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INTRODUCTION
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One of the critical issues that the Kansas Hospital Association (KHA), the 

Kansas Medical Society (KMS), and the Kansas Association of Medically 

Underserved (KAMU) focus on is evaluating current health care delivery 

systems, how those delivery systems can be improved, and how they can 

be leveraged to improve the health and quality of life for Kansas 

residents. 

Leavitt Partners (LP), a health care intelligence firm, was asked to 

complete a review of the KanCare program. The review has two goals:

Å!ǎǎŜǎǎ Yŀƴ/ŀǊŜ ǇǊƻƎǊŀƳ ƛƴŦƻǊƳŀǘƛƻƴ ŀƴŘ Řŀǘŀ ŀƎŀƛƴǎǘ ǘƘŜ ǇǊƻƎǊŀƳΩǎ 

original rationale and commitments as the program approaches its 

five-year waiver renewal review with the Center for Medicare and 

Medicaid Services (CMS) to understand whether existing challenges 

ŀǊŜ ƭƛƳƛǘƛƴƎ ǘƘŜ ǇǊƻƎǊŀƳΩǎ ŀōƛƭƛǘȅ ǘƻ ƳŜŜǘ ƛǘǎ ŎƻƳƳƛǘƳŜƴǘǎΦ

ÅAssist KHA, KMS, and KAMU in developing a strategy to leverage the 

upcoming KanCare state and federal renewal process to seek 

improvements to KanCare.

To complete this analysis, LP conducted a review of 
available federal and state documents and data 
related to the metrics and provisions outlined in 
ǘƘŜ ǿŀƛǾŜǊΩǎ ǘŜǊƳǎ ŀƴŘ ŎƻƴŘƛǘƛƻƴǎΦ ¢ƘŜǎŜ 
documents include, but are not limited to:

Å KanCare quarterly and annual reports to CMS;
Å Kansas Department of Health & Environment 

(KDHE) publicly available data, information, 
and reports;

Å Relevant legislative reports and 
presentations;

Å KanCare Program Annual External Quality 
Review Technical Reports;

Å Quarterly and annual reports from the 
KanCare independent evaluator; and

Å Reports and information generated by 
providers and/or stakeholders.

LP also conducted a series of interviews to obtain 
information and experiences from KHA, KMS, and 
KAMU staff and members, health care providers, 
and other key stakeholders. Leavitt Partners 
conducted a total of 19 interviews. 

Finally, LP issued a voluntary survey to KMS 
members. 189 members responded to the survey, 
providing their thoughts on KanCare. Survey 
results show that over 75% of respondents do not 
feel KanCare has met its stated goals. 



QUALITY OF CARE
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IMPROVEMENTS IN QUALITY OF CARE FOR KANSANS 
RECEIVING MEDICAID

Focus Area #1:  Quality of Care
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Rationale & Commitments

Å Implement long-lasting reforms that improve the 
quality of health and wellness for Kansans.

Å By holding the managed care organizations (MCO) 
to outcomes and performance measures, and tying 
measures to meaningful financial incentives, the 
state will improve health care quality and reduce 
costs.

Commitment #1

Commitment #2

Å Measurably improve health care outcomes for 
members in areas including:
ü Diabetes
ü Coronary Heart Disease
ü Prenatal Care
ü Behavioral Health

The current system is meeting the stated 
rationale/commitments (based on assessed data).

The current system is meeting the stated 
rationale/commitments, but improvements could be 
made (based on assessed data).

The current system is not meeting the stated 
rationale/commitments (based on assessed data).
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Å In general, interviewees do not believe that moving to a managed care system 

has led to improvements in the quality of care provided to Kansas Medicaid 

beneficiaries. 

ÅWhile interviewees feel as though the quality of care provided to Medicaid 

beneficiaries has not decreased, they note that they feel most quality 

improvement efforts have been provider driven.

