission, CY 2010–CY 201437 

Year 

# of 
Participants 

in 
HealthChoice 

# of 
Participants 

with ≥1 MCO 
Admissions 

% of 
Participants 

with ≥1 
MCO 

Admissions 

# of 
Participants 

with Any 
PQI 

% of 
Participants 

with Any 
PQI 

% of 
Participants 

With ≥1 MCO 
Admissions who 

had a PQI 
CY 
2010 311,759 45,293 14.5% 4,230 1.4% 9.3% 
CY 
2011 346,903 46,169 13.3% 4,118 1.2% 8.9% 
CY 
2012 364,543 45,103 12.4% 3,702 1.0% 8.2% 
CY 
2013 379,163 44,602 11.8% 4,012 1.1% 9.0% 
CY 
2014 636,740 57,688 9.1% 5,767 0.9% 10.0% 

*This measure includes only MCO inpatient admissions.  

                                                
37 The methodology for calculating inpatient admission rates was revised for this year’s evaluation. Revisions 
include counting only MCO inpatient stays and updating the methodology for calculating stays across years. 
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Section II Summary 

This section of the report addressed the extent to which HealthChoice provides participants with 
a medical home by assessing appropriateness of service utilization. In reviewing appropriateness 
of care, potentially avoidable ED visits increased slightly—by 0.4 percentage points—during the 
evaluation period. The potentially avoidable admission rate for COPD or Asthma in Older Adults 
was the highest PQI throughout the evaluation period. The percentage of adult participants 
enrolled in HealthChoice with at least one admission with a PQI designation decreased from 1.4 
percent in CY 2010 to 0.9 percent in CY 2014. This downward trend is consistent with the 
overall decrease in the percentage of adult participants with an MCO inpatient admission, from 
14.5 percent in CY 2010 to 9.1 percent in CY 2014. 
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Section III. Quality of Care 

Another goal of the HealthChoice program is to improve the quality of health services delivered. 
DHMH has an extensive system for quality measurement and improvement that uses nationally 
recognized performance standards. Quality activities include the External Quality Review 
Organizations (EQRO) annual report, CAHPS survey of consumer satisfaction, value-based 
purchasing (VBP) program, and Healthcare Effectiveness Data and Information Set (HEDIS) 
quality measurements. HEDIS data are validated by nationally certified vendors to ensure that all 
plan participants collect data using an identical methodology, which allows for meaningful 
comparisons across health plans.38 DHMH also reviews a sample of medical records to ensure 
that MCOs meet EPSDT standards. This section of the report presents highlights of these quality 
improvement activities related to preventive care and care for chronic conditions. 

Because of NCQA restrictions, national HEDIS means cannot be published. Therefore, a “+” 
sign indicates that Maryland’s rate is above the national HEDIS mean, while a “-” sign indicates 
that Maryland’s rate is below the national mean.  

Preventive Care 

HEDIS Childhood Measures 

DHMH uses HEDIS measures to report childhood immunization and well-child visit rates. 
Immunizations are evidence-based interventions that safely and effectively prevent severe 
illnesses, such as polio and hepatitis (HealthcareData Company, LLC, 2015). The HEDIS 
immunization measures include the percentage of two-year-olds who received the following 
immunizations on or before their second birthday: four diphtheria, tetanus, and acellular pertussis 
(DTaP); three polio (IPV); one measles, mumps, and rubella (MMR); three H influenza type B 
(Hib); three hepatitis B; one chicken pox (VZV); and four pneumococcal conjugate (PCV) 
vaccines. HEDIS calculates a rate for each vaccine and nine different combination rates. 
Immunization combination two includes all of these vaccines except the four PCV; combination 
three includes each of the above listed vaccines with its appropriate number of doses. DHMH 
compares health plan rates for immunization combinations two and three. 

Table 9 presents the immunization and well-child measures for the HealthChoice population. 
HealthChoice performed above the national HEDIS mean across all measures from CY 2010 
through CY 2014. Key findings from the table include: 

 The percentage of two-year-old children receiving immunization combination two 
steadily increased until CY 2014, when it decreased by 4.4 percentage points from 
CY 2013 

                                                
38 A copy of the HEDIS 2015 results can be found online: 
https://mmcp.dhmh.maryland.gov/healthchoice/Documents/DHMH%202015%20HEDIS%20Executive%20Summar
y%20Report.pdf 
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 The percentage of two-year-old children receiving immunization combination three 
steadily increased until CY 2014, when it decreased by 5.6 percentage points from 
CY 2013 

 The percentage of 15-month-old infants who received at least five well-child visits 
steadily increased until CY 2014, when it decreased by 6.2 percentage points from 
CY 2013 

 The percentage of children aged three to six years who received at least one well-
child visit steadily increased until CY 2014, when it decreased by 2 percentage points 
from CY 2013 

 The percentage of adolescents aged 12 to 21 years who received at least one well-care 
visit steadily increased until CY 2014, when it decreased by 5.2 percentage points 
from CY 2013 

CY 2014 rate declines can be explained by the inclusion of rates from newer MCOs into the 
average rate calculations. Childhood immunization status-combination 3, well-child visits for 3- 
to 6-year-olds, and well-care visits for adolescents are a part of the VBP program.  

Table 9. HEDIS Immunizations and Well-Child Visits: HealthChoice Compared with the 
National HEDIS Mean, CY 2010-CY 2014* 

HEDIS MEASURES 
CY 

2010  
CY 

2011 
CY 

2012 
CY 

2013 
CY 

2014 
Childhood Immunization Status - Combination 
2         

 

HealthChoice 79.9% 82.5% 80.2% 80.9% 76.5% 
National HEDIS Mean + + + + + 
Childhood Immunization Status- Combination 
3          

HealthChoice 76.3% 79.7% 77.7% 79.1% 73.5% 
National HEDIS Mean + + + + + 
Well Child Visits – 15 Months of Life          
HealthChoice 82.4% 85.0% 83.9% 85.7% 79.5% 
National HEDIS Mean + + + + + 
Well Child Visits – 3- to 6-year-olds          
HealthChoice 80.7% 85.0% 82.2% 84.0% 82.0% 
National HEDIS Mean + + + + + 
Well-Care Visits – Adolescents          
HealthChoice 62.8% 67.0% 65.4% 67.3% 62.1% 
National HEDIS Mean + + + + + 

*The HealthChoice averages in CY 2014 were impacted by the inclusion of HEDIS rates from newer MCOs into the 
calculation.  

When the HEDIS scores from the newer MCOs in CY 2014 are excluded from the average rates, 
the HealthChoice program has demonstrated incremental improvements in each measure since 
CY 2010:   



 
28 

 Childhood Immunizations – Combo 2: 81.0 percent (compared to 76.5 percent) 
 Childhood Immunizations – Combo 3: 78.5 percent (compared to 73.5 percent) 
 Well Child Visits – 15 Months of Life: 83.3 percent (compared to 79.5 percent) 
 Well Child Visits – 3 to 6 Year-Olds: 85.7 percent (compared to 82.0 percent) 
 Well-Care Visits – Adolescents: 67.0 percent (compared to 62.1 percent) 

EPSDT Review 

The EPSDT program is a required package of benefits for all Medicaid participants under the age 
of 21 years. The purpose of EPSDT is to ensure that children receive appropriate age-specific 
physical examinations, developmental assessments, and mental health screenings periodically to 
identify any deviations from expected growth and development in a timely manner. Maryland’s 
EPSDT program aims to support access and increase the availability of quality health care. The 
goal of the EPSDT review is to examine whether EPSDT services are provided to HealthChoice 
participants in a timely manner. The review is conducted annually to assess HealthChoice 
provider compliance with the following five EPSDT components: 

 Health and developmental history: A personal and family medical history helps the 
provider determine health risks and provide appropriate anticipatory guidance and 
laboratory testing. 

 Comprehensive physical exam: The exam includes vision and hearing tests, oral 
assessment, nutritional assessment, and measurements of head circumference and 
blood pressure. 

 Laboratory tests/at-risk screenings: These tests involve assessing the risk factors 
related to heart disease, anemia, tuberculosis, lead exposure, and sexually transmitted 
infections. 

 Immunizations: Providers who serve HealthChoice participants must offer 
immunizations according to DHMH’s recommended childhood immunization 
schedule. 

 Health education/anticipatory guidance: Maryland requires providers to discuss at 
least three topics during a visit, such as nutrition, injury prevention, and social 
interactions. Referrals for dental care are required after a patient turns two years old. 

MCOs use the review results to inform their education efforts to participants and providers about 
EPSDT services. DHMH has a Healthy Kids Program, whose nurse consultants support the 
MCOs and educate them on new EPSDT requirements. DHMH also collaborates with MCOs to 
share with their provider networks age appropriate encounter forms, risk assessment forms, and 
questionnaires that are designed to assist with documenting preventive services according to the 
Maryland Schedule of Preventive Health Care. 

From CY 2010 to CY 2014, provider compliance increased for two of the five EPSDT 
components (Table 10). These components are comprehensive physical exam and health 
education/anticipatory guidance. The HealthChoice Aggregate Total score remained stable 
during the evaluation period (Delmarva Foundation, 2011, 2014, 2015). Despite slight variations, 
all components and the aggregate total have remained above the minimum compliance score of 
75 percent.  
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Table 10. HealthChoice MCO Aggregate Composite Scores for Components 
of the EPSDT Review, CY 2010–CY 2014 

EPSDT Components 
CY 

2010 
CY 

2011 
CY 

2012 
CY 

2013 
CY 

2014 
Health and Developmental History 89% 89% 89% 89% 88% 
Comprehensive Physical Exam 88% 92% 93% 91% 93% 
Laboratory Tests/At-Risk Screenings 82% 79% 80% 77% 76% 
Immunizations 89% 88% 86% 84% 83% 
Health Education/Anticipatory Guidance 90% 90% 92% 89% 91% 
HealthChoice Aggregate Total 88% 89% 89% 87% 88% 

Childhood Lead Testing 

DHMH is a member of Maryland’s Lead Poisoning Prevention Commission, which advises 
Maryland executive agencies, the General Assembly, and the Governor on lead poisoning 
prevention in the state. Maryland’s Plan to Eliminate Childhood Lead Poisoning includes a goal 
of ensuring that young children receive appropriate lead risk screening and blood lead testing. As 
part of the work plan for achieving this goal, DHMH provides the MCOs with quarterly reports 
on children who received blood lead tests and children with elevated blood lead levels to ensure 
that these children receive appropriate follow-up. DHMH also includes blood lead testing 
measures in several of its quality assurance activities, including the VBP and managing-for-
results programs.  

