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Overview of Report

1.1 Concerns About Beneficiary Access to Physician Services

Changes to payment for physicians’ services through the years, from the
implementation of the Medicare Fee Schedule to increases in Evaluation and
Management services with concurrent decreases in some surgical procedures, raise
questions about the potential impact on Medicare beneficiaries’ access to care. An
article, published in USA Today in February 2001, reported that beneficiaries were
experiencing difficulty finding physicians who would accept Medicare in several areas of
the country. This information came from two surveys conducted in Colorado, as well as
anecdotes from Atlanta, Austin, Spokane and “other urban areas” (Appleby, 2001). The
results from one of the surveys conducted in Colorado by a patient-advocacy group
indicated that only 15 percent of physicians were accepting new Medicare patients
(Appleby, 2001). Although the Centers for Medicare & Medicaid Services (CMS)
reported that physicians limiting services to Medicare beneficiaries was not a national
problem, CMS became concerned about its ability to determine whether Medicare
beneficiaries have difficulty accessing physician services using data with minimal
processing lag time.

Although there is no formal definition, areas like Denver, Atlanta, Austin and

Spokane are considered “hot spots” with purported access problems for Medicare
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Chapter 1 Overview of Report

beneficiaries. The problem is identified through anecdotal reports and cannot be quickly
verified. Causes of "hot spots" also vary. Low Medicare fees are often cited. Hot spots
may also be ‘created’ when Medicare+Choice plans withdraw from an area leaving

Medicare beneficiaries without sources of care.

1.2 Scope and Goals of the Study

CMS contracted with Health Economics Research, Inc. (HER) to recommend how
the agency could better monitor physician access on a more timely basis; in essence, how
CMS could respond quickly to anecdotal evidence that Medicare beneficiaries were
having difficulty finding physicians to see them. As discussed in more detail below,
HER first reviewed the access literature and CMS’ data and physician access reports.
Staff then convened a Technical Expert Panel (TEP) to provide the agency with
recommendations.

The scope of the project was limited to analyzing beneficiary access to physician
Medicare Part B services. However, it was acknowledged during the TEP that to gain a
broader picture of access, limited license practitioner and nonphysician providers should
be included at a later time.

The goal of this project was to provide CMS with domains and indicators that
were considered important by TEP panelists as well as being timely, valid measures of
access. CMS is limited to utilizing data and reports that they currently have available,

although the formats of the reports can be revised. CMS staff are also considering the
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Chapter 1 Overview of Report

possibility of conducting "small area" physician and beneficiary surveys to supplement
information that is derived from claims and administrative data. Physician surveys had
already been developed by HER in a separate project to examine physicians’ willingness

to participate in Medicare.

1.3  Study Tasks and Deliverables

There were four deliverables for this project.

Task One: Literature Review. The first task was a review of the literature to

determine critical issues in measuring Medicare beneficiary access to physician services.
HER conducted a targeted review of the literature to examine how published studies and
reports. The report discussed several frameworks to measure access, focusing primarily
on the Aday and Andersen model (1984), a model accepted for use by CMS to monitor
beneficiary access to physicians after the RBRVS was implemented. Literature on access
from the physician perspective using mostly physician-level data and literature regarding
beneficiary access using beneficiary-level data was also reviewed. A copy of the
literature review is in Appendix A.

Task Two: Review of Data and Reports Available at CMS. HER reviewed six

data sets and reports created by CMS that might be useful in assessing access to
physician services by Medicare beneficiaries. They included: the National Claims

History File, the Sample Beneficiary Standard Analytic File, the UPIN Registry, the
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Chapter 1 Overview of Report

Physician Access Report, the Part B Extract and Summary System, and the Carrier
Workload Report. A copy of this report can be found in Appendix B.

Task Three: Organize and Conduct a Technical Expert Panel. The third task of

this project was coordinating all activities related to the organization and conduct of the
TEP, which was held at CMS' Baltimore offices on November 14, 2001. HER staff, in
consultation with the CMS Project Officer and other CMS staff, selected the members of
the TEP. HER then forwarded invitations to all, developed an agenda and forwarded to
all TEP participants background materials consisting of the literature and data reviews.

Task Four: Final Report. The last task of this project is this final report. The

purpose of this report is to summarize principal findings from the TEP, which will
provide CMS with recommendations as to which access domains are important to focus
on (based on TEP recommendations) and which indicators can be produced in a timely
and accurate manner. The report also discusses refinements that can be made to available

CMS data and reports to provide these indicators in a timely manner.

1.4 Five Challenges to Developing Timely Access Indicators for Small
Areas

Five challenges face CMS staff in constructing and presenting access indicators to
policy makers and the general public.

Challenge #1: In selecting each access indicator, a clear
interpretation of its policy significance should be established.

Access is a multi-dimensional concept that means different things to different

people. This suggests a two-stage process wherein “domains of access,” or dimensions,
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are decided upon first followed by the selection of “best” indicators capturing the essence
of each domain. The strengths and weaknesses of each indicator should be known before
including them in public documents. Particularly challenging are the utilization
indicators of access, e.g., primary care visits per 1,000 beneficiaries. Low values may be
indicative of an unwillingness of physicians to treat Medicare beneficiaries, but they may
also be due to the shortage of physicians, generally, in the market, or to a healthy
population requiring less care.

Challenge #2: Establishing a minimum threshold for each
indicator below which access is deemed a problem.

Markets differ widely in their ease of access to medical services. Any numerical
measure of access will have a distribution of high and low performing markets around a
central average level. Because most of this variation is due to factors other than the
Medicare program (e.g., physician shortage areas), changes in access within each market,
we argue, are more meaningful. But when does a decline in local access become
problematical?

Challenge #3: How to properly account for disruptions (both
expansion and contraction) caused by the M+C program.

Complaints about access may come from beneficiaries enrolled in M+C plans, but
the scope of most complaints concerns the Medicare fee-for-service sector. Many access
indicators, in turn, rely heavily on submitted claims in the fee-for-service sector; a

database that excludes services provided to M+C enrollees. Spillover effects of growth
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or decline in M+C enrollment seriously impacts CMS’ ability to track access in the fee-
for-service sector.

Challenge #4: How to define small market areas that
accurately reflect patient travel and waiting times to care.

All access indicators must be based on a geographic area. CMS does not
currently have an established, comprehensive set of market areas for physician services.
Neither national, regional, nor carrier localities address the access problems that possibly
exist in local areas. This is because travel distances and times are far too great in larger
areas. Indeed, all access problems “disappear” as the market size grows larger because it
implicitly assumes effortless travel and search costs for care. On the contrary, overly
small markets ignore the ease in which beneficiaries can access care in nearby markets.

Challenge #5: Determining the most cost-effective time period
for reporting access indicators.