ÅAlmost all of the interviewees indicated they had not seen the MCOs actively 

engage in quality improvement projects or initiatives with providers, especially 

when compared to Medicare and commercial payers.

Å Interviewees also noted limited transparency or discussion of KanCare quality 

measure reporting or performance.

ÅSome interviewees expressed concern that neither KDHE nor the MCOs seem to 

share any data, provide transparency, or engage in conversations with providers 

on quality improvement topics. The KanCare delivery model does not include a 

collaborative learning environment related to quality improvement issues.

Focus Area #1:  Quality of Care
Provider Experience:  Key Highlights

IMPROVE QUALITY OF CARE

Providers feel that results 
showing improvement in care 
quality are provider driven as it is 
perceived that the MCOs have 
done little to promote quality. 

Examples of areas that could 
benefit from quality improvement 
activities align with the areas 
noted in commitment #2 and 
include:

Å Diabetes management

Å High-risk newborn care

Å Prenatal care



Focus Area #1:  Quality of Care

IMPROVE HEALTH OUTCOMES
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Å In terms of measurably improving health outcomes for members, 

ƛƴǘŜǊǾƛŜǿŜŜǎΩ ŎƻƴŎŜǊƴǎ ŦƻŎǳǎŜŘ ƻƴ ŜȄƛǎǘƛƴƎ ƎŀǇǎ ƛƴ ŘƛŀōŜǘŜǎ ŎŀǊŜΣ ǇǊŜƴŀǘŀƭ 

ŎŀǊŜΣ ŀƴŘ ōŜƘŀǾƛƻǊŀƭ ƘŜŀƭǘƘΦ ¢ƘŜǎŜ ƛǎǎǳŜǎ ŘƛǊŜŎǘƭȅ ǊŜƭŀǘŜ ǘƻ Yŀƴ/ŀǊŜΩǎ 

commitment to improve health in areas such as diabetes, coronary heart 

disease, prenatal care, and behavioral health.

ÅA few interviewees noted that a high need area MCOs are not adequately 

addressing is high-risk infants (i.e., those born with drug and alcohol 

addictions). Interviewees feel this is a reflection of pregnant women not 

receiving adequate pre-natal care.

ÅOther interviewees do not feel that the Medicaid MCOs are focusing enough 

on wellness compared to Medicare Advantage and other commercial plans 

offered in the same communities. 

Å In terms of KanCare meeting its stated goals of (1) improving the quality of 

care and (2) establishing long-lasting reforms that improve the quality of 

health and wellness, 68% of the KMS survey respondents indicated it has not 

met the first goal and 77% of respondents indicated it has not met the second 

(out of those who felt KanCare had not met its goals).

Provider Experience:  Key Highlights

In terms of measurably improving 
health care outcomes, 
interviewees feel that few, if any, 
improvements have been made in 
areas that align with commitment 
#2 including:

ÅDiabetes care 

ÅPrenatal care

ÅBehavioral health

aƻǎǘ Ya{ ǎǳǊǾŜȅ ǊŜǎǇƻƴŘŜƴǘǎ ŘƻƴΩǘ 
feel KanCare has improved quality of 
careτ47% believe it has not, 
opposed to 13% who believe it has 
(the remaining did not respond).



Data, Evaluation Results, & Information from Reports

IMPROVE HEALTH OUTCOMES
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Focus Area #1:  Quality of Care

Source:  Kansas Foundation for Medical Care, 2015 KanCare Evaluation Annual Report, Year 3 Jan. ςDec. 2015.

Key Findings

ÅHEDIS scores related to 
diabetes, coronary heart 
disease, and prenatal care are 
mixed, but the majority fall 
below the 50th percentile.

ÅThere also has been little to no 
improvement over time. 