As part of the EPSDT benefits, Medicaid requires that all children be provided or referred for a 
blood lead test at 12 and 24 months of age. DHMH measures the lead testing rates for children 
aged 12 through 23 months and 24 through 35 months who are continuously enrolled in the same 
MCO for at least 90 days.39 A child’s lead test must have occurred during the calendar year or 
the year prior. For CY 2011, the lead test measure was revised to exclude children who 
disenrolled from HealthChoice before their birthday. Thus, the lead testing rates for CY 2010 is 
not comparable to the results of subsequent years.  

Table 11 presents the lead testing rates for children aged 12 through 23 months and 24 through 
35 months between CY 2010 and CY 2014. In CY 2014, the lead testing rate was 60.6 percent 
for children aged 12 through 23 months and 75.6 percent for children aged 24 through 35 
months. 

Table 11. Percentage of HealthChoice Children Aged 12–23 and 24–35 Months who 
Received a Lead Test During the Calendar Year or the Prior Year, CY 2010–CY 2014 

Age Group 
(Months)  

CY 
2010* CY 2011 CY 2012 CY 2013 CY 2014 

12–23 57.5% 57.4% 57.9% 58.7% 60.6% 

                                                
39 The lead testing measures include lead tests reported in the Medicaid administrative data and the Childhood Lead 
Registry, which is maintained by the Maryland Department of the Environment. 
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24–35 75.6% 76.6% 75.6% 76.6% 75.6% 
* The measure was revised in CY 2011 to exclude children who disenrolled before their birthday.   

Thus, CY 2010 results cannot be compared with subsequent years. 

Breast Cancer Screening 

Breast cancer is the most prevalent type of cancer among women (U.S. Cancer Statistics 
Working Group, 2015). The U.S. Cancer Statistics Working Group (2015) reported a breast 
cancer incidence rate of 122.2 cases per 100,000 women in 2012, the most recent data available. 
In Maryland, the breast cancer incidence rate was 124.9 cases per 100,000 women, slightly 
higher than the national average (U.S. Cancer Statistics Working Group, 2015). When breast 
cancer is detected early, it is easier to treat, and women have a greater chance of survival (CDC, 
2014). According to the CDC (2014), mammograms are the most effective technique for 
detecting breast cancer early. HEDIS assesses the percentage of women who received a 
mammogram within a two-year period. Although there has been recent debate regarding the 
appropriate age requirements for mammograms, HEDIS continues to utilize the 40- to 69-year-
old female cohort40 for this measure.  

Table 12 presents the percentage of women in HealthChoice who received a mammogram for 
breast cancer screening in CY 2010 through CY 2014 (HealthcareData Company, LLC, 2015). 
Between CY 2010 and CY 2014, the percentage of women aged 40 through 64 years41 who 
received a mammogram increased by nearly 20 percentage points. The rate rose by almost 10 
percentage points between CY 2013 and CY 2014. Maryland performed above the national 
HEDIS mean in CY 2013 and CY 2014. Breast cancer screenings were added to the VBP 
program in CY 2014. 

 

Table 12. Percentage of Women in HealthChoice Aged 40-64 Years who Received a 
Mammogram for Breast Cancer Screening, Compared with the National HEDIS Mean,  

CY 2010–CY 2014* 
  CY 

2010 
CY 

2011 CY 2012 CY 2013 
CY 2014 

Percentage of Women in 
HealthChoice Aged 40–64 
Years who Received a 
Mammogram 

48.3% 50.3% 51.0% 58.3% 67.9% 

National HEDIS Mean - - - + + 
*The HealthChoice averages in CY 2014 were impacted by the inclusion of HEDIS rates from newer MCOs into the 
calculation.  

                                                
40 Because HealthChoice only covers adults through the age of 64, the measures presented in the table are restricted 
to women aged 40 through 64 years. 
41 Maryland’s HealthChoice program covers individuals through age 64 years.  
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Cervical Cancer Screening 

Cervical cancer is preventable and treatable, and the CDC recommends Papanicolaou (Pap) tests 
for cervical cancer screening in women who are sexually active or over the age of 21 (CDC, 
n.d.b). Because Pap screenings can detect precancerous cells early, cervical cancer can be treated 
or prevented (CDC, n.d.b). HEDIS measures the percentage of women who received a cervical 
cancer screening using one of these criteria: 1) women aged 21 to 64 who had cervical cytology 
performed every three years, or 2) women aged 30 to 64 who had cervical cytology/human 
papillomavirus (HPV) co-testing performed every five years.  

Table 13 presents the percentage of women aged 21 to 64 years in HealthChoice who received a 
cervical cancer screening in CY 2010 through CY 2014 (HealthcareData Company, LLC, 2015). 
Between CY 2010 and CY 2013, the cervical cancer screening rate steadily increased. However, 
in CY 2014, the screening rate decreased by 9.4 percentage points from CY 2013. This decline in 
performance can be explained by the inclusion of a new HealthChoice MCO into the average 
rate calculation. The newer MCOs had a significant impact on the average of this measure, with 
one scoring 35.5 percent and another scoring 90.8 percent. Excluding the newer MCOs, the rate 
for established HealthChoice MCOs was 66.6 percent for CY 2014. HealthChoice performed 
above the national HEDIS mean throughout the measurement period.  

Table 13. Percentage of Women in HealthChoice Aged 21–64 Years who Received a 
Cervical Cancer Screening, Compared with the National HEDIS Mean, CY 2010–CY 

2014* 
  CY 

2010  
CY 

2011 
CY 

2012 
CY 

2013 
CY 

2014 
Percentage of Women in 
HealthChoice Aged 21–64 Years 
who Received a Cervical Cancer 
Screening 

73.2% 73.1% 73.7% 75.2% 65.8% 

National HEDIS Mean + + + + + 
*The HealthChoice averages in CY 2014 were impacted by the inclusion of HEDIS rates from newer MCOs into the 
calculation.  

HPV Vaccine for Female Adolescents 

DHMH has increased efforts to vaccinate girls and young women against HPV. According to the 
CDC (2015), about 14 million people, including teens, become infected with HPV each year, 
posing a significant public health risk. HPV is a common virus that spreads by sexual contact 
and can cause cervical cancer in women and penile cancer in men. HPV can also cause anal 
cancer, throat cancer, and genital warts in both men and women (CDC, 2015). 

Administering widespread vaccinations for HPV could drastically reduce the number of cervical 
cancer cases. In 2014, the HEDIS HPV vaccination rates became available for the first time. 
HEDIS assesses the percentage of 13-year-old females who received three doses of the HPV 
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vaccine by their 13th birthday.42 In CY 2014, 22.8 percent of female adolescents received the 
HPV vaccine by their 13th birthday, which is higher than the national HEDIS mean. 
Nevertheless, there is still significant room for improvement in this area.   

Colorectal Cancer Screening 

According to the National Cancer Institute (2014), colorectal cancer is one of the most common 
cancers in both men and women. In Maryland, colorectal cancer is the third most commonly-
diagnosed cancer among both women and men, as well as the second-leading cause of cancer 
mortality.43 The expansion of Medicaid coverage to childless adults and additional parents and 
caretakers has removed a major access barrier for age-eligible low-income adults to be screened 
for colorectal cancer.  

Colorectal cancer usually develops from precancerous polyps (abnormal growths) in the colon or 
rectum. Screening tests can find precancerous polyps that can be removed before they become 
cancerous (CDC, 2016). Screening tests can also detect colorectal cancer early, when treatment 
works is more effective (National Cancer Institute, 2014). HEDIS assesses the percentage of 
people aged 50 through 75 years who received an appropriate screening for colorectal cancer 
within a specific timeframe. HEDIS defines an “appropriate screening” as follows: a fecal occult 
blood test (FOBT) during the measurement year, a flexible sigmoidoscopy during the 
measurement year or the prior four years, and a colonoscopy during the measurement year or the 
prior nine years. 

Table 14 shows the percentage of HealthChoice participants who received at least one of the 
three appropriate screenings for colorectal cancer in CY 2010 through CY 2014. Please note that 
the HEDIS specifications include individuals through age 75 years, but HealthChoice only 
covers individuals through age 64 years. Thus, the data presented pertain to enrollees aged 50 
through 64 years and is based exclusively on administrative data.44  Only participants who met 
the HEDIS eligibility requirements were included in the population for this measure. These 
participants were continuously enrolled in Medicaid during the calendar year and the preceding 
calendar year. Participants were also enrolled on the last day of the measurement year and did 

                                                
42 The HPV vaccine is recommended for both males and females, although the HEDIS measure focuses exclusively 
on females.  Other state initiatives, including Healthy People 2020, track vaccination for both males and females at 
an older age, from 13 to 15 years of age. 
43 Maryland Comprehensive Cancer Control Plan, Maryland Department of Health and Mental Hygiene, updated 
July 2011. Available at: http://phpa.dhmh.maryland.gov/cancer/cancerplan/SitePages/Home.aspx.  Last accessed 
April 30, 2012. 
44 HEDIS does not currently have a measure for colorectal cancer screening for Medicaid; the corresponding 
commercial measure includes individuals between the ages of 50 and 75. Additionally, the commercial measure 
relies on a hybrid measurement approach, using both claims and clinical data, whereas the measures in Table 14 do 
not use clinical data. The results represent individuals across the Medicaid population—i.e., if an individual is up-to-
date with his screening but switched between MCOs or fee-for-service coverage over the course of the reference 
period, he will be accounted for as up-to-date. However, a limitation of the data exists in that current Medicaid 
enrollees screened while not enrolled in Maryland Medicaid—but who are up-to-date—will not be counted. The 
measure excludes participants with a diagnosis of colorectal cancer or removal of the colon from the denominator.  

http://phpa.dhmh.maryland.gov/cancer/cancerplan/SitePages/Home.aspx
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not have more than one gap of enrollment exceeding 45 days during each year of continuous 
enrollment.  

Between CY 2010 and CY 2014, the percentage of enrollees aged 50 through 64 years who 
received a colorectal cancer screening decreased by 7.4 percentage points. The decrease of 6.6 
percentage points between CY 2013 and CY 2014 is likely attributable to the influx of new 
HealthChoice participants who enrolled as a result of the ACA. Two of the screenings, flexible 
sigmoidoscopy and colonoscopy, can be completed within the prior four and nine years, 
respectively. The group of newly enrolled participants did not have the full length of time to 
complete screenings compared to participants who had been eligible for HealthChoice for a 
longer period of time. 

