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Background

The Inland Empire Health Plan (IEHP) has served Special Populations with Disabilities (SPD) Medi-Cal beneficiaries in their managed care programs for a number of years.  During this time, IEHP has developed extensive capabilities and programs to meet the unique needs and requirements of this population.  

The State of California is now considering a significant expansion of managed care programs for this population and is working aggressively to define the needs and requirements for that expansion.  IEHP, as a highly-regarded and long-time provider for this population, has been actively involved in these efforts.  

Separately, IEHP engaged The Lewin Group to specifically assess requirements for defining specialty network adequacy, develop a framework for assessment, and measure the adequacy of the existing IEHP network vs. the state’s fee-for-service (FFS) network for SPD beneficiaries.  This document briefly summarizes the results of that effort.

Methodology

In developing a network adequacy framework, The Lewin Group conducted extensive research into the issues and concerns of advocacy groups and various organizations and agencies that oversee or provide services for SPD populations.  The Lewin Group also conducted interviews with advocates and providers and drew heavily on previous research completed by Lewin and other organizations.  The approach followed in conducting the analysis and developing the network adequacy framework is outlined in the chart below.
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

To develop a framework for assessing the adequacy of provider networks in 

meeting the special needs of aged, blind and disabled (SPD) beneficiaries



Builds upon work previously performed by Lewin as well as other studies 

and analyses previously completed by the Federal government and other 

states



Addresses the needs of a broad set of stakeholders while ensuring that 

requirements are actionable and achievable



Reflects IEHP and market specific needs



Review evaluative frameworks already developed and in use in other 

localities



Review studies and analyses of SPD needs



Assess requirements and expectations of various stakeholder groups 



Define critical requirements to ensure desired outcomes



Define measurement criteria and performance thresholds



Develop comprehensive framework and measurement criteria

Objectives 

Benefits

Approach

Our activities focused on understanding the concerns and considerations of various 

stakeholder groups and building a working framework for evaluating network adequacy.


Key Findings

Our work focused on defining both qualitative and quantitative measures of network adequacy.  Many of the qualitative measures deal with issues of provider preparedness or quality and would typically be measured through provider site visits and readiness reviews.  Others would be dealt with through health plan policies and procedures which would govern the manner in which providers or the health plan would be expected to perform their services.  The quantitative measures deal primarily with issues of capacity and accessibility of services.  Those items can be definitively measured, and the results of our analysis for each of these areas are discussed later in this document.  

Framework for Defining Adequacy

With the number of SPD beneficiaries currently participating in managed care still being quite limited, there are few states or governmental bodies that have developed substantive standards to define network adequacy.   However, a review of research completed to date, and interviews and discussions with key stakeholders reveals a clear set of guiding principles for development of network adequacy standards.  Those guiding principles are generally focused on answering the following key questions:

· Can measures of network adequacy be defined and are the measures quantifiable?

· Are the measures flexible enough to ensure an adequate supply of qualified providers?

· Are the metrics measurable and enforceable?

· Do the measures ensure choice for beneficiaries in meeting specific medical needs?

· Are there clearly defined metrics and feedback mechanisms for the health plan and member?

Within these guidelines a review of literature, research and interviews with stakeholders identified the following key metrics which can be used to assess the adequacy of networks in meeting the specialized needs of the SPD population:

· Choice

· Access to specialists with or without referral or limitation

· Degree of overlap with FFS network

· Choice of at least two providers in each specialty

· Access to out-of-network providers for special services

· Choice of specialist as PCP

· Capacity

· Provider-specific ratio of providers to members, based on member utilization and provider productivity

· After hours availability

· Provider panel size and availability of open capacity

· Quality

· Specific provider criteria for quality, including board certification, quality, etc.  Should be flexible to reflect true measures of quality and availability of providers who can meet quality standards

· Provider orientation and training in unique needs and requirements of disabled population

· Appropriateness

· Availability of materials and information sources which are appropriate and accessible for disabled members

· Access to translation services, special transport services and other adaptive technologies at provider site or through health plan

· Accessibility

· Drive time or distance maximums.  May vary by geographic distribution of members.  Where members are broadly dispersed access to appropriate transportation services may substitute for drive-time or distance with standards set for reasonable timeframes for provider availability 

· Access to disability-appropriate transportation services

· Access to timely and appropriate forms of DME

· Confirmation that provider meets state and federal health plan requirements with ADA or other applicable standards

· Measurement and Monitoring

· Readiness review

· Monitoring reports and activities:  PCP panel, network changes, grievance and appeals, satisfaction surveys

· Mechanisms for disabled members and their families to voice issues and secure timely resolution

A number of the network adequacy measures reflect policies, procedures and practices governing health plan standards for provider activities and requirements for interaction with the health plan and/or member.  Examples of those types of measures include requirements for a readiness review and regular monitoring reports, or confirmation that the provider meets ADA requirements.  In those instances, The Lewin Group did not attempt to measure the performance of the current IEHP network against those standards.  As a managed care organization with significant experience in serving this population, IEHP has already developed extensive mechanisms to meet, and in many instances exceed, the standards identified.  