All access indicators have a time dimension as well as a geographic dimension.
The call for more current measures is frustrated by the extremely high costs of providing
high quality access indicators for any small area of the country at a moment’s notice.
Moreover, random variation in every indicator over short periods of time can produce
misleading indications of access problems and overstate the number of problem areas.
Thus, trade-offs must be made between the desirability of having current data and the

costs and limitations inherent in processing and interpreting any indicator.
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1.5 Key Findings and Recommendations
Based on input from the expert panelists and other CMS staff, and on our review
of the access literature and the current status of CMS administrative data and reports, we

provide the following observations and recommendations.

Finding #1: Of the numerous domains and indicators that the Institute of Medicine
(1993) proposed in studying access, only a select number are of critical value to CMS in
monitoring and responding to potential beneficiary access problems. Relevant access
domains include:

e Structural Barriers and Utilization Rates of Particular Services;
e Financial Barriers to Care; and

e Consumer Satisfaction with Care.

Finding #2: Rates of high-tech procedures, efficacy and quality of treatment, quality of
care, and patient adherence to treatment protocols are deemed too difficult to track and
interpret accurately for small areas in a timely manner. These, along with stratifications
of indicators by race and diagnosis, should be considered part of a longer term research

agenda.

Recommendation #1: We recommend that Structural & Utilization Access Indicators
include:

e Physician Availability to Beneficiaries;
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e Beneficiary Choice of New Physicians;

e Beneficiary Choice of Medicare PAR Physicians;
e Unique Beneficiaries seeing Physicians;

e Services per Beneficiary seeing a Physician;

e Physician Willingness to see Beneficiaries;

e Physician Medicare Caseloads & Workloads;

e Physician PAR & Assignment Rates.

Each of these indicators would be stratified by broad type of service (e.g., office visits),
patient age, or physician specialty (e.g., primary care). Several of these indicators are
tracked currently in one of CMS’ access monitoring reports. Of those listed, only
beneficiary choice of new physicians is unsupported by administrative data; counts of
physicians offering to take new Medicare patients would have to be collected through

local surveys or a physician postcard census survey.

Recommendation #2: Medicare fees relative to private insurance fees, considered an
indirect driver of beneficiary access to physicians, is highly recommended as a financial
indicator of the program’s competitiveness in the local market. This indicator is only

available through a short turnaround local survey of physicians and their office managers.

Finding #3: Enrollment and disenrollment from M+C plans in a local market are
believed to be creating substantial short-run disruptions in patient access to physicians.
Moreover, enrollment changes have substantial effects on beneficiary fee-for-service

utilization and physician Medicare caseloads.

Health Economics Research, Inc. Use of Medicare Data to Monitor Physician Access: 1-8
Final Report



Chapter 1 Overview of Report

Recommendation #3: Local enrollments in M+C plans should be tracked on all small
markets several times a year and systematically included in the early warning access

system.

Finding #4: Current market definitions used by CMS in the agency’s access reports
need refinement. Localities, MSAs, and counties are either too large or too small to

reflect reasonable travel distances and times for care.

Recommendation #4: We recommend constructing a new set of markets specifically for
tracking access problems and building on HSAs, HPSAs, MCCAs, and CAHPS®

research efforts.

Finding #5: An irreducible time lag exists between the period in which access problems
might develop and when robust access indicators can be made available to the policy
makers.

e Data lags are due to: delays in submission of claims; delays in
verifying and enhancing claims; and delays in constructing indicators
and interpreting them.

e Month-to-month, quarter-to-quarter random variation in utilization can
be substantial in small markets. This can lead to misinterpretation of
access trends—particularly over short periods of time.

Health Economics Research, Inc. Use of Medicare Data to Monitor Physician Access: 1-9
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Recommendation #5: We recommend tailoring the reporting period to the particular
access indicator in light of the barriers to timely reporting. Indicators such as PAR rates

would only have to be reported annually.

Finding #6: Beneficiary access to physician and other medical services varies
substantially across the country both in terms of travel distances and times. Over time,
beneficiaries living in less populated areas have accommodated to the scarcity of

practitioners.

Recommendation #6: Consequently, an early warning system should concentrate on
recent deterioration in access within markets. Long-term research should focus on cross-
area access differences.

Recommendation #7: Access problems should be market-specific and reported, in the
first instance, as changes from a previous comparable time period and only secondarily in
relation to access in other markets at a comparable point in time. With sufficient quarters

of data, statistical testing of time trends will be possible.

Finding #7: None of the current CMS access monitoring systems fully satisfies all of the
criteria for a successful system. Some reports have markets that are too large or too

small; others involve major recurring drains on the CMS Data Center. None report all of
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the recommended access indicators--even those that can be developed from

administrative data.

Recommendation #8: Hence, we recommend a new Early Warning Access Monitoring
System (EWAMS).

e This system would pull claims that have undergone Tier I and II edit
verifications but prior to their uploading to the National Claims
History File through the use of a Prospective TAP.

e New subroutines and files would be created that update some data
monthly into quarters at the market-BTOS level. Other information,
such as unique beneficiary counts, would be created quarterly from
auxiliary files (beneficiaries from the EDB; physicians from the UPIN
file).

¢ Quarterly updates would be done with a one-quarter lag to assure 95%
completion of data files.

Finding #8: Administrative data are not sufficient to respond to all of the concerns and
complaints that emanate from small market areas. Beneficiary difficulties seeing
physicians and provider discontent with Medicare fees are not captured through claims.
Nor, most importantly, can claims fully capture short-run access problems arising from

M-+C disruptions.

Recommendation #9: Therefore, we recommend a set of mailed and telephone
surveys of beneficiaries, office managers and physicians in targeted local markets.

Crucial aspects of the surveys include:

Health Economics Research, Inc. Use of Medicare Data to Monitor Physician Access: 1-11
Final Report



Chapter 1 Overview of Report

e Obtaining OMB clearance for both surveys in anticipation of having to
conduct one or both surveys in small market areas. None, one, or several
surveys may actually be fielded annually under an OMB clearance
umbrella.

e Developing small targeted survey questionnaires with a predetermined
sample plan.

e Asking beneficiaries in a screener about any difficulties accessing care
with follow up questions on the nature and source of difficulties.

e Asking physicians (or their office managers) in a screener if they are
accepting all/some new Medicare beneficiaries and, if not, reasons for
restricting their Medicare caseloads.

e Census survey of physicians for early warning of potential changes in
level of participation.