Table 14. Percentage of HealthChoice Participants Aged 50 – 64 Years Receiving a 
Screening for Colorectal Cancer, CY 2010–CY 2014 

CY 2010 CY 2011 CY 2012 CY 2013 CY 2014 
39.5% 39.3% 38.8% 38.7% 32.1% 

Care for Chronic Conditions 

Use of Appropriate Medications for People with Asthma 

DHMH uses HEDIS to report the use of appropriate medications for people with asthma. This 
HEDIS asthma measure includes the percentage of 5- to 64-year-olds who were identified as 
having persistent asthma and were appropriately prescribed at least one of the following asthma 
medications during the measurement year: antiasthmatic combinations; antiasthmatic 
combinations; inhaled steroid combinations; inhaled corticosteroids; leukotriene modifiers; long-
acting, inhaled beta-2 agonists; mast cell stabilizers; methylxanthines; or short-acting, inhaled 
beta-2 agonists. Asthma is a common chronic disease that affects more than 32 million American 
children and adults (CDC, n.d.a). In 2010, approximately 752,000 adults and children in 
Maryland had a history of asthma (Bankoski, De Pinto, Hess-Mutinda, & McEachern, 2012). 
The purpose of asthma medications is to prevent or reduce airway inflammation and narrowing. 
If appropriate asthma medications are prescribed and used correctly, asthma-related 
hospitalizations, ED visits, and missed school and work days decrease (CDC, n.d.a).  

Table 15 presents the HealthChoice rate of appropriate medications for people with asthma in 
CY 2010 through CY 2014 (HealthcareData Company, LLC, 2015). For CY 2010, the measure 
was restricted to individuals in HealthChoice aged 5 through 50 years. Beginning in CY 2011, 
the measure was expanded to include individuals through age 64. Because of the differences in 
the age requirements, CY 2010 results should not be compared to CY 2011–CY 2014 results. In 
CY 2014, 87.0 percent of HealthChoice participants aged 5 through 64 years were appropriately 
prescribed medications for asthma treatment, a 6.1 percentage point decrease from CY 2011. The 
newer MCOs could not report on this measure in CY 2014 and therefore had no impact on the 
HealthChoice rate. Despite the drop, the program still outperformed the national average rate.   
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Table 15. Percentage of HealthChoice Members Aged 5–64 Years with Persistent Asthma 
who were Appropriately Prescribed Medications, Compared with the National HEDIS 

Mean, CY 2010–CY 2014 
  CY 2010  

CY 
2011* CY 2012 CY 2013 

CY 2014 

  
Members 
Aged 5-50 

Years 
Members Aged 5-64 Years 

Percentage of HealthChoice 
Members Aged 5-64 Years 
with Persistent Asthma who 
were Appropriately Prescribed 
Medications  

90.8% 93.1% 89.4% 86.7% 87.0% 

National HEDIS Mean ** + + + + 
* HEDIS specifications were revised in 2012 (CY 2011 data), and the age range was modified. 
** National HEDIS means are not available for the age range of 5-50 years. 

Comprehensive Diabetes Care 

Diabetes is a disease caused by the inability of the body to make or use the hormone insulin. The 
complications of diabetes are serious and include heart disease, kidney disease, stroke, and 
blindness. However, screening and treatment can reduce the burden of diabetes complications 
(HealthcareData Company, LLC, 2014). To assess appropriate and timely screening and 
treatment for adults with diabetes (types 1 and 2), HEDIS includes a composite set of measures, 
referred to as comprehensive diabetes care, which include the following: 

 Eye Exams: The percentage of participants aged 18 through 64 years with diabetes 
who received an eye exam for diabetic retinal disease during the measurement year or 
had a negative retinal exam (i.e., no evidence of retinopathy) in the year prior to the 
measurement year.  

 HbA1c Testing: The percentage of participants aged 18 through 64 years with 
diabetes who received at least one hemoglobin A1c (HbA1c) test during the 
measurement year. This measure is a part of the VBP program. 

 LDL-C Screening: The percentage of participants aged 18 through 64 years with 
diabetes who received at least one low-density lipoprotein cholesterol (LDL-C) 
screening in the measurement year. This measure was retired for CY 2014. 

Table 16 presents annual HealthChoice performance on the comprehensive diabetes care 
measures for CY 2010 through CY 2014 (HealthcareData Company, LLC, 2015). HealthChoice 
consistently performed above the national HEDIS mean on eye exams throughout the evaluation 
period. HealthChoice performed above the national average on HbA1c testing in CY 2014. 
However, it is worth noting that the HealthChoice participants evaluated for this measure are 18 
to 64 years old, while the HEDIS measure used as the benchmark evaluates adults aged 18 to 75 
years. Key findings from table include the following: 

 The percentage of participants with diabetes who received an eye exam increased 
steadily until CY 2014, when it decreased by 7.8 percentage points from CY 2013.  
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 The percentage of participants with diabetes who received an HbA1c test increased 
by 11.4 percentage points during the measurement period. 

 The percentage of participants with diabetes who received an LDL-C screening 
increased by 2.9 percentage points during the measurement period. This measure was 
retired for CY 2014. 

Table 16. Percentage of HealthChoice Members Aged 18–64 Years with Diabetes who 
Received Comprehensive Diabetes Care, Compared with the National HEDIS Mean, 

CY 2010–CY 2014* 

   Source: HealthcareData Company, LLC., September 2014 
*The HealthChoice averages in CY 2014 were impacted by the inclusion of HEDIS rates from newer MCOs into the 
calculation.  
**This measure was retired for CY 2014. 

Section III Summary 

This section of the report discussed the HealthChoice goal of improving quality of care and 
focused on preventive care and care for chronic conditions. Regarding preventive care for 
children, HealthChoice well-child visit and immunization combination two and three rates were 
consistently higher than the national HEDIS mean. Regarding EPSDT, provider compliance 
increased for two of the five components. The HealthChoice Aggregate Total score remained 
stable during the evaluation period (Delmarva Foundation, 2011, 2014, 2015). Regarding 
preventive care for adults, breast cancer screening improved during the evaluation period by 
nearly 20 percentage points. 

This section also examined the quality of care for chronic conditions, specifically asthma and 
diabetes. The percentage of participants receiving appropriate asthma medications decreased 
between CY 2010 and CY 2014, but still exceeded the national HEDIS mean. For participants 
with diabetes, HbA1c testing rates improved during the evaluation period. The HbA1c testing 
rates were above the national HEDIS mean for CY 2013 and CY 2014, and eye exams exceeded 
national HEDIS means in all years.  

The HealthChoice program had a large influx of adults who had never been enrolled in 
Medicaid. These new participants took longer to engage in appropriate primary care treatment.  

HEDIS MEASURES CY 2010 CY 
2011 CY 2012 CY 2013 CY 2014 

Eye Exam (Retinal)          
HealthChoice 67.9% 71.0% 69.6% 69.3% 61.5% 
National HEDIS Mean + + + + + 
HbA1c Test         
HealthChoice 77.6% 81.0% 81.2% 85.5% 89.0% 
National HEDIS Mean - - - + + 
LDL-C Screening**         
HealthChoice 74.3% 76.4% 75.7% 77.2% N/A 
National HEDIS Mean - + + +  



 
36 

This affected the scores of HEDIS measures that are based on using services. In addition, new 
MCOs came on the market in CY 2013 and CY 2014. It took time for their encounter data to 
become complete. Although the new MCOs served fewer members, the overall HEDIS scores 
were dramatically affected because the methodology uses a simple average to calculate overall 
HealthChoice HEDIS scores instead of a weighted average. The six longer-participating MCOs 
continued to have constant quality results.   
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Section IV. Special Topics 

This section of the report discusses several special topics, including services provided under the 
dental and mental health carve-outs, SUD services, behavioral health integration, services 
provided to children in foster care, reproductive health services, services provided to individuals 
with HIV/AIDS, the REM program, and access to care stratified by race/ethnicity. 

Dental Services 

EPSDT mandates dental care coverage for children younger than 21 years. Children enrolled in 
Maryland Medicaid, however, have historically utilized these services at a low rate. Before 
Maryland implemented HealthChoice in 1997, only 14 percent of children enrolled in Medicaid 
for any period of time received at least one dental service, which was below the national average 
of 21 percent (American Academy of Pediatrics, n.d.). 

In an effort to increase access to oral health care and service utilization, the Secretary of DHMH 
convened the Dental Action Committee (DAC) in June 2007. The DAC consisted of a broad-
based group of stakeholders concerned about children’s access to oral health services. The DAC 
reviewed dental reports and data and presented its final report to the DHMH Secretary on 
September 11, 2007. Key recommendations from the report included increased reimbursement 
for Medicaid dental services and the institution of a single dental administrative services 
organization (ASO) (Dental Action Committee, 2007). The reforms recommended by the DAC 
have been supported and, to a great extent, implemented by DHMH to effectively address the 
barriers to dental care access previously experienced in the state. Expanded access to dental care 
has also been achieved through the following initiatives of the Medicaid program and the Office 
of Oral Health: 

 Increasing dental provider payment rates in 2008, with plans to increase rates further 
as the budget allows. 

 Implementing an ASO in July 2009 to oversee Medicaid dental benefits for pregnant 
women, children, and adults in the REM program (the Maryland Healthy Smiles 
program). 

 Authorizing EPSDT-certified medical providers (pediatricians, family physicians, and 
nurse practitioners), after successful completion of an Office of Oral Health training 
program, to receive Medicaid reimbursement for fluoride varnish treatment and oral 
assessment services provided to children between 9 and 36 months of age. As of FY 
2013, 441 unique EPSDT-certified providers administered more than 84,000 fluoride 
varnish treatments (Goodman, 2013). 

 Allowing public health dental hygienists to perform services within their scope of 
practice without onsite supervision and prior examination of the patient by a dentist. 
This change permits public health dental hygienists to provide services outside of a 
dental office (e.g., in schools and Head Start centers). (Maryland Department of 
Health and Mental Hygiene, 2010). 
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Maryland’s current oral health achievements are a direct result of the state’s progress in 
implementing the 2007 DAC recommendations, which called for increasing access to oral health 
services through changes to Maryland Medicaid and expanding the public health dental 
infrastructure. In 2010 and 2011, the Pew Center on the States named Maryland a national leader 
in improving dental care access for residents with low income, especially the Medicaid-eligible 
and uninsured. Because Maryland is the only state to meet seven of the eight dental policy 
benchmarks, the Pew Center ranked it first in the nation for oral health (Pew Center on the 
States, 2011). CMS also recognized Maryland’s improved oral health service delivery by asking 
Maryland to share its story at a CMS national quality conference in August 2011, including 
achievements in its best practices guide for states and their governors through the Medicaid State 
Technical Assistance Team (MSTAT) process. In addition, Maryland was invited to present in 
the inaugural CMS Learning Lab: Improving Oral Health through Access web seminar series.  

However, even with these substantial improvements, concerns about access to dental care 
remain. At the conclusion of the 2013 legislative session, the Maryland General Assembly 
requested DHMH to provide a report on the utilization of pediatric dental surgery, one of the 
mandated dental services under EPSDT. The goal of pediatric restorative dental surgery is to 
repair or limit the damage from caries, protect and preserve the tooth structure, reestablish 
adequate function, restore esthetics (where applicable), and provide ease in maintaining good 
oral hygiene. Although this procedure is preventable, children need to be able to access this in a 
timely manner, if warranted, in order to maintain good health. In its report, DHMH made several 
recommendations designed to improve access to pediatric dental surgery, including the 
following: 

 Increasing the payment rate for anesthesia (CPT code 00710) to 100 percent of the 
Medicare rate.   