CY 2014 CY 2013 CY 2014 CY 2013 CY 2014 CY 2013

Comprehensive Diabetes Care

HbA1c Testing 84.8 83.1 76.5 Ć Ć ą

Eye Exam 58.6 50.1 41.7 ą Ć ą

Medical Attention for Nephropathy 76.8 75.8 66.3 Ć Ć Ć

HbA1c Control (<8.0%) 39.3 39.0 16.0 Ć Ć Ć

HbA1c Poor Control (>9.0%) (lower 

percent is goal) 52.9 54.4 83.4 Ć Ć Ć

Blood Pressure Control (<140/90) 52.6 53.1 Ć Ć Ć

Diabetes Monitoring for People 

with Diabetes and Schizophrenia 60.1 62.9 Ć Ć Ć Ć

Controling High Blood Pressure 51.5 47.3 Ć Ć ą Ć

Prenatal Care 70.4 71.4 57.9 Ć Ć Ć Ć

Postpartum Care 55.8 60.3 54.8 Ć Ć ą

KanCare HEDIS 

Aggregated Results 

(Percentage)

CY 2012 Pre-

KanCare (if 

available)

NCQA Quality 

Compass 50th 

Percentile

NCQA Quality 

Compass 25th 

Percentile



Data, Evaluation Results, & Information from Reports

IMPROVE HEALTH OUTCOMES
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Focus Area #1: Quality of Care

Source:  Kansas Foundation for Medical Care, 2015 KanCare Evaluation Annual Report, Year 3 Jan. ςDec. 2015.

Key Findings

Åa/hǎΩ ōŜƘŀǾƛƻǊŀƭ ƘŜŀƭǘƘ 
related HEDIS results are 
generally positive, falling 
above the 50th percentile. 

Å It is important to note that 
while these scores exceed a 
ƳŀƧƻǊƛǘȅ ƻŦ ƻǘƘŜǊ ǎǘŀǘŜǎΩ 
scores (i.e., why the arrows 
are pointing upward), the 
overall performance levels lag 
behind physical health 
measures and further 
improvement can be made 
(e.g., the engagement in 
treatment measures).

CY 2014 CY 2013 CY 2014 CY 2013 CY 2014 CY 2013

Behavioral Health

Follow-up after Hospitalization for 

Mental Illness within seven days 

of discharge 56.2 61.0 ą ą ą ą

Initiation in Treatment for Alcohol or other Drug Dependence

Ages 13-17 50.8 49.0 ą ą ą ą

Ages 18 and older 41.3 40.9 ą ą ą ą

Total Ages 13 and older 42.6 42.1 ą ą ą ą

Engagement in Treatment for Alcohol or other Drug Dependence

Ages 13-17 31.0 32.5 ą ą ą ą

Ages 18 and older 12.1 12.2 ą ą ą ą

Total Ages 13 and older 14.8 15.2 ą ą ą ą

Diabetes Monitoring for People 

with Diabetes and Schizophrenia 60.1 62.9 Ć Ć Ć Ć

KanCare HEDIS 

Aggregated Results 

(Percentage)

NCQA Quality 

Compass 50th 

Percentile

NCQA Quality 

Compass 25th 

Percentile

CY 2012 Pre-

KanCare (if 

available)



KanCare Pay-For Performance (P4P) Measures

No. of MCOs 
meeting 2014 
Performance 

Target

P
h
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Comprehensive Diabetes Care (CDC)

CDC - Hemoglobin A1c (HbA1c) Testing 1

CDC - Eye Exam (retinal) Performed 3

CDC - Medical Attention for Nephropathy 0

CDC - HbA1c Control (< 8.0%) 1

CDC - Blood Pressure Control (<140/90 mm Hg) 1

Well-Child Visits in the First 7 Months of Life (W7m)
W7m - 4 or more

2

Preterm Delivery (PtD) Percent of Deliveries with Gestational 
Age < 37 Weeks

1

Annual Monitoring for Patients on Persistent Medications
(MPM) - Total Rate

2

Data, Evaluation Results, & Information from Reports

IMPROVE HEALTH OUTCOMES
Focus Area #1: Quality of Care

Source:  KDHE Annual Report to CMS Regarding Operation of 1115 Waiver Demonstration Program, Year Ending 12.31.15. Baselines for 
each measure and MCO were established using 2013 data; 2014 targets are a 5% improvement level over the baseline. 