1.6 Organization of Report

This report contains five additional chapters. Chapter two summarizes the
literature on access and discusses the development of key access indicators. This chapter
also provides recommendations about which indicators are ideal, timely and accurate.
The importance of defining the market area and relative strengths of weaknesses of
various approaches are discussed in chapter three, while the importance and methods to
produce timely access indicators are discussed in chapter four. A review of the available
CMS reporting systems are provided in chapter five together with recommendations on
improving the existing reporting systems. Chapter six discusses the important role that
both beneficiary and physician surveys play in informing access. Five appendices are

also included in the report: the literature review, the data review, complete tallies of
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domains and access indicators, a copy of the physician telephone survey developed by

HER in a separate study, and a copy of HER’s physician postcard survey.
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Development of Key
Access Indicators

The purpose of this chapter is to discuss domains and indicators of access that
CMS can use to monitor Medicare beneficiary access to physicians. The chapter first
provides some background to defining access and various frameworks for measuring it.
It then describes various types of measures and, based on comment from the TEP, which
domains of access are most important and which indicators are most timely and accurate

to produce.

2.1 Summary of the Literature

Definitions of access vary. For example, some researchers focus on groupings of
potential and realized access when defining access that describe the “entry of a given
population group to the health care delivery system” (Aday and Andersen, 1981). Other
definitions incorporate health outcomes to describe access as “the timely use of personal
health services to achieve the best possible outcomes™ (Docteur, et al., 1996) or “the
extent to which the health care delivery system meets health care needs” (Lee and Gillis,
1994).

One of the most oft-cited frameworks to measure access to health care was
developed by Aday and Andersen. Their framework attempted to integrate both demand

and supply-side aspects as well as health outcomes when measuring access. To them,
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Chapter 2 Development of Key Access Indicators

access was comprised of two distinct parts: potential and realized. Potential access was
considered to be characteristics of the delivery system, and examples of potential access
included number of providers in an area, number of specialists in an area and the size of a
physician’s caseload. These characteristics described the environment from which
consumers could access care. Realized access pertained to the utilization of health care
services and the consumer’s perspective of health care. It included not only utilization
rates but also elements of consumer satisfaction of care, descriptions of the type of care
received as well as consumer perceptions of the care received.

To guide the TEP discussion, HER introduced the definition and model of access
developed by the Institute of Medicine (IOM). The IOM defines access as the “timely
use of personal health care services to achieve the best possible outcomes” (IOM, 1993).
The IOM used access as a shorthand term for describing a dynamic process for achieving
good health outcomes. Thus, it moved beyond the traditional use of the term “access” to
mean the actual effective use of health care services.

The IOM developed a four-part dynamic access model that linked use of services

to health outcomes (Figure 2-1).

Figure 2-1
Barriers +—>| Use of Services | —5 | Mediators —» | Outcomes
Structural Visits Appropriateness Health Status
Financial Compliance
Personal
Health Economics Research, Inc. Use of Medicare Data to Monitor Physician Access: 2-2
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Chapter 2 Development of Key Access Indicators

This model, an adaptation of the Aday and Andersen model, recognized that the presence
of structural, financial or personal barriers affect the timely use of services. The model
called particular attention to mediators, such as patient compliance and clinical
appropriateness, that stand between the use of services and desired outcomes.

Models also have been developed that incorporate elements of managed care.
Docteur, et al. (1996) modified the IOM framework to account for managed care. New
elements were included that reflected plan selection, enrollment and disenrollment as
well as beneficiary understanding of managed care. In addition, utilization was
deemphasized in the managed care model due to the assumption that utilization would
decline while beneficiary satisfaction took on greater importance due to beneficiaries’
ability to switch plans and health care delivery systems. Gold (1998) also expanded the
access framework to better reflect the advent of managed care, including elements
representing the structure of the health care delivery system, financial arrangements of
these systems and individual choice. She also described the need for models of access to
remain flexible and dynamic because access measures would continue to change as the
market place and health care delivery systems evolved.

It was decided during the TEP that the primary concern of Medicare beneficiaries
was access for those in the fee-for-service (FFS) sector. This is because only FFS claims
data are available while managed care encounter data are not. However, it would be

interesting to compare access indicators in the FFS and managed care sectors for
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Medicare beneficiaries. Further, it would be interesting to quantify the effect that

beneficiary churning in an out of the managed care system has on access.

2.2 Indicators from the Technical Expert Panel

HER e-mailed TEP members four domains and associated indicators taken from
the literature. Participants were asked to rank the four domains in terms of importance (1
= very important, 2 = somewhat important, 3 = not important) in measuring beneficiary
access. Each domain-specific indicator was then ranked first by timeliness (1 = very
timely, 2 = somewhat timely, 3 = not timely) and then by accuracy (1 = very accurate, 2
= somewhat accurate, 3 = not likely to be accurate). Timeliness and accuracy (in
measuring access) were two themes oft repeated during the TEP meeting. Participants
wanted to know quickly whether there were access problems in a market, and they
wanted to know which indicators could be measured accurately.'

Responses were received from eight participants, and tallies for each domain and
indicator were calculated. The complete set of tallies is contained in Appendix C. The

following section discusses the rankings.

" There may have been some confusion over the ambiguity of the word "accuracy." An indicator could be quantified
precisely but not be a particularly accurate measure of true access problems and vice-versa.
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2.2.1 Important Versus Less Important Access Domains

According to the tally, barriers and use of services were the two most important
domains to respondents (Table 2-1). The tally also indicated that they were equal in their
importance. Barriers were decomposed into the structural, financial, and personal
barriers beneficiaries might face. Utilization of services included primary and preventive

services as well as rates of various special procedures.

Table 2-1

Average Ranking of the Importance of Each Domain

DOMAINS

Barriers 1.3
Use of Services 1.3
Mediators 2.1

Health Outcomes 24

The third most important domain was Mediators followed lastly by Health
Outcomes. Examples of access indicators under the mediators domain included
appropriateness of care, quality of providers and patient adherence. Health outcomes
involved measures of well being, mortality rates, health status, functional status, use rates
of ‘high-tech’ procedures and rates of hospitalizations for ambulatory care sensitive

conditions.
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2.2.2 TEP Recommended Access Indicators by Domain

This section presents results from the TEP’s rankings of individual indicators.
For each domain, the indicators considered among the most timely and the most accurate
are described. Table 2-2 contains the average rankings of each indicator (see Appendix
C for variation in panelist rankings).

Barriers. As stated above, TEP members believed that structural, financial and
personal barriers were among the most important domains for measuring access.
According to the rankings, the ratio of eligible physicians to beneficiaries was the
timeliest indicator that could be used. It also ranked as one of the most accurate as well.
The Medicare assignment rate and the ratio of billing physicians to beneficiaries were
also considered very timely and accurate indicators. Note that the panel ranked the
proportion of physicians accepting new Medicare patients low on both timelines and
accuracy; yet, this is a major complaint of beneficiaries.