 Recommending that hospitals offer operating room (OR) block times for dental cases 
to improve access to hospital facilities by dentists.   

 Establishing a facility rate to pay ambulatory surgery centers (ASCs) in order to 
increase the number of sites where dentists may perform OR procedures and reduce 
pressure on hospitals.  

 Continuing to improve access to preventive dental care in order to reduce the need for 
non-preventive procedures.   

 Requiring hospitals to report stipends paid to hospital-based physicians and 
anesthesiologists as part of a larger analysis—conducted by DHMH in partnership 
with the Health Services Cost Review Commission (HSCRC)—of the proper 
reimbursement rate for providers.  

DHMH continually monitors a variety of measures of dental service utilization, published in the 
Annual Oral Health Legislative Report. Table 17 displays the dental visit rate for children. The 
dental visit rate among children aged 4 to 20 years increased by 3.6 percentage points between 
CY 2010 and CY 2014. Nevertheless, many children still do not receive the dental services they 
need. 
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Table 17. Children Aged 4–20 Years in Medicaid (Enrolled for at least 320 Days)  
Receiving a Dental Visit, CY 2010–CY 2014 

Year Total Number of 
Enrollees 

Number of 
Enrollees Receiving 

at least One Visit 

Percentage 
Receiving a Visit  

CY 2010 333,167 213,714 64.1% 
CY 2011 362,197 241,365 66.6% 
CY 2012 385,132 261,077 67.8% 
CY 2013 405,873 277,272 68.3% 
CY 2014 423,625 286,713 67.7% 

       Source: Dental Joint Chairmen’s Report Data, Calendar Year 2014 Memorandum 

Dental care is also a benefit for pregnant women. The ASO contracted to run the Maryland 
Healthy Smiles program conducted postcard and flyer-based mailings to women enrolled in 
pregnancy-related coverage groups to engage them in care during the evaluation period. The 
ASO also participated in community-based events, such as Head Start Parent meetings and WIC 
meetings. DHMH anticipates further positive progress in these measurement areas following the 
procurement of a new ASO in 2016. The ASO is in the process of embarking on a 
comprehensive five-year plan designed to improve the engagement of pregnant women in dental 
care. At the heart of this program are the assignment of pregnant women to a Dental Home, 
enhanced individualized outreach by phone and through other mechanisms to ensure pregnant 
women are aware of their dental benefit and how to access services, and the formation of 
partnerships with key oral health partners, such as OB/GYNs providers.   

Table 18 presents the percentage of pregnant women aged 21 years and older who were enrolled 
for at least 90 days in Medicaid and received at least one dental visit between CY 2010 and CY 
2014. During that time period, dental service utilization initially increased from 29.5 percent in 
CY 2010 to 32.1 percent in CY 2011, but then decreased to 27.0 percent in CY 2014.  

 

Table 18. Percentage of Pregnant Women Aged 21+ Years in Medicaid* (Enrolled for at 
Least 90 Days) Receiving a Dental Visit, CY 2010–CY 201445 

Year Total Number of 
Enrollees 

Number of 
Enrollees Receiving 

at least One Visit 

Percentage 
Receiving a 

Visit 
CY 2010 19,850 5,854 29.5% 
CY 2011 20,990 6,728 32.1% 
CY 2012 22,162 6,613 29.8% 
CY 2013 22,698 6,175 27.2% 
CY 2014 25,456 6,878 27.0% 

                                                
45  Data for this measure were revised and updated across the entire measurement period. 
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*The study population for CY 2010 through CY 2014 measured dental utilization for all qualifying individuals in 
Maryland’s Medical Assistance program, including FFS and HealthChoice MCO enrollees. The following coverage 
groups were excluded from the analysis: S09 (PAC program), X02 (undocumented or unqualified immigrants), W01 
(Women’s Breast and Cervical Cancer Health Program), and P10 (Family Planning Program). 

 

Mental Health Services 

HealthChoice participants in need of mental health services are referred to Maryland’s Public 
Mental Health System, but they continue to receive medically necessary somatic care through 
their MCOs. Mental health services are funded through the FFS Maryland Behavioral Health 
Administration using an ASO, Beacon Health Options (formerly ValueOptions).   

Table 19 shows the percentage of the HealthChoice population diagnosed with and/or treated for 
a mental health disorder (MHD)46 by age group. The percentage of children and adolescents with 
an MHD gradually increased over the evaluation period, from 18.4 percent in CY 2010 to 20.3 
percent in CY 2014. The percentage of adults with an MHD was more stable, indicating that the 
overall increase in MHD diagnoses and treatment was mainly driven by children and 
adolescents.  

  

                                                
46 Individuals are identified as having an MHD if they have any ICD-9 diagnosis codes that begin with 290, 293-
302, 306- 316, or an invoice control number (ICN) beginning with "6" denoting a specialty mental health claim.  
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Table 19. Percentage of HealthChoice Population (Any Period of Enrollment) 
 with an MHD by Age Group, CY 2010–CY 2014 

Age Group 
(Years) CY 2010 CY 2011 CY 

2012 CY 2013 CY 2014 

0 – 18 18.4% 18.9% 19.8% 20.4% 20.3% 
19 – 64 27.7% 27.5% 27.7% 27.5% 26.2% 
Total 21.6% 22.0% 22.7% 23.0% 23.2% 

Table 20 presents the regional distribution of HealthChoice participants with an MHD. Since CY 
2010, the percentage of individuals with an MHD in Baltimore gradually declined, with 
corresponding increases in the Baltimore and Washington Suburban regions. These changes are 
likely due to shifts in the population.    

Table 20. Regional Distribution of HealthChoice Participants (Any Period of Enrollment)  
with an MHD, CY 2010–CY 2014 

Region CY 2010 CY 2011 
CY 

2012 CY 2013 CY 2014 
Baltimore City 27.5% 26.4% 26.2% 25.1% 24.1% 
Baltimore Suburban 28.3% 28.7% 28.7% 28.8% 30.0% 
Eastern Shore 12.1% 12.4% 12.2% 11.8% 11.5% 
Southern Maryland 4.7% 4.6% 4.6% 4.8% 4.9% 
Washington Suburban 20.2% 20.8% 21.3% 22.4% 22.5% 
Western Maryland 7.1% 7.0% 7.0% 7.0% 6.9% 
Total 100% 100% 100% 100% 100% 
Number of Enrollees 179,958 196,285 211,223 218,956 290,024 

Because mental health services are carved out of the MCO benefit package, DHMH monitors the 
extent to which participants with an MHD access health care services through their MCOs. Table 
21 presents the percentage of HealthChoice participants with an MHD who visited a physician or 
an ED through their MCOs. A large majority of participants with an MHD had at least one MCO 
physician visit during each year of the evaluation period, with an increase of 2.9 percentage 
points between CY 2010 and CY 2014. Across the study period, less than half of individuals 
with an MHD visited an ED through their MCO, although the percentage increased by 3.1 
percentage points between CY 2010 and CY 2014.  
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Table 21. Service Utilization among HealthChoice Participants (Any Period of Enrollment) 
with an MHD, CY 2010–CY 2014 

Year 

Number of 
HealthChoice 
Participants 

with an MHD 

Percentage with 
At Least 1 

MCO 
Ambulatory 
Care Visit  

Percentage 
with an MCO 

ED Visit 

CY 2010 179,958 85.4% 39.6% 
CY 2011 196,285 86.6% 43.5% 
CY 2012 211,223 87.0% 43.4% 
CY 2013 218,956 87.2% 42.8% 
CY 2014 290,024 88.3% 42.7% 

Substance Use Disorder Services 

SUD47 services were provided under the HealthChoice MCO benefit package during this 
measurement period. Table 22 shows the percentage of HealthChoice participants diagnosed 
with and/or treated for an SUD by age group. Overall, the percentage of enrollees with an SUD 
increased by 2.5 percentage points between CY 2010 and CY 2014. This can be attributed to the 
large influx of adults due to the ACA expansion. 

Table 22. Percentage of HealthChoice Population (Any Period of Enrollment)  
with an SUD by Age Group, CY 2010–CY 2014 

Age Group 
(Years) CY 2010 CY 2011 CY 2012 CY 2013 CY 2014 

0 – 18 0.9% 0.9% 0.9% 0.8% 0.7% 
19 – 64 11.1% 10.7% 10.8% 11.1% 13.3% 
Total 4.4% 4.4% 4.5% 4.6% 6.9% 

Table 23 presents the regional distribution of HealthChoice participants with an SUD. Between 
CY 2010 and CY 2014, the majority of participants with an SUD lived in Baltimore City, 
followed by the Baltimore Suburban region.  

  

                                                
47 Individuals were identified as having an SUD if they had a diagnosis code that met the HEDIS “Identification of 
Alcohol and Other Drug Services” measure, which includes the following ICD-9 diagnosis codes:291-292, 303-304, 
305.0, 305.2-305.9, 535.2, 571.1; MS-DRG 894-897; and ICD-9-CM Procedure 94.6x with an inpatient code. 
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Table 23. Regional Distribution of HealthChoice Participants (Any Period of Enrollment)  
with an SUD, CY 2010–CY 2014 

Region CY 2010 CY 2011 CY 2012 CY 2013 CY 2014 
Baltimore City 40.2% 38.1% 37.3% 36.7% 35.2% 
Baltimore Suburban 26.1% 26.8% 27.0% 27.3% 28.5% 
Eastern Shore  11.8% 11.8% 11.9% 12.2% 11.7% 
Southern Maryland 4.2% 5.0% 4.8% 5.1% 5.1% 
Washington Suburban 11.8% 12.1% 12.5% 11.9% 13.3% 
Western Maryland 6.1% 6.3% 6.5% 6.7% 6.1% 
Total 100% 100% 100% 100% 100% 
Number of Enrollees 36,854 39,574 42,063 44,103 85,715 

DHMH also monitors the extent to which participants with an SUD access health care services. 
Table 24 shows the percentage of HealthChoice participants with an SUD who received an MCO 
physician visit and an MCO ED visit. Between CY 2010 and CY 2014, the percentage of 
participants with an MCO physician visit decreased by 1.6 percentage points, whereas the ED 
visit rate increased by 5.4 percentage points. 