Key Findings

ÅBeginning in year two, P4P 
measures focused on beneficiary 
access to services and health 
outcomes. MCO are responsible for 
15 performance measures in areas 
of physical health, behavioral 
health, long-term services and 
supports (LTSS) and home and 
community-based services (HCBS), 
and nursing facility outcomes.

ÅNone of the MCOs met all of the 
physical health measure targets.  
The only area where all three MCOs 
met a target was a sub-measure 
under comprehensive diabetes care 
(eye exam).  
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KanCare Pay-For Performance Measure

No. of MCOs 
meeting 2014 
Performance 

Target

B
e
h
a
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e
a
lt
h

Follow-up after Hospitalization for Mental Illness (FUH) - 7 Day Follow-up 0

National Outcomes Measures (NOMS)

Percent of SUD members whose employment statusincreased (Per 10,000) 2

Percent of SPMI members whose employment statusincreased (Per 10,000) 2

Percent of SPMI members with increased access toservices (Per 10,000 2

Percent of SED youth members with increased access to services (Per 10,000) 1

Utilization of Inpatient Psychiatric Services (UIPS): Percent of members utilizing 
inpatient psychiatric services, including state psychiatric facilities and private 
inpatient mental health services (Per 10,000)

2

Data, Evaluation Results, & Information from Reports

IMPROVE HEALTH OUTCOMES
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Focus Area #1: Quality of Care

Key Findings

ÅWithin the behavioral health 
measures, no MCO met the 
target for follow up after 
hospitalization for mental 
illness.  

ÅTwo MCOs met their target 
for utilization of inpatient 
psychiatric services.  

ÅTwo MCOs met three of four 
National Outcomes 
Measures (NOM) and the 
third MCO met one of four.

Source:  KDHE Annual Report to CMS Regarding Operation of 1115 Waiver Demonstration Program, Year Ending 12.31.15. Baselines for 
each measure and MCO were established using 2013 data; 2014 targets are a 5% improvement level over the baseline. 



IMPROVEMENTS IN CARE DELIVERY
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IMPROVEMENTS IN CARE DELIVERY
Focus Area #2:  Improvements in Care Delivery

Ådsf

Å Preserve and stabilize the safety net.

Commitment #2

Commitment #1

Related Concerns

Å Improve quality in Medicaid services by integrating 
and coordinating services and eliminating current 
silos between physical health, behavioral health, 
mental health, substance use disorder, and LTSS.

12

Å Value-Based Payments
Å Communication
Å Standardization of MCO Policies
Å Provider Payments
Å Access

NA

Rationale & Commitments

The current system is meeting the stated 
rationale/commitments (based on assessed data).

The current system is meeting the stated 
rationale/commitments, but improvements could be 
made (based on assessed data).

The current system is not meeting the stated 
rationale/commitments (based on assessed data).



PRESERVATION OF THE SAFETY NET
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ÅA main concern of safety net providers is the inconsistent interpretation of payment 

policies across the three MCOs. Interviewees feel like the payment policies for 

safety net providersτFederally Qualified Health Centers (FQHC), critical access 

hospitals, rural health clinics, etc.τare being interpreted differently by each MCO, 

which results in inaccurate payments. 

ÅWhile not directly related to KanCare, an additional concern is the limited coverage 

available to adults through Kansas Medicaid. Some safety providers operate more 

as medical or health home and would be able to provide more comprehensive care 

that better meets the health care needs of these low-income adults if more 

benefits and services were covered under Medicaid.  