IEHP Performance Against Key Metrics

The Lewin Group did conduct extensive analysis around other, more quantitative measures, with a particular focus on evaluating the IEHP network on measures of accessibility, choice, capacity, and quality.  

The results of those analyses are briefly outlined below.  

Significant Numbers of FFS Providers Are Outside Two-County Service Area

Preliminary analysis completed by the State uses Medi-Cal claims data to identify all FFS providers who are serving SPD beneficiaries in San Bernardino and Riverside counties and who have generated $1000 in claims during the last fiscal year.  The purpose of this analysis is to compare proposed managed care networks to existing FFS networks for beneficiaries.  A more detailed analysis of the state’s review raises some serious questions about the appropriateness of the methods used.  

An analysis of the State’s data using the $1000 claims threshold shows that 46% of the FFS providers (841 providers) identified in the state’s data reside outside the two-county area.  Further analysis indicates that many of those providers are delivering care on only an occasional basis.  Using a more discriminating standard of 52-claims per year or one per week, we found that 602 of those providers dropped out of the state’s FFS network because they saw less than one SPD beneficiary per week.  These numbers remain substantially the same at a more generous threshold of 26 claims per year or one claim every other week. Given this weakness in the data, we recommend that the more appropriate measure for defining contracted providers and for purposes of measuring network adequacy are to include only those providers in the two-county IEHP service area.  
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Providers in many of the specialties in which current FFS beneficiaries would have decreased choice in IEHP  

reside outside of the two county area. For example, 39% of the FFS general and family practice providers and 

46% of the FFS internal medicine providers reside out of the two-county service area.
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State’s Use of Low Claims Dollar Threshold Overstates the Number of Actual Providers

The Lewin Group completed additional analysis of the State’s claims data to assess the appropriateness of the $1000 claims threshold.  Our goal was to determine the number of providers delivering services at this very low standard for identifying active providers versus what might be considered a more appropriate measure for identifying providers who are regularly delivering services to this population.  Again, using the higher standard of 52-claims per year (one claim per week), 765 FFS providers (42%) are dropped out of the FFS network.  That is, 765 providers have less than one claim per week.  In addition, of the remaining 1044 providers that have more than one claim per week, 239 of those providers are outside the two-county service area.  Using the higher standards of only measuring providers in the two-county service area, and measuring only those providers who have at least one claim per week, the size of the FFS network is reduced to 805 active providers --- substantially fewer than the number currently believed to be available.  

The chart below summarizes some of the key considerations and concerns in determining the claims threshold used for assessing network overlap:
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The $1,000 claims paid threshold translates into a FFS provider treating, on average, just 1 disabled person 

every 3 to 4 weeks. 

Avg. Claims 

Payment

Avg. # of 

Visits to 

Providers

Rationale

$1,000/year

$64

1

One visit by a person with 

disabilities every 3 to 4 

weeks

Use of dollar amount does 

not accurately address the  

number of actual visits to 

a provider by persons with 

disabilities

1

26 Claims/year

N/A

One visit by a person with 

disabilities at least every 

other week

Use of 26 claims starts to 

ensure that only providers 

that commonly see 

persons with disabilities 

are included in analysis

52 Claims/year

N/A

One visit by a person with 

disabilities at least once a 

week

Use of 52 claims ensures 

that only providers familiar 

with managing and 

coordinating care for  

persons with disabilities 

are included in analysis

Impact of Different Thresholds for Network Comparison

1 

$64 average claims payment based on analysis of FFS dataset.   In order to make more accurate comparisons about the volume of disabled persons seen by FFS providers across 

different specialties, the number of claims threshold is used in lieu of a cost threshold.  For example, a surgical provider may have just one claim from one disabled person that totals 

more than $1000.  In this instance, it would be inaccurate to classify that surgical provider as a high-volume provider serving people with disabilities.