Table 24. Service Utilization of HealthChoice Participants (Any Period of Enrollment)  
with an SUD, CY 2010–CY 2014 

Year  
HealthChoice 
Participants 
with an SUD 

Percent with At 
Least 1 MCO 

Ambulatory Care 
Visit  

Percent with 
an MCO ED 

visit 

CY 2010 36,854 79.0% 52.8% 
CY 2011 39,574 80.2% 61.0% 
CY 2012 42,063 80.9% 61.2% 
CY 2013 44,103 80.5% 61.7% 
CY 2014 85,715 77.4% 58.2% 

Table 25 shows the number and percentage of HealthChoice participants with an SUD and at 
least one methadone replacement therapy. Between CY 2010 and CY 2014, the percentage of 
participants with at least one methadone replacement therapy increased by 3.0 percentage points.  
This can be attributed to the ACA expansion of adults. 

Table 25. Number and Percentage of HealthChoice Participants (Any Period of 
Enrollment) with an SUD and at Least One Methadone Replacement Therapy, CY 2010–

CY 2014 

Year  
HealthChoice 

Participants with an 
SUD 

Number of Participants 
with an SUD and 

Methadone 
Replacement Therapy  

Percentage of 
Total 

Participants with 
an SUD 

CY 2010 36,854 7,837 21.3% 
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CY 2011 39,574 8,787 22.2% 
CY 2012 42,063 9,520 22.6% 
CY 2013 44,103 10,365 23.5% 
CY 2014 85,715 20,815 24.3% 

Behavioral Health Integration  

Table 26 presents the number and percentage of HealthChoice participants with a dual diagnosis 
of both MHD and SUD, MHD only, SUD only, or none of these diagnoses. The percentage of 
HealthChoice participants with a dual diagnosis of MHD and SUD increased by 1.1 percentage 
points, from 2.8 percent in CY 2010 to 3.9 percent in CY 2014.  

Table 26. Number and Percentage of HealthChoice Participants (Any Period of 
Enrollment)  

with a Dual Diagnosis of MHD and SUD, CY 2010 - CY 2014 

Year 
Dual Diagnosis 

(MHD and 
SUD) 

MHD Only SUD Only None Total  

CY 2010 23,527 (2.8%) 156,431 (18.8%) 13,327 (1.6%) 639,063 (76.8%) 832,348 (100%) 
CY 2011 24,453 (2.7%) 171,832(19.2%) 15,121(1.7%) 681,571 (76.3%) 892,977 (100%) 
CY 2012 26,049 (2.8%) 185,174(19.9%) 16,014 (1.7%) 703,410 (75.6%) 930,647 (100%) 
CY 2013 27,127 (2.8%) 193,429 (20.1%) 16,976 (1.8%) 724,065 (75.3%) 961,597 (100%) 
CY 2014 48,604 (3.9%) 241,420 (19.3%) 37,111 (3.0%) 923,888 (73.9%) 1,251,023 (100%) 
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Access to Care for Children in Foster Care 

This section of the report examines service utilization for children in foster care with any period 
of enrollment in HealthChoice during the calendar year.48 This section also compares service 
utilization for children in foster care with other HealthChoice children. Unless otherwise 
specified, all of the measures presented include children aged 0 through 21 years and include 
their use of FFS and MCO services.  

Table 27 displays the percentage of HealthChoice children enrolled in foster care by age group 
for CY 2010 and CY 2014. Across the evaluation period, older children are more commonly 
enrolled in foster care. In CY 2014, children aged 15 to 18 years made up the largest portion of 
HealthChoice children in foster care at 25.2 percent of the total.  

Table 27. Percentage of HealthChoice Children in Foster Care by Age Group,  
CY 2010 and 2014 

 CY 2010 CY 2014 
Age Group  

(Years) 
Number of 

Participants 
Percentage of 

Total 
Number of 

Participants 
Percentage of 

Total 
0 to <1 249 2.1% 200 2.1% 

1–2 830 7.1% 726 7.6% 
3–5 1,236 10.6% 932 9.8% 
6–9 1,411 12.1% 1,408 14.8% 

10–14 2,328 19.9% 1,833 19.3% 
15–18 3,319 28.4% 2,399 25.2% 
19–21  2,329 19.9% 2,015 21.2% 
Total 11,704 100% 9,513 100% 

 

  

                                                
48 Children in the subsidized adoption program are excluded from the definition of foster children. Rather, these 
enrollees are included as “other children enrolled in HealthChoice.” 
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Figure 10 displays the percentage of children in foster care who had at least one ambulatory care 
visit in CY 2010 and CY 2014 by age group. From CY 2010 to CY 2014, the overall rate of 
ambulatory care visits increased by 1.5 percentage points. As is true across the general 
HealthChoice population, younger children in foster care were more likely than older children to 
receive ambulatory care services.  

Figure 10. Percentage of HealthChoice Children in Foster Care Receiving at Least One  
Ambulatory Care Visit by Age Group, CY 2010 and CY 2014 

 

Figure 11 compares the ambulatory care visit rate for children in foster care with the rate for 
other children enrolled in HealthChoice in CY 2014. Overall, children in foster care accessed 
ambulatory care at a slightly lower rate than other children in HealthChoice. However, children 
in foster care in several age categories accessed ambulatory care services at a higher rate than 
other children in the HealthChoice program.  
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Figure 11. Percentage of HealthChoice Children in Foster Care vs. Other HealthChoice 
Children Receiving at Least One Ambulatory Care Visit by Age Group, CY 2014 
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Figure 12 displays the percentage of children in foster care receiving at least one MCO 
outpatient ED visit49 in CY 2010 and CY 2014 by age group. The overall rate increased by1.3 
percentage points during the evaluation period. Children aged 0 to less than 1 year and 1 to 2 
years had the highest rates of ED utilization in CY 2014. Children aged 0 to less than 1 year 
experienced an increase of 10.7 percentage points in ED utilization during the evaluation period. 
Due to the small number of children within the 0 to less than 1 year age group, these results 
should be interpreted with caution.  

Figure 12. Percentage of HealthChoice Children in Foster Care Receiving at Least One  
MCO Outpatient ED Visit by Age Group, CY 2010 and CY 2014 

 

                                                
49 MCO outpatient ED visits include ED visits that were seen and discharged on an outpatient basis. This measure 
does not include ED visits that lead to an inpatient admission or those paid through the FFS system.  
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Figure 13 compares the MCO outpatient ED visit rate in CY 2014 for children in foster care to 
the rate for other children enrolled in HealthChoice. Overall, children in foster care accessed the 
ED at a higher rate than other children in the HealthChoice program.     

Figure 13. Percentage of HealthChoice Children in Foster Care vs. Other HealthChoice 
Children Receiving at Least One MCO Outpatient ED Visit by Age Group, CY 2014 
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Figure 14 compares the dental utilization rate for foster care children aged 4 to 20 years enrolled 
in HealthChoice with the rate for other children in HealthChoice in CY 2014. Overall, children 
in foster care had a higher dental visit rate (65.9 percent) than other HealthChoice children (60.7 
percent). The largest differences between the two populations were observed in the older age 
groups. The dental visit rate was 67.3 percent for children in foster care aged 15 to 18 years and 
52.1 percent for non-foster care children—a difference of 15.2 percentage points. For children 
aged 19 to 20 years, those in foster care had a dental visit rate that was 19.6 percentage points 
higher than other HealthChoice participants. 

Figure 14. Percentage of HealthChoice Children Aged 4-20 Years (Any Period of 
Enrollment) in Foster Care vs. Other HealthChoice Children Receiving at Least One 

Dental Visit,  
by Age Group, CY 2014 

 

Reproductive Health 

This section of the report focuses on the reproductive health services provided under 
HealthChoice. HEDIS prenatal measures are presented first, followed by a discussion of the 
Family Planning Program.   

DHMH and the HealthChoice MCOs engage pregnant women in care through individualized 
outreach, community events, and prenatal case management. HealthChoice enrollees identified 
as pregnant receive informational materials on how to access care, the dental benefit for pregnant 
women, and other resources, such as the Text4Baby program. DHMH also operates a dedicated 
HelpLine for pregnant women. In addition to having their questions answered, individuals who 
contact the HelpLine are referred to their local Administrative Care Coordination Unit (ACCU). 
A primary goal of the ACCUs is to improve birth outcomes for Medicaid eligible women and 
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reduce infant mortality by helping women to access necessary and appropriate medical care and 
navigate the HealthChoice system. The ACCUs also link recipients to other services, including 
specialty care and dental services. ACCU staff members can also assist Medical Assistance 
members who have unresolved billing issues.   

Timeliness of Prenatal Care 

HEDIS measures the timeliness of prenatal care and the frequency of ongoing prenatal care to 
determine the adequacy of care for pregnant women. The earlier a woman receives prenatal care, 
the more likely it is to identify and manage health conditions that could affect her health and/or 
the health of the newborn. 

The HEDIS timeliness of prenatal care measure assesses the percentage of deliveries for which 
the mother received a prenatal care visit in the first trimester or within 42 days of HealthChoice 
enrollment. Table 28 presents HealthChoice performance on this measure for CY 2010 though 
CY 2014 (HealthcareData Company, LLC, 2015). Timeliness of prenatal care decreased by 4.1 
percentage points during the evaluation period, from 86.9 percent in CY 2010 to 82.8 percent in 
CY 2014. For the first three years of the evaluation period, HealthChoice outperformed the 
national HEDIS mean, but in CY 2013, the HealthChoice rate dropped below the national rate. 
This decline is explained in part by the inclusion of a new HealthChoice MCO with a score of 
52.2 percent into the average rate calculation. Excluding the new MCO, the CY 2013 
HealthChoice rate was 86.4 percent. For CY 2014, excluding the newer MCOs would have 
increased the HealthChoice rate to 84.1 percent. Even with the newer MCOs, the overall 
HealthChoice rate increased between CY 2013 and CY 2014 and was above the national HEDIS 
mean in CY 2014.    
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Table 28. HEDIS Timeliness of Prenatal Care, HealthChoice Compared with 
the National HEDIS Mean, CY 2010–CY 2014* 

  CY 2010 CY 2011 
CY 

2012 
CY 

2013 
CY 

2014 
Percentage of Deliveries in which the 
Mother Received a Prenatal Care Visit in 
the 1st Trimester or within 42 days of 
HealthChoice Enrollment  

86.9% 86.3% 85.8% 81.5% 82.8% 

National HEDIS Mean + + + - + 
*The HealthChoice averages in CY 2013 and CY 2014 were impacted by the inclusion of HEDIS rates from newer 
MCOs into the calculation.  

Frequency of Ongoing Prenatal Care 

The frequency of ongoing prenatal care measure assesses the percentage of recommended50 
prenatal visits received. DHMH uses this measure to assess MCO performance in providing 
appropriate prenatal care. The measure calculates the percentage of deliveries that received the 
expected number of prenatal visits. This measure accounts for gestational age and time of 
enrollment, and women must be continuously enrolled 43 days prior to and 56 days after 
delivery.  