Provider Experience:  Key Highlights
Focus Area #2:  Improvements in Care Delivery

Many safety net providers 
operate with minimal staff, 
margins, and reserves. Receiving 
inaccurate payments not only 
negatively impacts their cash 
flows, but it also results in high 
administrative costs and 
resources as these providers seek 
resolution.  

In terms of KanCare meeting its 
stated goal of preserving and 
stabilizing the safety net, 66% of 
KMS survey respondents indicated it 
had not met this goal (out of those 
who felt KanCare had not met its 
goals).



!ƴƻǘƘŜǊ ƛƴŘƛŎŀǘƛƻƴ ƻŦ ǇǊŜǎŜǊǾŀǘƛƻƴ ƻŦ ǘƘŜ ǎǘŀǘŜΩǎ ǎŀŦŜǘȅ ƴŜǘ ƛǎ 

funding to safety net clinics. 

Å In 2015, the administration made a mid-year cut of 

$245,000 to the safety net clinic grant program. 

Å The administration also cut an additional $378,000 from 

the grant program in SFY2017. 

Å Community mental health centers estimate reductions 

totaling $30 million as a result of 2016 budget cuts, the 

elimination of the health home program for the SMI 

population, and other factors.

PRESERVATION OF THE SAFETY NET
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Focus Area #2:  Improvements in Care Delivery

hƴŜ ƛƴŘƛŎŀǘƛƻƴ ƻŦ ǇǊŜǎŜǊǾŀǘƛƻƴ ƻŦ ǘƘŜ ǎǘŀǘŜΩǎ ǎŀŦŜǘȅ ƴŜǘ ƛǎ ǘƘŜ 

closure of rural and critical access hospitals. 

Å In October 2015, Mercy Hospital closed. 

Å In September 2016, Stormont Vail Health (Topeka) 

announced it was closing two regional clinics because of 

the recent cuts in Medicaid reimbursements and the 

decision by state leaders not to expand Medicaid. 

Å A 2016 report by iVantage Health analytics shows that of 

the 107 rural hospitals in Kansas, 31 are at risk for closure. 

This represents nearly 1/3 of all rural hospitals. 

Sources: KHIand KHISource: iVantage Health. February 2016. Available here. Kansas Health Institute. September 2016. Available here

Data, Evaluation Results, & Information from Reports

http://www.khi.org/news/article/conference-committee-upholds-cut-in-grant-program-for-safety-net-clinics
http://www.khi.org/news/article/budget-cuts-devastating-mental-health-system-providers-say
http://www.kansas.com/news/business/health-care/article58026428.html
http://www.khi.org/news/article/topeka-hospital-to-close-two-clinics-because-of-medicaid-cuts-lack-of-expan


Focus Area #2:  Improvements in Care Delivery

IMPROVED CARE COORDINATION/INTEGRATION

ÅMost interviewees have not seen any indication of improved care resulting from 

increased integration and coordination of physical health, behavioral health, mental 

health, substance use disorder, and LTSS services. 

ÅA key focus of the Sunflower Foundation has been integrating medical and 

mental/behavioral health care. It was noted that the Sunflower Foundation tried to 

engage the MCOs in this initiative, but that the MCOs declined. 

ÅWhile the three MCOs were selected, in part, based on their commitment and 

offerings related to innovative and integrated care approaches, providers see little to 

no evidence of this to date.

ÅA few MCO case managers are focused on coordinating care; however, it was noted 

that MCO case managers coordinate covered benefits and are not focused on helping 

connect individuals to other community services or benefits that might assist in 

achieving positive health outcomes. 

Å In cases where there had been improvements in care coordination, interviewees 

ŎƻǳƭŘƴΩǘ ŘƛŦŦŜǊŜƴǘƛŀǘŜ ǿƘŜǘƘŜǊ ǘƘŜ ƛƳǇǊƻǾŜƳŜƴǘ ƘŀŘ ōŜŜƴ ŘǊƛǾŜƴ ōȅ ǘƘŜ a/hǎ ƻǊ ƛŦ ƛǘ 

was a result of the Affordable Care Act (ACA). For example, increased access to 

preventive care is driven by ACA mandates.