On average, many of the financial barrier indicators could only be described as
somewhat timely and somewhat accurate. Average balance bill per Medicare beneficiary
was ranked as somewhat timely and somewhat accurate, as were the indexes of relative

prices and level of managed care penetration.
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Table 2-2

Average Rankings of Access Indicators

BARRIERS
Structural Barriers
#new physicians entering Medicare program
#physicians opting out
Ratio of eligible physicians to beneficiaries
Ratio of billing physicians to beneficiaries
Size of physician’s Medicare caseload
Medicare participating rate
Medicare assignment rate
Proportion of physicians accepting all/no new patients
Proportion of physicians not performing special services

Financial Barriers
Index of Relative Prices
Proportion of Medicare beneficiaries with supplemental insurance
Level of managed care penetration
Average balance bill per Medicare beneficiary

Personal Barriers
Average education and income level
Disability Status
Proportion of minority Medicare beneficiaries
Measures of health seeking behavior
Consumer satisfaction measures
Health Status Measures

USE OF SERVICES
Primary/Preventive
% of Medicare beneficiaries with a physician visit
% of Medicare beneficiaries with a primary care visit
Rate of usage per 1,000 beneficiaries
Number of services per user
Rate of time-sensitive ambulatory visits for benes w/chronic conditions

Procedures
Rates of "HEDIS" type of preventive types of services
Rates of "high tech" procedures for specific clinical conditions
Rates of hospitalization

MEDIATORS

Appropriateness of Care: Efficacy of Treatment
Glycemic Control for Diabetics
Rates of progression of disease for benes w/specific chronic conditions
Rates of ambulatory visits for beneficiaries with chronic conditions

Quality of Providers
Rate of board certified providers
Average number of claims in National Practitioner DataBank
Proportion of physicians with Medicare sanctions

Patient Adherence
Rates of timely follow-up visits following discharge from hospital
Rates of hospitalizations for acute events
Self-reported rates of adherence

OUTCOMES

Well-being
Mortality Rates
Rates of Chronic Conditions
Claims-based measures of health status
Self-reported limitations of ADLs
Rates of Nursing Home usage

Equity of Services
Patient reported satisfaction
Use rates of "high tech" procedures
Rates of hospitalization for ACSCs

Timeliness

2.3
2.3
2.1

2.7
2.5
2.0

Accuracy

1.9
2.1
1.9
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Two personal barrier indicators were believed to be measured in a very accurate
and very timely manner: disability status and proportion of minority Medicare
beneficiaries. Health status measures were also thought to be measured somewhat
accurately but a little less timely. Note again, that consumer satisfaction is ranked very
low, although it is a highly valued access indicator.

Use of Services. Use rates and number of services per user were considered the
most accurate of indicators by the respondents but only “somewhat” timely to produce.
Procedure rates were also considered more accurate than timely indicators of access.
Rates for preventive services, “high tech” procedures and hospitalizations were all
considered somewhat accurate and somewhat timely to produce by respondents. It
should be noted that in some instances the more detailed clinical subcategory was ranked.
This indicates that alone, the categories can be vague and should be specific to the
Medicare population and their conditions.

Mediators. As stated above, mediators were ranked as a less important domain
compared to barriers and utilization. In terms of accuracy, glycemic control for diabetics,
rates of progress of disease for beneficiaries with specific chronic conditions and rates of
ambulatory visits for beneficiaries with chronic conditions were all considered somewhat
accurate but quite "untimely."

Each indicator found under “quality of providers” was considered a measure that
could be produced somewhat accurately. Proportions of physicians that are board

certified or with Medicare sanctions were both ranked the timeliest to produce. In terms
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of patient adherence, rates of hospitalizations and follow-up care for acute events were
ranked fairly low on accuracy and timeliness.

Health Outcomes. Respondents did not feel overall that health outcomes were
an especially important domain--at least for an access "hot spot" monitoring system.
Mortality rates were ranked as the most accurate indicator to measure relative to the other
indicators listed. It was also considered somewhat timely, as were claims-based
measures of health status. In terms of equity of services, rates of hospitalization for
ambulatory care sensitive conditions were ranked as somewhat timely and somewhat

accurate.

2.3 Direct Structural & Utilization Access Indicators

Based on the literature and TEP responses, it is clear that no single ideal indicator
captures the entire picture of access. To verify complaints about restricted access, we
need to know, first, the availability of health care locally, and second, whether
beneficiaries are availing themselves of needed services. Recommendations are made
from only two of the of the four domains: barriers and utilization. No recommendations
are made concerning mediators or health outcomes domains. We felt that indicators in
these two domains could not be an integral part of an early warning access monitoring
system because they are difficult to collect in a timely, accurate fashion. In addition, the
indicators were subject to very specific conditions or diseases, thereby limiting the size of

the sample in small markets and consequently, the statistical accuracy of the measures.
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Table 2-3 lists in the far right column the structural and utilization access
indicators that appear most important in tracking beneficiary access to physician services.
The table also lists in the far left column the corollary indicators describing physician
willingness to provide services to Medicare beneficiaries. Arrows signify the presumed
causal direction from physician willingness to serve beneficiaries to beneficiary access
through a “linking” analytic variable (discussed below).” It is common in access analyses
to track indicators from all three columns of the table, and we recommend that all
indicators be quantified.

It is crucial to a proper understanding of systematic changes in access that links
between the beneficiary and physician indicators be understood. As shown in the table, a
dual provider indicator exists for each indicator directly relevant to beneficiaries.
Intervening, linking indicators can drive a wedge between what physicians appear to be
doing on the supply side and what beneficiaries are experiencing on the demand side in

the market. This point is reinforced in the discussion below.

? Itisa simplification to assume that only supply-side factors affect beneficiary access. However, where Medicare

fees are less than private fees, it is reasonable to assume that beneficiary utilization and access are “supply bound”
and “excess demand” exists.
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Table 2-3

Indicators Recommended For Monitoring
Changes In Medicare Beneficiary Access To Health Services

MD Willingness Linking Indicator Beneficiary Access
WILLINGNESS MD per BENEFICIARY — MD AVAILABILITY
CASELOAD MD AVAILABILITY — USER RATE
ACCEPTANCE MD AVAILABILITY — MD CHOICE

WORKLOAD CASELOAD (inverse) — USE RATE

_)
%
_)
PAR RATE (modified) —> MD AVAILABILITY — PAR CHOICE
_)
ASSIGNMENT RATE —> USE RATE —> USE RATE (assigned)

Indicator Definitions:

WILLINGNESS: Proportion of all physicians seeing beneficiaries of all physicians

MD per BENEFICIARY: All physicians per 1,000 beneficiaries

MD AVAILABILITY: All physicians seeing beneficiaries per 1,000 beneficiaries
CASELOAD: Unique beneficiaries seeing a physician per 1,000 physicians seeing
beneficiaries