The first aspect of this measure assesses the percentage of women who received more than 80 
percent of expected visits; therefore, a higher score is preferable. Table 29 shows that this rate 
decreased by 9.3 percentage points during the evaluation period, from 74.2 percent in CY 2010 
to 64.9 percent in CY 2014 (HealthcareData Company, LLC, 2015). The second aspect of this 
measure assesses the percentage of women who received less than 21 percent of expected visits; 
therefore, a lower score is preferable. The rate for this measure increased by 4.5 percentage 
points, from 3.7 percent in CY 2010 to 8.2 percent in CY 2014. In sum, Maryland consistently 
outperformed the national HEDIS means for both aspects of this measure, although performance 
over the evaluation period declined.  

The declines in both CY 2013 and CY 2014 performance are attributable to the inclusion of new 
MCOs into the average rate calculation. In CY 2013, for the first aspect of the measure, the new 
MCO scored 21.7 percent, while the other MCOs scored between 70.6 and 78.8 percent. 
Excluding the new MCO, the CY 2013 HealthChoice rate was 73.4 percent. For the second part 
of the measure, the new MCO scored 37.0 percent, while the other MCOs had rates between 2.2 
and 8.2 percent. Excluding the new MCO, the CY 2013 HealthChoice rate was 5.1 percent. 

In CY 2014, for the first aspect of the measure, the newer HealthChoice MCOs scored 56.9 
percent and 55.0 percent, while the other MCOs scored between 61.7 and 74.5 percent. 
Excluding the newer MCOs, the CY 2014 HealthChoice rate was 67.9 percent. For the second 
part of the measure, the new MCOs scored 7.7 percent and 17.4 percent, while the other MCOs 
                                                
50 The American College of Obstetricians and Gynecologists recommends a visit once every 4 weeks during the first 
28 weeks of pregnancy, once every 2 to 3 weeks during the next 7 weeks, and weekly for the remainder of the 
pregnancy, for a total of about 13 to 15 visits. 
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had rates between 4.5 and 9.3 percent. Excluding the newer MCOs, the CY 2014 HealthChoice 
rate was 6.8 percent. 

Table 29. Percentage of HealthChoice Deliveries Receiving the Expected Number 
 of Prenatal Visits (≥ 81 Percent or < 21 Percent of Recommended Visits),  

Compared with the National HEDIS Mean, CY 2010–CY 2014* 

 CY 2010 CY 2011 CY 2012 CY 2013 CY 2014 

 MD National MD National MD National MD 
Nationa

l MD National 
Greater than or 
equal to 81% of 
Expected 
Prenatal Visits 

74.2
% + 74.4

% + 71.5
% + 66.0

% + 64.9
% + 

Less than 21% of 
Expected 
Prenatal Visits** 

3.7% + 4.9% + 6.3% + 9.7% + 8.2% + 

* The HealthChoice averages in CY 2014 were impacted by the inclusion of HEDIS rates from newer MCOs into 
the calculation.  
** A lower rate points to better performance. A "+" means that the rate is below the National HEDIS Mean. 

The Family Planning Program 

The Family Planning Program provides family planning office visits to women who are not 
eligible for Medicaid. These services include physical examinations, certain laboratory services, 
family planning supplies, reproductive education, counseling and referral, and permanent 
sterilization services. Previously, the Family Planning Program only enrolled postpartum 
women. Eligibility for the program, however, was expanded in 2012 to cover women younger 
than 51 years of age with household income below 200 percent of the FPL.  

Tables 30 and 31 present the number of Medicaid participants in the Family Planning Program 
and the percentage of Family Planning participants who received at least one service between 
CY 2010 and CY 2014.51 These data are presented for women who were enrolled in Family 
Planning for any period of time during the calendar year and women who were enrolled 
continuously for 12 months.  

During the evaluation period, the number of women with any period of enrollment in the Family 
Planning Program decreased by 14.9 percent, from 25,908 participants in CY 2010 to 22,042 
participants in CY 2014 (Table 30). This decline in enrollment may be partially attributed to the 
ACA expansion, which provided full Medicaid coverage to all individuals (including parents) 
with income up to 138 percent of the FPL. This expansion increased the number of women who 
were eligible for full Medicaid after delivery.  

Table 30 shows that the percentage of women with any period of enrollment in the program who 
utilized at least one family planning service ranged between 24.0 percent and 36.2 percent from 
                                                
51 Only FFS claims were used in the analysis.  
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CY 2010 to CY 2014. As Table 31 displays, the percentage of women enrolled in the program 
for the entire 12 months with at least one service decreased from 55.5 percent in CY 2010 to 34.2 
percent in CY 2014. 

Table 30. Percentage of Family Planning Participants (Any Period of Enrollment)  
with at Least One Corresponding Service, CY 2010–CY 201452 

  CY 
2010 

CY 
2011 

CY 
2012 

CY 
2013 

CY 
2014 

Number of Participants 25,908 21,056 24,883 26,105 22,042 
Number with at least 1 Service 6,209 5,282 9,019 8,954 6,305 
Percentage with at least 1 Service 24.0% 25.1% 36.2% 34.3% 28.6% 

 
Table 31. Percentage of Family Planning Participants (12-Month Enrollment)  

with at Least One Corresponding Service, CY 2010–CY 201432 
  CY 

2010 
CY 

2011 
CY 

2012 
CY 

2013 
CY 

2014 
Number of Participants 1,885 1,736 2,520 4,147 6,032 
Number with at least 1 Service 1,047 930 1,352 2,252 2,061 
Percentage with at least 1 Service 55.5% 53.6% 53.7% 54.3% 34.2% 

Services for Individuals with HIV/AIDS 

DHMH continuously monitors service utilization for HealthChoice participants with HIV/AIDS. 
This section of the report presents the enrollment distribution of HealthChoice participants with 
HIV/AIDS by age group and race/ethnicity, as well as measures of ambulatory care service 
utilization, outpatient ED visits, CD4 testing, and viral load testing. CD4 testing is used to 
determine how well the immune system is functioning in individuals diagnosed with HIV. The 
viral load test monitors the progression of the HIV infection by measuring the level of 
immunodeficiency virus in the blood.  

Table 32 presents the percentage of participants with HIV/AIDS by age group and race/ethnicity 
for CY 2010 and CY 2014. Across the evaluation period, the distribution of enrollees by age 
group has remained consistent. Black and White participants composed nearly 95 percent of the 
HIV/AIDS population.  

Table 32. Distribution of HealthChoice Participants (Any Period of Enrollment) 
 with HIV/AIDS by Age Group and Race/Ethnicity, CY 2010 and CY 2014 
  CY 2010 CY 2014 

                                                

52 The methodology for calculating this measure was revised for this year’s evaluation. Revisions include counting 
only services provided when a participant was enrolled in the Family Planning program. Previous evaluations 
included all services provided to an enrollee during the entire year, regardless whether the participant was enrolled 
in the Family Planning program or another Medicaid program. 
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Age Group 
(Years) 

Number of 
Participants 

Percentage of 
Total 

Number of 
Participants 

Percentage of 
Total 

0–18 299 5.6% 232 4.0% 
19–39 1,442 27.1% 1,629 28.1% 
40–64 3,585 67.3% 3,930 67.9% 
Total 5,326 100% 5,791 100% 

Race/Ethnicity 
Number of 

Participants 
Percentage of 

Total 
Number of 

Participants 
Percentage of 

Total 
Asian 16 0.3% 26 0.4% 
Black 4,528 85.0% 4,920 85.0% 
White 557 10.5% 572 9.9% 
Hispanic 50 0.9% 71 1.2% 
Other 175 3.3% 202 3.5% 
Total 5,326 100% 5,791 100% 

Figure 15 shows service utilization by participants with HIV/AIDS from CY 2010 through CY 
2014. Overall, the percentage of participants who received an ambulatory care visit increased by 
3.8 percentage points during the evaluation period. The percentage of participants with an MCO 
outpatient ED visit also increased by 5.1 percentage points from CY 2010 through CY 2014. 
Figure 15 also presents the percentage of individuals with HIV/AIDS who received CD4 testing 
from CY 2010 to CY 2014. Through the evaluation period, the total number of participants who 
received CD4 testing increased by 6.7 percentage points. Finally, Figure 15 displays the 
percentage of individuals with HIV/AIDS who received viral load testing during the evaluation 
period. Overall, participants had an increase in utilization, with an increase from 73.4 percent in 
CY 2010 to 75.2 percent in CY 2014. 
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Figure 15. Percentage of HealthChoice Participants with HIV/AIDS who Received 
 an Ambulatory Care Visit, MCO Outpatient ED Visit, CD4 Testing, and Viral Load 

Testing,  CY 2010-CY 2014 

 

REM Program 

The REM program provides case management services to Medicaid participants who have one of 
a specified list of rare and expensive medical conditions and require sub-specialty care. To be 
enrolled in REM, an individual must be eligible for HealthChoice, have a qualifying diagnosis, 
and be within the age limit for that diagnosis. Examples of qualifying diagnoses include cystic 
fibrosis, quadriplegia, muscular dystrophy, chronic renal failure, and spina bifida. REM 
participants do not receive services through an MCO. The REM program provides the standard 
FFS Medicaid benefit package and some expanded benefits, such as medically necessary private 
duty nursing, shift home health aide, and adult dental services. This section of the report presents 
data on REM enrollment and service utilization. 

REM Enrollment 

Table 33 presents REM enrollment by age group and sex for CY 2010 and CY 2014. In both 
years, the majority of REM participants were male children aged 0 through 18 years. The gender 
distribution differs from the general HealthChoice population, which has a higher percentage of 
females (approximately 54.7 percent in CY 2014).  

 

Table 33. REM Enrollment by Age Group and Sex, CY 2010 and CY 2014 
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Age Group 
(Years) 

Number of 
Enrollees 

Percent of 
Total 

Number of 
Enrollees 

Percent of 
Total 

0-18 3,127 72.5% 3,226 68.1% 
18 and over 1,188 27.5% 1,509 31.9% 
Total 4,315 100% 4,735 100% 

Sex/Gender Number of 
Enrollees 

Percent of 
Total 

Number of 
Enrollees 

Percent of 
Total 

Female 1,918 44.4% 2,063 43.6% 
Male 2,397 55.6% 2,672 56.4% 
Total 4,315 100% 4,735 100% 

REM Service Utilization  

Figure 16 presents the percentage of REM participants who received at least one dental, 
inpatient, ambulatory care, and FFS outpatient ED visit between CY 2010 and CY 2014.53 The 
dental, inpatient, and ambulatory care visit measures serve as indicators of access to care. The 
percentage of participants with a dental visit increased markedly during the evaluation period, 
from 44.5 percent in CY 2010 to 51.2 percent in CY 2014. The utilization rate for ambulatory 
care and FFS outpatient ED visits increased during the evaluation period, by 1.0 percentage 
points and 9.0 percentage points respectively. However, the CY 2010 rate for FFS outpatient ED 
visits (33.8 percent) is likely an outlier, as the rate remained between 40.9 and 42.8 percent from 
CY 2011 through CY 2014. The rate of REM enrollees who had an inpatient visit declined by 
0.7 percentage points between CY 2010 and CY 2014. 