Provider Experience:  Key Highlights

Two of the MCOs subcontract 
with separate entities for 
behavioral health services, which 
ǇŜǊǇŜǘǳŀǘŜǎ ǎƛƭƻΩŘ ƻǊ ŦǊŀƎƳŜƴǘŜŘ 
ŎŀǊŜΦ LŦ ŦǳƴŎǘƛƻƴǎ ŀǊŜƴΩǘ 
coordinated at the administrative 
level, how can they be 
coordinated at the clinical level.

Most KMS survey respondents do 
not feel KanCare has improved 
integration of servicesτ45% believe 
it has not, opposed to 10% who 
believe it has (the remaining 
percentage did not respond).

15

http://www.sunflowerfoundation.org/2012annualreport/?p=features/integrated_care_initiative


Beyond the problems experienced 
with the MCOs, some providers 
ŦŜŜƭ ǘƘŀǘ ǘƘŜ ǎǘŀǘŜΩǎ ŎƭƻǎŜŘ 
behavioral health and assessment 
codes limit the ability to integrate 
physical and behavioral health. 

Providers noted that state policies 
have not kept pace with the 
overall trends in health care with 
respect to value and service 
integration.

Focus Area #2:  Improvements in Care Delivery

IMPROVED CARE COORDINATION/INTEGRATION
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ÅSeveral concerns were mentioned with regard to behavioral health integration. 

First, credentialing, payment, and authorization problems persist with some of 

ǘƘŜ a/hǎΩ ōŜƘŀǾƛƻǊŀƭ ƘŜŀƭǘƘ ǎǳōŎƻƴǘǊŀŎǘƻǊǎΦ 

ÅSecond, there is limited access to behavioral health providers due to low 

aŜŘƛŎŀƛŘ ǊŜƛƳōǳǊǎŜƳŜƴǘ ǊŀǘŜǎΦ ¢ƘŜ DƻǾŜǊƴƻǊΩǎ ƳŜƴǘŀƭ ƘŜŀƭǘƘ ǘŀǎƪ ŦƻǊŎŜ 

recommendationsto improve behavioral health services and increase 

coordination has not resulted in noticeable improvements.

ÅThird, KanCare enrollees receive inadequate information on what integrated 

services are available to them. Providers are having to educate KanCare enrollees 

about their benefit, when this is a responsibility of the MCOs.

ÅFourth, the Health Home model for the SMI population was discontinued after 

the two-year period of enhanced federal funding ended. Some interviewees felt 

that the model was not given sufficient time to achieve cost and quality 

outcomes. Significant resources were also invested in developing the health 

home model for chronic conditions, which was discontinued right before it was 

due to be implemented.

Provider Experience:  Key Highlights

https://www.kdads.ks.gov/docs/default-source/CSP/CSP-Documents/bhs-documents/governor's-mental-health-task-force/governors_mental_health_task_force_report_041514.pdf?sfvrsn=6


More than 85% of survey respondents 
indicated that they were not engaged in 
value-based payment arrangements.

VALUE-BASED PAYMENTS

ÅOnly a few interviewees noted that MCOs had reached out to them with plans 

for value-based payment and one did indicate that they were moving toward a 

shared savings arrangement or other alternative payment model. Some 

interviewees felt these conversations could increase as contracts are renewed. 

Å In general, interviewees were not aware of MCOs implementing value-based 

payment arrangements or even approaching providers on this issue. 

ÅThere was some concern expressed that the MCOs were targeting value-based 

payments to providers who are not meeting quality standards and need 

reinforcement rather than those who have proven quality. 