USER RATE: Unique beneficiaries seeing a physician per 1,000 beneficiaries
ACCEPTANCE: Proportion of all physicians accepting all/some new Medicare
beneficiaries

MD CHOICE: All physicians accepting all/some new Medicare beneficiaries per 1,000
beneficiaries

PAR RATE (modified): Proportion of participating physicians of all physicians seeing
beneficiaries

PAR CHOICE: Participating physicians per 1,000 beneficiaries

WORKLOAD: Medicare services per physician seeing beneficiaries

USE RATE: Services per beneficiary seen by a physician

ASSIGNMENT RATE: Proportion of Medicare services taken on assignment

USE RATE (assigned): Medicare assigned services per 1,000 beneficiaries seeing a
physician
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Table 2-3 provides a skeleton for the ultimate set of indicator tables that might be
produced. Many of the access indicators in the table are predicated upon utilization
which could be measured either in terms of service counts or payments deflated for
differences in practice costs across areas and over time.” Services can also be stratified
by type of service (e.g., primary care visits, specialist consults) or BTOS group. Provider
counts can be stratified by specialty (e.g., primary care physicians versus surgeons); in
which case the adjective, all, is replaced with a specialty group. Indicators can also be
compared by beneficiary age, disability status, or other patient characteristic. Detailed
stratifications need to be established (see Chapter 5 for examples).

Six beneficiary oriented access indicators are recommended.

MD AVAILABILITY. The first beneficiary access indicator is physician
AVAILABILITY, defined as the number of physicians actually seeing Medicare patients
per 1,000 beneficiaries. Declines in physician availability to Medicare patients® indicates
a likely reduction in access to physicians for beneficiaries who were already part of a
practitioner’s caseload.

This indicator is directly linked to physician WILLINGNESS to see Medicare

patients, defined as the proportion of all physicians seeing Medicare beneficiaries during

The current CMS access reporting system tracks Medicare FFS payments over time across areas. Payments are the
preferred measure when tracking revenue flows to practitioners and can reflect utilization trends as well if they are
adjusted for annual updates in Medicare fees.

The CMS Physician Access Report refers to physician availability as the physician-to-population ratio. Normally,
the latter is measured as the ratio of absolute counts of physicians and beneficiaries regardless of whether all
physicians have seen at least one patient. We prefer to use the term, availability, to distinguish the general supply of
physicians from the subset actually seeing Medicare patients.
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the period. A reduced willingness of physicians to see Medicare patients should translate
into less availability (and access) if the overall supply of physicians, MD’s per
beneficiary, remains unchanged. It is important to note that reduced willingness on
physicians’ part to see Medicare patients does not automatically translate into less
physician availability if the relative supply of physicians is growing in an area.
Conversely, availability of physicians to beneficiaries may be shrinking even if the
remaining providers are equally willing to see patients if the relative supply of physicians
has declined--possibly due to retirement.

USER RATE. The second beneficiary indicator, called the USER RATE, would
report the proportion of all beneficiaries in an area seen by a physician during the
reporting period. Declines in this rate could indicate access problems. As with all the
indicators, the USER RATE will vary across areas for reasons unrelated to the Medicare
program; thus, changes in this rate within markets is more important to track.

This rate is directly linked to the physician’s Medicare CASELOAD through
physician availability. CASELOAD is defined (as in the Physician Access Report) as the
number of unique beneficiaries served per 1,000 physicians seeing Medicare patients
during the period. The USER RATE will decline if CASELOADs decline and physician
availability remains unchanged. Instead of dropping out of the Medicare program,
physicians may continue to see beneficiaries but in reduced numbers as they shift their
time to other insured patients. Of course, the number of physicians seeing any

beneficiaries may decline, resulting in constrained availability, as discussed below.
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MD CHOICE. The third indicator, called beneficiary CHOICE of physicians,
would report the number of physicians accepting all/some new Medicare patients
adjusted by the number of beneficiaries in the market. Declines in this ratio certainly
indicate less choice beneficiaries have in finding another physician if they wish (or have)
to change. This indicator may be even more precise if it included only those physicians
accepting some new Medicare patients; otherwise, physicians accepting all new patients
could absorb all influxes of beneficiaries into the market.

This indicator is directly linked to physician ACCEPTANCE of Medicare patients
again through physician availability. The ACCEPTANCE rate is defined as the
proportion of all physicians accepting all/some new Medicare beneficiaries into their
practice. They may, or may not, see new patients during the reporting period; hence, this
indicator, unlike all the rest, cannot be captured using claims data. Beneficiary choice of
a new physician will be constrained if fewer practitioners accept new patients and there is
no change in their availability to their current Medicare patients.

PAR CHOICE. The fourth beneficiary access indicator is called PAR CHOICE
and is defined as number of physicians participating in the Medicare program adjusted
for the overall number of beneficiaries in the market. Declines in this indicator imply
that beneficiaries have less choice in finding a physician that accepts Medicare fees as
payment in full without any balance billing. It differs from the choice in finding any new

physician by focusing on only PAR practitioners.
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This indicator is directly linked to the physician's (modified) PAR RATE, which
is slightly different than the program’s standard PAR rate in that the modified rate uses
only physicians seeing Medicare patients as a denominator. This denominator more
precisely reflects the decision to participate just of those practitioners actually seeing
Medicare patients; non-Medicare providers would be excluded. Beneficiary choice of a
PAR physician will be constrained if the number of PAR physicians declines among
those actually seeing Medicare patients, assuming no change in physician availability to
Medicare patients. If general availability increases, however, due to an expanding supply
of physicians, beneficiary choice of a PAR physician would not necessarily narrow.

USE RATE. The fifth beneficiary access indicator is called the USE RATE and
is defined as the number of services (or payments) per beneficiary seen by a physician
during the reporting period. This rate is conditional upon a patient actually seeing a
physician; therefore, it can also be interpreted as a rate of service intensity. Declines in
this indicator imply that patients are receiving less intensive care--possibly due to
provider constraints on the time spent with Medicare patients (e.g., fewer follow-up
visits).

This indicator is directly linked to the physician’s average WORKLOAD, defined
as the number of Medicare services per physician. Declines in the physician’s workload
would reduce the Medicare patient’s intensity and use of services for an unchanged
physician caseload. If physicians also reduced their Medicare caseloads, then the use

rates of patients still receiving care would not necessarily fall. More likely, physicians
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would simultaneously reduce both service intensity and their Medicare caseloads,
resulting in a sharp decline in use rates.

ASSIGNED USE RATE. The sixth beneficiary indicator is called the
ASSIGNED USE RATE and is limited to just Medicare assigned services for
beneficiaries seeing a physician during the period. It is a subset of the use rate. Declines
in this indicator suggest greater out-of-pocket obligations of beneficiaries seeing a
physician.