                                                
53 The analysis includes participants who were in the REM program for any period during the calendar year and 
received FFS dental, inpatient, ambulatory care, and outpatient ED services. Inpatient service includes services 
performed in acute, chronic, hospice, and rehabilitation facilities. 
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Figure 16. Percentage of REM Participants (Any Period of Enrollment) with at Least One 
Dental, Inpatient, Ambulatory Care, and FFS Outpatient ED Visit, CY 2010–CY 201454 

 

Racial/Ethnic Disparities 

Racial/ethnic disparities in health care are nationally recognized challenges. DHMH is 
committed to improving health services utilization among racial/ethnic groups through its 
Managing-for-Results (MFR) program. MFR is a strategic planning and performance 
measurement process used to improve government programs. The DHMH Office of Minority 
Health and Health Disparities uses MFR to target goals in reducing racial/ethnic disparities. This 
section of the report presents enrollment trends among racial/ethnic groups and assesses 
disparities within several measures of service utilization. 

In this section, please note that there was a substantial change to the quality of the race/ethnicity 
information beginning with CY 2014. The race/ethnicity questions on the Medicaid eligibility 
application were made optional in Medicaid’s new eligibility system. As a result, the number of 
individuals reporting their race/ethnicity decreased.  

                                                

54 Data for ambulatory care were revised and updated across the entire measurement period to include visits related 
to mental health disorders and substance use disorders. Data for inpatient utilization were also updated across the 
measurement period to account for errors in last year’s HealthChoice Evaluation. 
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Enrollment 

Table 34 displays HealthChoice enrollment by race/ethnicity. Total enrollment increased within 
each racial/ethnic group between CY 2010 and CY 2014. However, this growth did not occur 
uniformly across all categories. The number of participants enrolled in HealthChoice who were 
Black or Hispanic increased by 39.0 percent and 32.0 percent, respectively. In terms of the racial 
composition within HealthChoice, the percentage of Black participants decreased from 50.4 
percent in CY 2010 to 46.6 percent in CY 2014, whereas the percentage of White participants 
increased by less than one percentage point. This change may in part be due to the fact that 
race/ethnicity questions on the Medicaid eligibility application were made optional in Medicaid’s 
new eligibility system.  

Table 34. HealthChoice Enrollment by Race/Ethnicity, CY 2010 and CY 2014 
  CY 2010 CY 2014 

Race/Ethnicity Number of 
Enrollees 

Percentage of 
Total 

Race/Ethnicity 
Number of 
Enrollees 

Percentage of 
Total 

Race/Ethnicity 
Black 419,641  50.4% 583,288 46.6% 
White 244,367  29.4% 370,965 29.7% 
Hispanic 98,778  11.9% 130,377 10.4% 
Asian 25,821  3.1% 51,179 4.1% 
Other 43,680  5.2% 115,214 9.2% 
Total 832,287  100% 1,251,023 100% 

Ambulatory Care Visits 

Figure 17 shows the percentage of children aged 0 through 20 years who received at least one 
ambulatory care visit in CY 2010 and CY 2014 by race/ethnicity. The rate of ambulatory care 
visits among this age group increased for all races/ethnicities throughout the evaluation period. 
Hispanic participants had the highest rate in both CY 2010 (87.4 percent) and CY 2014 (88.9 
percent), and Black participants had the lowest rate across the evaluation period. The ambulatory 
care visit rate among Asian participants increased slightly across the evaluation period, from 
80.6 percent in CY 2010 to 81.6 percent in CY 2014. 
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Figure 17. Percentage of HealthChoice Participants Aged 0–20 Years Receiving 
 an Ambulatory Care Visit by Race/Ethnicity, CY 2010 and CY 2014 
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Figure 18 presents the percentage of adults aged 21 through 64 years who received at least one 
ambulatory care visit in CY 2010 and CY 2014 by race/ethnicity. The rate of Hispanic adults 
enrolled in HealthChoice who received an ambulatory care visit increased by 1.4 percentage 
points. All other groups experienced slight decreases in ambulatory care utilization during the 
evaluation period. Asian participants experienced the greatest decrease during the evaluation (4.5 
percentage points).  

Figure 18. Percentage of HealthChoice Participants Aged 21–64 Years Receiving 
 an Ambulatory Care Visit by Race/Ethnicity, CY 2010 and CY 2014 
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ED Visits 

Figure 19 displays the percentage of HealthChoice participants aged 0 through 64 years who had 
at least one ED visit by race/ethnicity in CY 2010 and CY 2014. Although overall rates did not 
change during the time period, Black participants continued to have the highest ED visit rate, 
which increased from 32.9 percent in CY 2010 to 34.2 percent in CY 2014. ED use for White, 
Asian, and Other participants experienced small decreases during the evaluation period. Asian 
participants continued to have the lowest rate of ED utilization across the measurement period. 

Figure 19. Percentage of HealthChoice Participants Aged 0–64 Receiving an ED Visit 
by Race/Ethnicity, CY 2010 and CY 2014 

 

Section IV Summary 

This section of the report provided an overview of several special HealthChoice initiatives and 
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32.9%
30.1%

23.4%

14.0%

26.7%

30.0%

34.2%

29.4%

24.5%

13.5%

23.2%

29.9%

0.0%

5.0%

10.0%

15.0%

20.0%

25.0%

30.0%

35.0%

40.0%

Black White Hispanic Asian Other ALL

Pe
rc

en
ta

ge
 o

f P
op

ul
at

io
n

Race/Ethnicity
CY 2010 CY 2014



 
63 

frequency of ongoing prenatal care measures, and Maryland equaled the national 
HEDIS means for timeliness of parental care.  

 Enrollment in the Family Planning Program decreased by nearly 15 percent between 
CY 2010 and CY 2014 (using the methodology for any period of enrollment). During 
this time period, more postpartum women transitioned to full Medicaid coverage 
because of the ACA expansion.   

 Ambulatory care service utilization, CD4 testing rates, and viral load testing rates 
improved for participants with HIV/AIDS during the evaluation period. ED 
utilization by this population also increased during the evaluation period. 

 The REM program provides case management, medically necessary private duty 
nursing, and other expanded benefits to participants who have one of a specified list 
of rare and expensive medical conditions. In CY 2014, the majority of REM 
participants were children (68.1 percent) and male (56.4 percent).  

 Regarding racial/ethnic disparities in access to care, Black children continue to have 
lower rates of ambulatory care visits than other children. Among the entire 
HealthChoice population, Blacks also have the highest ED utilization rates. DHMH 
will continue to monitor these measures to reduce disparities between racial/ethnic 
groups. 
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Section V. ACA Medicaid Expansion Population  

In July 2006, the PAC program offered limited benefits to childless adults aged 19 years and 
older who were not eligible for Medicare and Medicaid and whose income was less than or equal 
to 116 percent of the FPL. Under the optional Medicaid expansion in the ACA, states could 
expand Medicaid eligibility for adults under the age of 65 years with income up to 138 percent of 
the FPL. Maryland elected to expand its Medicaid eligibility, which resulted in the PAC program 
transitioning into a categorically-eligible Medicaid population on January 1, 2014. The ACA 
Medicaid expansion population consists of three different coverage groups:  

1. Former PAC participants  
2. Childless adults (not previously enrolled in PAC)55  

3. Parents and caretaker relatives  

This section presents demographic and service utilization measures for the different categories of 
the ACA Medicaid expansion population. To evaluate these participants, we include their FFS 
and MCO experience in the analysis because system challenges during the first year of the 
expansion resulted in participants staying in FFS for longer periods of time. Additionally, the 
ACA expansion participants, many who were gaining Medicaid coverage for the first time, may 
have had limited health literacy resulting in reduced access to care until participants became 
more familiar with accessing care through Medicaid.   

ACA Medicaid Expansion Population Demographics 

The Maryland Medicaid program enrolled 271,377 adults through the ACA Medicaid expansion 
in CY 2014. The majority (59.5 percent) of the participants joining the program were childless 
adults (161,408 out of the 271,377 ACA expansion participants). About 34.2 percent of the ACA 
expansion participants (92,937 participants) were previously enrolled in the PAC program, while 
6.3 percent (17,032 participants) fell in the parent and caretaker relative category.   

Table 35 compares key demographic and enrollment characteristics of the expansion population, 
including the number of months enrolled in Medicaid, race/ethnicity, sex, region, and age group. 
Just over 42 percent of ACA Medicaid expansion participants were enrolled for the entire year. 
Participants who were enrolled in Medicaid for less than three months may have begun their 
enrollment in the latter part of CY 2014. Black and White participants made up approximately 81 
percent of the overall expansion population. Male participants composed 53.5 percent of the 
population. The majority of participants (77.5 percent) resided in Baltimore City and its 
surrounding suburbs, as well as the Washington suburban region. At 39.8 percent, those aged 19 
to 34 years made up the largest proportion of participants. 