IEHP Compares Favorably on Measures of Overlap with FFS Network

A key measure of the potential impact of the transition of SPD beneficiaries into managed care is the degree of overlap between the existing FFS network and the IEHP network.  We have already identified some of the weaknesses in the State’s analysis of 

this issue.  Using the higher standards noted above to evaluate the degree of overlap between the two networks, we determined that IEHP compares very favorably on the issue of overlap.  Using both a 26 claims and 52 claims threshold, IEHP has significantly more providers in most specialty areas.  Using the 52 claims threshold, IEHP has almost as many PCP’s as the FFS network (note that many IEHP internists currently classify themselves as specialists rather than PCP’s, skewing the data slightly to suggest a lower number of PCP’s in the IEHP network).   Even using the State’s very generous $1000 claims threshold, IEHP’s network would provide the SPD population with greater choice in most specialties and pediatrics.  Please note that this analysis includes all providers, regardless of whether they reside inside or outside the two-county service area.  

The chart below summarizes those results:
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At either threshold, IEHP has significantly more providers in most specialty areas.  Using the 52 claims 

threshold, IEHP has almost as many PCPs as FFS.  

Number of Additional Providers in Specialties with More Choice than FFS

Family/General Practice

Pediatrics

Allergy/Immunology

Cardiology

Dermatology

Endocrinology

Gastroenterology

Nephrology

Neurology

OB/GYN

Oncology

Ophthalmology

Orthopedics

Otolaryngology

Physical Medicine

Pulmonary Medicine

Rheumatology

General Surgery

Cardiac/Vasc Surgery

Neurological Surgery 

Pediatric Surgery

Plastic Surgery 

Thoracic Surgery

Urology

Optometry

Specialty

26 claims 52 claims

n/a

104

10

9

17

21

10

26

14

95

67

4

55

Number of Fewer Providers in Specialties with Less Choice than FFS

Family/General Practice 

Internal Medicine

1

Audiology 

Podiatry

Specialty

26 claims 52 claims

1 

IEHP catalogues many internal medicine physicians by the subspecialty they practice, whereas FFS identifies many providers as internal medicine, even if they primarily 

practice a subspecialty –this may be the primary reason for the large disparity in provider numbers

26 claims 52 claims

Specialty

Specialty 26 claims 52 claims

15

12

14

9

24

22

8

7

4

3

8

81

19

13

18

9

40

24

12

7

6

3

13

110

13

170

n/a

104

13

12

6

7

44

127

12

29

21

21

19

32

23

125

71

26

61

IEHP Compares Favorably In Most Beneficiary Catchment Zones

Beneficiaries typically seek care from providers within a very limited geography.  That pattern is even more the case for SPD beneficiaries who generally face transportation and other access barriers which limit geographic mobility.  Recognizing those limitations, The Lewin Group worked with IEHP to define eight separate catchment zones which reflect typical access patterns within the diverse communities in the two-county region.  Using those catchment zones as natural markets for delivery of services, the Lewin Group then measured the degree of overlap between the existing FFS network and the IEHP network.  That analysis reveals that in 6 out of 8 of the catchment zones, access to services would be equal to, or would improve in the IEHP network.  In those zones IEHP offers a higher number of providers in most specialties with a significant percentage of those providers being the same as those in the FFS network.  Only two catchment zones, Low Desert (10% of SPD beneficiaries) and Hemet (5% OF SPD beneficiaries) showed diminished access to services in the IEHP network.

The charts below summarize the results of the unduplicated provider comparison for IEHP’s two largest catchment zones:
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San Bernardino proper contains 32% of the eligible SPD population.  Using a 52 claims threshold access to 

primary care and all specialists is greatly improved over FFS.
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4
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8

3
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3
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7

5

3

0

7

0

1

0

0

0

3
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88

42
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• Family/general practice and pediatric access is 

greatly improved.  

• Specialty access is greatly improved overall, 

especially for high use specialties such as cardiology 

and OB/GYN.
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Riverside Proper contains 19% of the SPD population.  Using a 52-claims threshold access to primary care is 

improved overall.  Access to all specialists is improved.
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• Family/general and pediatric access is greatly 

improved.  

• Specialty access is improved overall, especially for 

high use specialties such as cardiology, OB/GYN, 

orthopedics, and general surgery.