This indicator is directly linked to the physician ASSIGNMENT RATE, defined
as the proportion of services taken on assignment. Declines in the assignment rate
translate into less assigned services for beneficiaries seeing physicians for an unchanged
use rate. Again, however, it is reasonable to expect that physicians taking fewer claims
on assignment might also limit the total number of services provided a patient. While
closely related, the use rate and assigned use rate reflect slightly different dimensions of
access. The overall USE RATE captures changes in intensity of care over an episode of
illness and is clinical in nature. The ASSIGNED USE RATE is more financial, although
it certainly can fall with declining intensity of care.

FUNDAMENTAL INDICATORS. Of all of the indicators listed in Table 2-3,
three are fundamental to all the rest:

(1) the number of physicians per 1,000 beneficiaries (MD per Beneficiary),
(2) the willingness of physicians to see Medicare patients (Willingness), and
(3) the physicians’ average Medicare caseload (Caseload).
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Physician willingness to see beneficiaries, coupled with the relative supply of physicians,
determines provider availability to beneficiaries. Availability and caseloads together
determine the beneficiary user rate. They also play a major role in the choices
beneficiaries have of physicians in their market and how intensive their care will be.
Consequently, declines in any of these three indicators not only signal access problems
by themselves, they have ripple effects on other key access indicators. Declines in two or
all three indicators in a market likely have very serious access consequences.

Another point concerns the relation between general physician supply per
beneficiary and the other two “behavioral” indicators that reflect provider willingness to
see Medicare patients. In areas either with rapidly growing Medicare populations or
experiencing M+C disenrollments, any coincident declines in FFS physician Medicare

caseloads or willingness to see beneficiaries are particularly worrisome.

2.4 Indirect Indicators of Access

Index of Relative Prices. One reason why physicians may limit services to
Medicare beneficiaries, or not see them at all, is low reimbursement. However, it is
important to know what the level of reimbursement for Medicare is compared with other
types of insurances physicians accept. If beneficiaries are having difficulty accessing
services to physicians and rates are comparable, physician fees may not be the real reason

for limiting services.
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The Medicare claims are excellent at quantifying the amounts charged and paid
by the program. No data base exists, however, on fees paid by other insurers in all
physician markets in the country. Only physician survey data would fill this gap. (See
Chapter 6.)

Level of Managed Care. Access problems can be caused when
Medicare+Choice (M+C) plans leave a market area. When this occurs, Medicare
beneficiaries are left without primary care providers and must find new ones. This
situation may be temporary if only the plan is leaving the area and not physicians.
However, the problem can be exacerbated when physicians do not accept new Medicare
beneficiaries recently disenrolled from M+C plans. Consequently, tracking the level of
M+C coverage is critical in interpreting whether disruptions in access to care are due to
plans entering or exiting the market. This can presumably be done using CMS
administrative data bases.

Personal Barriers. Knowledge of personal barriers can enrich the context in the
access problem which is evaluated. Are beneficiaries having difficulty accessing
services, not because there is a lack of physicians in the area, but because they have
difficulty getting to the physician (transportation problems)? Or are they unsatisfied with
the care they receive? Answers to these questions cannot be quantified using claims;
beneficiary surveys are necessary. Moreover, it is important to examine what is
happening to non-Medicare beneficiaries in the same market in order to place Medicare

beneficiaries’ access problems in context. Limited access may not be a problem
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exclusive to Medicare beneficiaries. Many privately insured patients may also be
suffering from a physician shortage or unwillingness to see them. Survey-dependent

indicators are discussed further in Chapter 6.
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Definition of Access Market
Areas

3.1 Need to Refine Markets for Physician Care

Complaints about reduced access to physicians’ services are invariably local and
are often referred to as “hot spots.” The USA TODAY report cites Denver, Boulder,
Atlanta, Austin, and Spokane as potential problem areas where beneficiaries are having
trouble finding a physician to treat them (J. Appleby, Rejections rise for Medicare
Patients, USA TODAY, August 13, 2001). Practitioners are also claimed to be
withdrawing from the program—usually by not accepting any new Medicare patients.
The same newspaper article admits that the “participation rate [of physicians] in
Medicare has increased and stands at about 91% of doctors [nationally].” It also notes
that a MedPAC study “found that 95% of doctors said they would accept new Medicare
patients, about the same percentage as in 1997.” These national statistics, however, are
unpersuasive when considering possible access problems in localized “hot spots.”

Despite that fact that the overall willingness of physicians to see new Medicare
patients is very high across the nation, CMS takes seriously complaints like the following
from a Boulder, Colorado senior advocate:

“I started going down the list and calling doctors, and just about everyone is

saying no.”
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Like most politics, access to health care is local. Yet, at the present time, CMS
reports on access difficulties do not share a common definition of local health care
markets. The Physician Access Report displays access information for 5 increasingly
narrow market definitions: USA, Colorado, Denver Area, Denver MSA, and individual
Denver area counties. Other reports such as BESS use the carrier locality as a market

area. None of these areas is entirely satisfactory for reasons discussed below.

3.2 Medicare’s Access “Obligation” to Beneficiaries

In defining markets for beneficiary services, CMS needs to consider what the
Medicare program’s obligation is to beneficiaries regarding access. Clearly, the
program’s obligation, expressed in many ways by beneficiaries,' is to assure that patients
have adequate access to physicians within a reasonable travel distance. More
specifically, the market area needs to be defined such that a sufficient number of
physicians are willing to treat beneficiaries within a reasonable travel time. This would
seem to exclude whole states or even most carrier localities as market areas; reasonable
travel times suggest much smaller areas. By contrast, it would be unreasonable to
presume that the program should pay competitive fees in order to assure that
beneficiaries can always see the “doctor around the corner.” What, then, is the usual way
markets are defined and what are the strengths and weaknesses of some of the popular

definitions used by CMS and other groups?

! “I’ve been paying taxes since I was 17 years old,” says Margaret Grinnell, 65. “Now all of the sudden, these doctors
are saying, “You’re old now. We really don’t want to take care of you.” That’s terrible.” (J. Appleby, p. 2)
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3.3 Standard Definition of Markets

Economists define market areas along two dimensions:

1. Geographic;
2. Type of Service.

In most market analyses, the number of local suppliers is used to determine
competitiveness. Few suppliers and longer travel times usually "expands" the market. It
would be inappropriate to define the market for physician services based on actual
beneficiary travel patterns, however. Because many rural patients actually travel long
distances to see a specialist, for example, does not justify defining the “rural” market
broadly to include an adjacent urban area. For purposes of measuring access, we believe
the geographic definition of a market should be based on reasonable travel times (which
are positively correlated with distance) of patients to providers for a particular type of
service. Ours is normative, not a positive, definition of markets. If the market was
defined to include the greatest distance traveled for care, then very few markets likely
would be deemed shortage areas because, after all, most beneficiaries did eventually
receive care.