                                                
55 Though these individuals may have had prior enrollment in PAC, they were not enrolled in PAC as of December 
2013. Only participants enrolled in PAC in December 2013 were automatically transferred into a Medicaid 
expansion coverage group.  
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Table 35. ACA Medicaid Expansion Population Demographics, Aged 19-64 Years,  
Any Period of Enrollment, CY 2014 

  Former PAC Childless Adults 

Parents and 
Caretaker 
Relatives Total 

  

# of 
Enrollee

s 
% of 
Total 

# of 
Enrollees 

% of 
Total 

# of 
Enrollees 

% of 
Total 

# of 
Enrollees 

% of 
Total 

Member Months  

1 109 0.1% 14,925 9.2% 1,073 6.3% 16,107 5.9% 
2 75 0.1% 9,084 5.6% 580 3.4% 9,739 3.6% 
3 98 0.1% 6,619 4.1% 399 2.3% 7,116 2.6% 
4 100 0.1% 7,422 4.6% 638 3.7% 8,160 3.0% 
5 64 0.1% 6,252 3.9% 548 3.2% 6,864 2.5% 
6 216 0.2% 6,039 3.7% 544 3.2% 6,799 2.5% 
7 5,194 5.6% 6,220 3.9% 529 3.1% 11,943 4.4% 
8 6,142 6.6% 6,498 4.0% 439 2.6% 13,079 4.8% 
9 6,148 6.6% 11,383 7.1% 691 4.1% 18,222 6.7% 
10 8,057 8.7% 29,493 18.3% 1,094 6.4% 38,644 14.2% 
11 6,454 6.9% 13,211 8.2% 775 4.6% 20,440 7.5% 
12 60,280 64.9% 44,262 27.4% 9,722 57.1% 114,264 42.1% 
Total 92,937 100% 161,408 100% 17,032 100% 271,377 100% 

Race  
Asian 2,214 2.4% 10,722 6.6% 1,363 8.0% 14,299 5.3% 
Black 48,547 52.2% 65,495 40.6% 6,512 38.2% 120,554 44.4% 
White 38,228 41.1% 55,202 34.2% 5,686 33.4% 99,116 36.5% 
Hispanic 1,570 1.7% 3,771 2.3% 1,721 10.1% 7,062 2.6% 
Other 2,378 2.6% 26,218 16.2% 1,750 10.3% 30,346 11.2% 
Total 92,937 100% 161,408 100% 17,032 100% 271,377 100% 

Sex  
Female 39,262 42.2% 75,233 46.6% 11,591 68.1% 126,086 46.5% 
Male 53,675 57.8% 86,175 53.4% 5,441 31.9% 145,291 53.5% 
Total 92,937 100% 161,408 100% 17,032 100% 271,377 100% 

Region  
Baltimore 
City 30,278 32.6% 30,154 18.7% 1,932 11.3% 62,364 23.0% 

Baltimore 
Suburban 25,086 27.0% 43,944 27.2% 5,158 30.3% 74,188 27.3% 

Eastern 
Shore 10,176 10.9% 14,156 8.8% 1,780 10.5% 26,112 9.6% 

Southern 
Maryland 4,884 5.3% 8,075 5.0% 896 5.3% 13,855 5.1% 
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  Former PAC Childless Adults 

Parents and 
Caretaker 
Relatives Total 

  

# of 
Enrollee

s 
% of 
Total 

# of 
Enrollees 

% of 
Total 

# of 
Enrollees 

% of 
Total 

# of 
Enrollees 

% of 
Total 

Washington 
Suburban 14,779 15.9% 53,532 33.2% 5,585 32.8% 73,896 27.2% 

Western 
Maryland 7,641 8.2% 11,323 7.0% 1,663 9.8% 20,627 7.6% 

Out of State 93 0.1% 224 0.1% 18 0.1% 335 0.1% 
Total 92,937 100% 161,408 100% 17,032 100% 271,377 100% 

Age Group (Years) 

19–34 32,587 35.1% 67,823 42.0% 7,540 44.3% 107,950 39.8% 
35–49 27,441 29.5% 37,163 23.0% 7,259 42.6% 71,863 26.5% 
50–64 32,909 35.4% 56,422 35.0% 2,233 13.1% 91,564 33.7% 
Total 92,937 100% 161,408 100% 17,032 100% 271,377 100% 

ACA Medicaid Expansion Population Service Utilization 

This section compares service utilization between the three ACA Medicaid expansion coverage 
groups: former PAC participants, new childless adults, and parents and caretaker relatives. Table 
36 presents inpatient admissions, ambulatory care visits, and outpatient ED visits for each of 
these coverage groups. Measures are presented for individuals with both any period of 
enrollment and 12 months of enrollment. The utilization rates for ACA Medicaid expansion 
participants with 12 months of enrollment may be a better measure for evaluation compared with 
the rates for those participants with any period of enrollment (e.g., one day or month of 
coverage). These participants with any period of enrollment, who are new to full-benefit 
Medicaid coverage, may require more time to understand their benefits and how to access 
services. Key findings from the table include the following: 

 Overall, 9.1 percent of ACA Medicaid expansion participants with any period of 
enrollment had an inpatient admission in CY 2014. The rate increases to 11.6 percent for 
those enrolled for the entire year.  

 About 61.2 percent of ACA Medicaid expansion participants with any period of 
enrollment had an ambulatory care visit in CY 2014. The rate increases to 80.6 percent 
for those enrolled for the entire year.  

 Approximately 31.1 percent of ACA Medicaid expansion participants with any period of 
enrollment had an ED visit in CY 2014. This rate increases to 39.3 percent for those 
enrolled for the entire year. High ED utilization rates may be attributable in part due to 
the fact that new Medicaid participants may have had more limited health literacy and 
former PAC enrollees were unfamiliar with having access to a full benefits package that 
includes specialty care.    
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 Former PAC participants had the highest rate of service utilization across all service 
categories and periods of enrollment. Parents and caretaker relatives had the lowest rate 
of inpatient admissions for both enrollment periods, and childless adults had the lowest 
rate of ambulatory care and ED visits for both enrollment periods.  

 
Table 36. Comparison of Service Utilization between ACA Medicaid Expansion Coverage 

Groups, Aged 19-64 Years, CY 2014 
  Any Period of Enrollment 12 Months of Enrollment 

Coverage Group 
Number of  

Users 
Total  

Enrollees 
Percentage 

of Total 
Number of  

Users 
Total  

Enrollees 
Percentage 

of Total 
Inpatient Admissions 

Former PAC 10,363 92,937 11.2% 7,917 60,280 13.1% 
Childless Adults 13,410 161,408 8.3% 4,568 44,262 10.3% 
Parents & Caretakers 1,016 17,032 6.0% 772 9,722 7.9% 
Total 24,789 271,377 9.1% 13,257 114,264 11.6% 

Ambulatory Care Visits 
Former PAC 67,111 92,937 72.2% 50,997 60,280 84.6% 
Childless Adults 87,671 161,408 54.3% 33,199 44,262 75.0% 
Parents & Caretakers 11,223 17,032 65.9% 7,955 9,722 81.8% 
Total 166,005 271,377 61.2% 92,151 114,264 80.6% 

ED Visits 
Former PAC 38,419 92,937 41.3% 27,271 60,280 45.2% 
Childless Adults 41,292 161,408 25.6% 14,311 44,262 32.3% 
Parents & Caretakers 4,571 17,032 26.8% 3,356 9,722 34.5% 
Total 84,282 271,377 31.1% 44,938 114,264 39.3% 

ACA Medicaid Expansion Population with Mental Health and Substance Use 
Disorders 

This section presents the rate of MHDs and SUDs among ACA Medicaid expansion coverage 
groups. Table 37 shows the rate of MHDs, SUDs, and dual diagnoses of MHDs and SUDs 
among ACA Medicaid expansion coverage groups, aged 19 to 64 years, for both any period of 
enrollment and 12 months of enrollment. Former PAC participants made up the largest 
percentage of ACA Medicaid expansion participants with an MHD, SUD, or dual diagnosis for 
both enrollment periods. Parents and caretaker relatives had the lowest percentage of participants 
with an MHD, SUD, or dual diagnosis for both enrollment periods. 

 Table 37. Comparison of ACA Medicaid Expansion Coverage Groups, Aged 19-64 years, 
with a MHD, SUD, or Dual Diagnosis, Any Period of Enrollment, CY 2014 

  Any Period of Enrollment 12 Months of Enrollment 

Coverage Group Number of  
Users 

Total  
Enrollees 

Percentage 
of Total 

Number of  
Users 

Total  
Enrollees 

Percentage 
of Total 

MHD Only 
Former PAC 17,933 92,937 19.3% 13,651 60,280 22.6% 
Childless Adults 20,012 161,408 12.4% 7,845 44,262 17.7% 
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Parents & Caretakers 2,159 17,032 12.7% 1,651 9,722 17.0% 
Total 40,104 271,377 14.8% 23,147 114,264 20.3% 

SUD Only 
Former PAC 11,374 92,937 12.2% 7,698 60,280 12.8% 
Childless Adults 8,202 161,408 5.1% 2,100 44,262 4.7% 
Parents & Caretakers 342 17,032 2.0% 239 9,722 2.5% 
Total 19,918 271,377 7.3% 10,037 114,264 8.8% 

Dual Diagnosis (MH and SUD) 
Former PAC 14,417 92,937 15.5% 11,115 60,280 18.4% 
Childless Adults 7,787 161,408 4.8% 2,987 44,262 6.7% 
Parents & Caretakers 252 17,032 1.5% 195 9,722 2.0% 
Total 22,456 271,377 8.3% 14,297 114,264 12.5% 

None 
Former PAC 49,213 92,937 53.0% 27,816 60,280 46.1% 
Childless Adults 125,407 161,408 77.7% 31,330 44,262 70.8% 
Parents & Caretakers 14,279 17,032 83.8% 7,637 9,722 78.6% 
Total 188,899 271,377 69.6% 66,783 114,264 58.4% 

Section V Summary 

This section of the report examined demographic and utilization measures for the ACA Medicaid 
expansion population. More than 50 percent of this population resided in the Baltimore metro 
region. In terms of utilization, former PAC participants had the highest rates of inpatient 
admissions, ambulatory care visits, and ED visits compared to childless adults and parents and 
caretaker relatives. Former PAC participants also made up the largest percentage of ACA 
Medicaid expansion adults with a MHD, SUD, and a dual diagnosis.  
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Conclusion 

HealthChoice is a mature managed care program that provided services to over 17 percent of 
Marylanders, as of the end of CY 2014. The information presented in this evaluation provides 
strong evidence that HealthChoice has been successful in achieving its stated goals of improving  
coverage and access to care, providing a medical home to participants, and improving the quality 
of care.  

Some of the successes achieved during this evaluation period include increasing the rate of breast 
cancer screenings, well-care visits for children aged 3 to 6 years, and HbA1c testing among 
participants with diabetes. Among individuals with HIV/AIDS, ambulatory care service 
utilization, CD4 testing and viral load testing rates increased. The percentage of REM 
participants receiving a dental visit increased by 6.7 percentage points. The percentage of 
HealthChoice participants aged 18 to 64 years with at least one MCO inpatient admission has 
declined by 5.4 percentage points.  

Recent developments will continue to affect HealthChoice in the coming years. Primarily, the 
ACA expansion of Medicaid eligibility that transitioned former PAC participants and enrolled 
previously uninsured individuals into HealthChoice has markedly increased enrollment in CY 
2014. As these HealthChoice participants begin to understand and use their newly obtained full-
benefit coverage, there will be an increase in the service utilization rate across the spectrum of 
somatic and behavioral health services. In addition, the State’s chronic health home 
demonstration is currently underway. As of February 2016, DHMH approved 81 Health Home 
site applications. The Health Home sites include 63 psychiatric rehabilitation programs, 10 
mobile treatment providers, and 8 opioid treatment programs.  

As with any program, there are areas that need improvement to ensure that the growing number 
of participants have access to quality care. Some of these areas include reducing the number of 
ED visits by HealthChoice participants, improving access to prenatal care, and reducing 
racial/ethnic disparities. DHMH is committed to working with CMS and other stakeholders to 
identify and address necessary programmatic changes.  
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