The chart below summarizes the level of provider overlap in all catchment zones:
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Overlap of FFS provider locations with IEHP’s network varies considerably by zone and specialty.  In general, 

the overlap among the FFS providers is less in primary care providers, and is higher among certain specialties 

such as General Surgery, OB/GYN and Ophthalmology.
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1

n/a indicates that there were no FFS provider locations in that catchment zone


IEHP Generally Compares Favorably Against Beneficiary Utilization and Demand for Services

The SPD population has very complex service delivery requirements and specific provider needs based on their unique disease states.  In order to truly evaluate the adequacy of a provider network in meeting the needs of this population the utilization of this population, and its actual demand for services should be measured.  To ensure that we had accurately modeled both demand and supply, The Lewin Group completed an analysis of Medi-Cal claims data to identify SPD disease classifications and determine utilization levels and patterns by provider specialty.  We then used that data to determine actual projected demand for providers, using the Lewin Group’s proprietary Physician Aggregate Requirements Model (PARM).  The results of that analysis indicate that even if IEHP were to accept 50% of current SPD beneficiaries (27,790) it would still have enough specialists and family/general practitioners to meet member demand.  Our analysis shows that IEHP would need to add providers in internal medicine, pediatrics and otolaryngology.  However, once again these results may be skewed by the classification of internal medicine providers as specialists in the existing IEHP network.

The chart below summarizes utilization and demand requirements for the SPD population in the two-county service area:
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SPD beneficiaries require 38% more physicians than people without disabilities. The disabled expansion 

population in Riverside and San Bernardino require access to 232 physicians of varying specialties, compared 

to 167 for a non-disabled population of the same size.

Non disabled 

need for 

physicians

1

Disabled 

need for 

physicians

1

Percent more 

needed by 

disabled Specialty

GP & FP

Internal Medicine

Pediatrics

IM Subspecialties

Nephrology

Pulmonary Disease

Gastroenterology

Cardiology

General Surgery

OB/GYN

Otolaryngology
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Urology
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Neurology 
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All Other Specialties

22.1
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6.2

4.0
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1.6

3.1

5.0

8.3

8.2

1.9

4.4

2.1

3.3

2.3

3.3

59.2

40.2

43.4

8.8

4.3

3.4

1.8

3.4

6.5

9.6

9.6

2.1

4.8

2.3

3.9

2.6

3.5

81.3

82%

49%

43%

7%

7%

8%

11%

30%

16%

16%

8%

10%

6%

21%

13%

8%

37%

•

At a 52 claim threshold, the FFS 

network would meet demand for SPD 

beneficiaries (430 FFS provider-- not 

including Optometry -- vs. total 

demand of 232 provider FTE’s).  

However, the FFS network would not 

be adequate to meet combined 

demand for SPD and non-SPD 

beneficiaries.

• Primary care is the greatest area of 

need for the disabled – overall PCP 

need is 60% greater.

• All specialties are used more by the 

disabled, but the amount varies 

significantly by specialty.  Cardiology is 

the highest used specialty by the 

disabled.

• Surgical subspecialties are used only 

slightly more by the disabled

Key Points for Consideration:

Total: 167 232 38%

1 

Analysis controls for age, gender, race and ethnicity to determine the difference between the utilization of people with disabilities versus people without disabilities


Based on the utilization patterns and requirements noted in the chart above, we evaluated the adequacy of the current IEHP network in meeting those needs.  The results of that analysis are summarized in the chart below.
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Specialties in Which IEHP Would Support a 50% Expansion with its Current Network
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OB/GYN

Orthopedic Surgery

Urology

Ophthalmology

Neurology 

Other Surg. Specialties

Specialty

Total FTEs 

Needed
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7

4

2

5

5
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10

8

10

18

21

Specialties in Which IEHP Would Need to Add Providers to Support a 50% Expansion 

Internal Medicine

Pediatrics

Otolaryngology

Specialty

Total FTEs 

Needed

Current IEHP 

FTEs

Specialty

Total FTEs 

Needed

Current IEHP 

FTEs

47

13

5

9

4

7

89

21

8

17

12

16

46

171

9

29

141

7

When adding an additional 27,790 members – 50% of the FFS SPD population – IEHP’s network still has 

enough specialty providers and family/general practice providers.


Conclusions

Analyses completed by The Lewin Group using accepted measures of network adequacy and which reflect the unique needs and requirements of the SPD population, indicate that IEHP compares very favorably on nearly every measure of adequacy.  In fact, against most measures of network adequacy, IEHP achieves higher levels of 

accessibility and choice among a larger group of experienced providers than is the case for the State’s current FFS network.  Though there are scattered instances in which there is a need for IEHP to contract with additional providers to meet the needs of specific populations or limited geographies, those gaps can easily be addressed through additional contracting.  