This does not mean that all physician markets are of equal size, on the other hand.
Much depends upon the time involved in traveling to the physician’s office in the local
area. In denser markets, travel times per mile are greater, implying smaller geographic
markets than elsewhere in order to equate average travel times across markets. For

example, the market area for primary care services might be defined as being within a 10-
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mile radius, on average, of a beneficiary’s zip code. (For New York City, the radius
might be 2 miles while for Wyoming the radius might be 25 miles.) The task is then to
determine how many willing providers exist within a 10-mile (2 mile, 25 mile) radius.
For hospital care, excluding ER visits, the radius might be twice as large centered on the
beneficiary’s zip code of residence.

In general, the physical radius of the market varies inversely with the urgency of
the need. Emergency room care at midnight has a smaller market than diagnostic
imaging for occluded arteries. Thus, in order to determine whether sufficient numbers of
willing providers are available, the type of service first needs to be decided upon then
travel times and converted into miles for each market specified.

We do not recommend that travel times be adjusted by waiting times to
appointments in defining markets. Longer waiting times are one possible indicator of
restricted access in a predetermined market, not an element in defining the market in the
first instance. If long waiting times forced patients to travel excessively long distances to
receive more timely care, we would not want to expand the market based on such an
“involuntary” response.

Market sizes do vary, however, by the type of service being demanded by

beneficiaries.
3.4 Strengths & Weaknesses of Popular Market Definitions

The list of possible markets is extensive:

1. National;
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States;

Carrier localities;

Metropolitan Statistical Areas (MSAs);
City Areas;

Primary Sampling Units (PSUs),

Counties;

o N & A N

Zip codes.
In addition, CMS has used other governmentally determined market areas for survey and
other analytic research, including:

9. Health Service Areas (HSAs),

10. Managed Care Contract Areas (MCCAs),
11. CAHPS® Areas;

12. National Health Shortage Areas (HPSAs).

None of these definitions is perfect. National markets beg the question of local pockets
of constrained access. The same argument, as least for physician care, is true for all
states, including small ones like Rhode Island and Delaware. Rarely, too, are carrier
localities good markets for capturing patient travel times to care. Indeed, the majority of
localities are now statewide.

MSAs and City Areas begin to approximate true market areas for some smaller
cities and towns. They are far too large for all large and mid-sized cities, however.

Primary sampling units are the anchors for the Medicare Current Beneficiary
Survey (MCBS). The Denver area formed one of the survey's PSUs, and data on several
hundred beneficiaries (494 in FFS) were used by CMS to comment on access in the

MSA. This was fortuitous; in most cases, the MCBS will not be able to provide current
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information on access in local markets. This is because the PSUs are chosen to be
nationally and regionally, not locally, representative. They support valid estimates of
changes in access for large geographic areas but have little to do with the challenge of
responding to complaints about local access constraints.

Counties are both too small to capture the extent of patient travel in many rural
parts of the country and too large in most urban areas. San Bernadino County in
California, for instance, is roughly the size of Massachusetts. Counties could be
reasonable approximations in certain markets, but again this would only be fortuitous.

Zip codes, on the other hand, are almost always too small in describing market
areas for practically all kinds of physician services, although they may be much better
than counties in dense urban areas like New York City.

Health Service Areas (HSAs) are aggregations of counties based on commuting
patterns between place of residence and location of hospital admission (Elliott et al.,
2000). There are roughly 800 HSAs in the U.S. averaging about four counties each.
While HSAs may be helpful in defining market areas outside cities (Elliott ez al., 2000, p.
3), they are likely too large for “workable” physician markets in urban areas.” The LA

HSA, for example, includes both LA and Orange Counties that together include Santa

% Travel patterns to hospitals involve larger markets than to physicians’ offices. Increasingly, though, physicians
locate their practices near hospitals resulting in overlapping markets for the two complementary services. It appears
that HSAs, in focusing on hospital-oriented travel patterns, put together contiguous, overlapping hospital markets
into a single, much larger HSA. This has the effect of overstating markets for physician services based on
reasonable travel patterns in many instances.
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Monica north of LA and San Clemente, 70 miles away, to the south. HSAs, however,
could be a reasonable starting point for a second level of disaggregation in larger areas.

Managed Care Contract Areas, roughly 233 in 1996, are also aggregations of
counties based on proposals submitted to CMS by private managed care plans. One
advantage of this market definition is that M+C plans must build a credible network of
physicians and hospitals to adequately serve patients in the counties included in their
contract. Consequently, they may be a reasonable basis for dividing up large urban
markets. HER staff have mapped the counties into smaller, more accurate market areas.
Because few plans contract for rural counties, other definitions for these areas would be
needed.

CAHPS® Areas. An elegant sample strategy was devised in defining the 275
sampling units for the CAHPS® fee-for-service survey. First, budgetary constraints
limited the overall sample to 168,000 surveys. Second, all 3,100 counties in the U.S.
were allocated surveys proportionate to their FFS population. Third, the total number of
allocated surveys in each state were divided by 600, the number of mailed surveys
deemed necessary to produce a representative sample in each market. This produced the
number of sample markets in each state--with a few exceptions. Fourth, counties were
aggregated around anchor counties with the largest number of allocated surveys to
produce the final number of markets in each state. As a result, 8 states had so few
allocated surveys that only a single statewide market was produced (including states like

Alaska, Idaho, Montana, and Vermont).
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It is unlikely that these CAHPS® geographic units, as they were called, accurately
reflect physician markets in most states. Certainly, the entire states of Alaska, Idaho, and
Montana are not a single market for physician services. Hawaii was assigned 2 markets;
yet, there are more than 2 islands that make up the state. Oregon was divided into 3
markets while Massachusetts has 6 markets despite the fact that Oregon is 12 times
larger, geographically, than Massachusetts. Almost certainly, many of the rural CAHPS®
markets have severe shortages of physicians, but within such large areas, small towns

may well be more than adequately supplied.

Health Professions Shortage Areas (HPSAs) were suggested by our panel of
experts. They are defined as areas with relatively low numbers of primary care, mental,
or dental professionals per capita. The majority tend to be in rural areas but some inner
city areas are designated as well. They may be a positive starting point for identifying
potential rural and inner city hot spots, but they do not exhaust all the potential markets
in the country. Rural shortage areas may not be of particular value in some states as
practically all rural counties are considered to be short of primary care providers. HPSAs

may be more valuable in defining urban shortage “markets” in some states. >

> HPSAs may not have been useful in responding to complaints about access in the Denver area. Very few Census
Tracts considered shortage primary care shortage areas even exist in the greater Denver area and none in Boulder
County.
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3.5 Steps in Constructing Small Area Physician Markets

The current CMS market definitions need to be refined. MSAs and Counties, the
two most commonly reported geographic units are either too large or too small in most
cases. We recommend that CMS establish a new set of market areas for all parts of the
U.S. building upon HSAs, HPSAs, MCCAs and CAHPS® definitions. Each state would
be studied and mapped and zip codes grouped into new market areas. In areas where
HPSAs isolate only parts of a city, a special determination would be needed to group the

remaining zip codes into markets based roughly on travel times possibly using MCCAs.
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Optimal Timeliness of
Access Indicators

4.1 Need for Timely Indicators

Both Congress and CMS desire the most current, accurate indicators of any
change in Medicare beneficiary access to services in local markets. Complaints about
declining access cannot be satisfactorily addressed either by information that is several
years old or that is produced only after many months of data processing. It must be
recognized, however, that being able to generate accurate measures of beneficiary access
on any local health care market in the country is a daunting task--made feasible at all
only by the comprehensive, nationwide claims data base maintained by CMS.
Furthermore, even with refinements in CMS' computerized access monitoring system,
some key indicators can only be collected through beneficiary and provider surveys.
How survey-based indicators might be collected in a timely manner is discussed later in
Chapter 6.

In this chapter, we first lay out the statistical and processing limitations to
providing very current access information using administrative data. We next consider
the optimal reporting time period by type of indicator given the limitations. Most access
indicators are expressed as rates. How current a rate can be developed and presented is
limited by the currency of data used to generate the numerator or denominator of the rate.

Beneficiary counts in small areas, for example, may be more readily available than
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complete counts of specialist visits for congestive heart failure patients. Section 4.3
presents examples of access indicators with different numerators and denominators and
their optimal reporting time periods. In section 4.4 we weigh the advantages and
disadvantages of fixed versus moving average measures of access and the kinds of

descriptive and causal time trend reporting that would be desirable.

4.2 Processing & Statistical Limitations to Timely Reporting

Two trade-offs exist in making indicators more current while at the same time
maintaining accuracy.

First, the data required to construct indicators are only available
after some time lag due to data collection and processing.

Data for some indicators can be available earlier than for others, but all suffer from some
irreducible lag in timeliness.

Second, random, month-to-month, quarter-to-quarter variation
exists in the underlying data for all access indicators.

Indicators must be specified over some time period (e.g., the last quarter). Improvements
or declines in access over short periods may be misleading and not predictive of access in
future months or quarters because of natural variation in local supply or demand for care.

In this section of the report, we concentrate on the second challenge to timely
access information; namely, the optimal reporting time period given occasional “blips” in
the indicators over short periods. Reducing the time lags due to data collection and

processing is taken up in the next section.
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Most access indicators are expressed in terms of rates such as primary care
physicians or office visits per 1,000 beneficiaries. Even if the CMS data system had
perfect counts of physicians, beneficiaries, and all the claims for office visits for a
quarter, the rates would vary from period to period due to natural variation in factors
underlying medical care supply and demand. Physicians and beneficiaries leave and
enter markets; flu and other health-related conditions come and go. This so-called
random variation is not indicative of any secular trend in access. A quarter’s decline in,
say, office visits per 1,000 beneficiaries over the previous quarter should not be
interpreted as an indicator of reduced access.

The longer the time period over which data are gathered and compared, the less
important becomes short-run random variation. Comparing two quarters’ rates will be a
more robust indicator of changes in access than between two months. Semi-annual
comparisons will be even more statistically reliable. Seasonal effects on health care
demand add to the randomness of utilization-oriented access indicators. Thus, comparing
the spring and summer quarters may lead to incorrect inferences of a decline in access if
beneficiaries naturally use health care services less in the summer. Comparisons of
identical quarters across two years (e.g., Summer or Winter quarters) addresses the
seasonality issue but fails to capture within-year reversals in access. An indicator series
that compares equivalent time periods across two years would solve both the seasonality

and currency problems.
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The optimal reporting period has direct implications for how contemporary CMS
access indicators can be. Data on utilization in July can be theoretically produced in
August, but data on the summer quarter can only be produced in October. Semi-annual
data can only be produced after acquiring six months of data. A complaint about access
raised in January, therefore, can only be addressed in July at the earliest, assuming no
routine aggregation of information over prior 6-month periods. (How this challenge is
overcome is discussed later in this chapter.)

In determining the optimal reporting period, CMS must answer the following
questions:

How large a change in an access indicator is deemed clinically
important?

The final access monitoring system will report indicator rates for selected periods
of time. When those rates show differences, how large a difference at CMS will trigger
either (a) a conclusion that access has declined, and/or (b) warrant more in-depth
investigation of the market area--possibly through a special beneficiary survey? For
example, according to CMS’ study of access in the Denver area, the physician’s average
Medicare FFS caseload fell from 240 to 224 patients over the 1995-98 period, a 7%
decline (CMS, Denver Results, Table 1, Denver Area). Is this a large enough decline to
warrant a conclusion of restricted access or further in-depth investigation?' Once the set

of access indicators is finalized, the agency should establish percent changes in each of

! Likely, this reduction is due to the rapid conversion of beneficiaries to M+C eligibility thereby removing them from

FFS. Over the 1995-98 period, the FFS Medicare population in the Denver Area fell from 243 to 202 thousand.
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them to guide interpretation and follow-up efforts. Likely, the 7% reduction in physician
caseloads, if unexplained by M+C growth, would exceed the threshold.

How certain must CMS be that a decline in access has occurred?

For many access indicators, CMS will use claims data reflecting a census of all
utilization by all eligible beneficiaries. Because samples within period are generally not
involved, statistical sampling error is not a problem. However, small area variation
occurs period-by-period, and each period’s data should be considered against a random
draw of utilization information over several periods. Comparison of change across two
time periods must be evaluated against the change that “naturally occurs™ across quarters.
Statistical tests of the change in access can be conducted using pairwise t-tests of
matched periods (e.g., first quarters of the current and previous year) or by fitting a
regression time line to all quarters of available data. Time-trend regression is
recommended as it is less sensitive to the periods chosen for comparison. Moreover, it
can pick up reversals in the trend. For instance, an access indicator may have been rising
slowly over a few quarters before turning negative for a few quarters. Note that in order
to test for any significant change that exceeds simple random variation, a sufficient
number of periods of data are required on the market area in question. If quarters are
selected, then at least 8 quarters of data would be desirable. Access indicators gathered
by surveys present special problems because they cannot be replicated in all markets on a

periodic basis. See Chapter 6 for an elaboration of the problems and possible solutions.
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Any statistical test will require CMS to establish a level of signific