ÅSome hesitancy was expressed in engaging in value-based payments until 

MCOs can reduce the number of problems with credentialing, payments, and 

ƻǘƘŜǊ ǇƻƭƛŎƛŜǎΦ hǘƘŜǊǎ ƛƴǘŜǊǾƛŜǿŜŜǎ ƛƴŘƛŎŀǘŜŘ ǘƘŀǘ ǘƘŜȅ ŘƻƴΩǘ ōŜƭƛŜǾŜ ǘƘŜ ǎǘŀǘŜ 

has the capacity to handle a system where providers are paid for outcomes.

Provider Experience:  Key Highlights
Focus Area #2:  Improvements in Care Delivery

Value-based payments are used by 
payers to shift from pure volume-based, 
or fee-for-service payment, 
to paymentsthat promote 
improvements in care delivery and 
health outcomes. 

While value-based payments are not a 
direct goal of the KanCare model, they 
can be a reflection of MCOs' 
commitment to quality.

Most Kansas providers are supportive 
of value-based payments and would like 
to see more incentive based payments 
and rewards for high quality.

17



ÅAlmost all interviewees noted communication as an issue of concern that has 

the potential to limit improvements in care delivery. 

ÅConcerns with communication are twofold: Providers feel that very little 

communication flows from the MCOs to providers; and that very little 

communication flows from KDHE to providers. 

ÅCommunication with the MCOs is generally described as reactionary. It was 

ŜȄǇǊŜǎǎŜŘ ǘƘŀǘ a/hǎ ƳŀƪŜ ŎƻƳƳƛǘƳŜƴǘǎ ǘƻ ŎƻǊǊŜŎǘ ƛǎǎǳŜǎΣ ōǳǘ ŘƻƴΩǘ ŀƭǿŀȅǎ 

follow through.

ÅOnsite visits and communication from MCO representatives are described as 

infrequent, inadequate, and inefficient (e.g., the use of faxes). Some 

interviewees noted that local MCO representatives are not empowered to 

resolve issues because of national corporate policies. They also feel that the 

MCOs lack the necessary resources to provide adequate technical assistance. 

Å It was also noted that communication is made even more difficult given that the 

three MCOs have different interpretations of state policies and issues.

Focus Area #2:  Improvements in Care Delivery

COMMUNICATION

Provider Experience:  Key Highlights

While communication was not a 
focus of this review, many 
providers mentioned it during the 
interviews as an area needing to 
be improved. 

18
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Å In addition to having communication problems with the MCOs, several 

interviewees noted a lack of communication and support from the state on a 

program that, some noted, was intended to be developed through a collaborative 

process with providers. 

ÅSome interviewees noted that the state generally only addresses high-level 

concerns that span the three MCOs, rather than individual provider concerns. It 

has also been the experience of some interviewees for KDHE to direct the 

provider to online material rather than addressing their concerns. 

ÅSome interviewees noted that the state does not provide enough avenues for 

stakeholders to raise problems and concerns with the program. Some 

interviewees feel as though the meetings that do exist are preplanned and that 

the state is not really looking for suggestions on how to improve the program. 

ÅFinally, interviewees noted that communication from the state and the MCOs 

does not always seem to be consistent. Some providers indicated that they often 

ƘŀǾŜ ǘƻ άŦŀŎǘ ŎƘŜŎƪέ ǎǘŀǘŜƳŜƴǘǎ ƳŀŘŜ ōȅ a/h ǊŜǇǊŜǎŜƴǘŀǘƛǾŜǎ ƻǊ ǘƘŜ ǎǘŀǘŜΦ

Focus Area #2:  Improvements in Care Delivery

COMMUNICATION

Provider Experience:  Key Highlights

On of the biggest challenges for 
some providers is accessing 
enrollee information. 

Providers indicated that they have 
to wait a couple of months to get 
enrollee lists from MCOs in order 
to use those lists to better 
coordinate care. 

Providers also indicated that 
communicating with the MCO to 
ƎŜǘ ǘƘŜ άǊƛƎƘǘέ ƛƴŦƻǊƳŀǘƛƻƴ Ŏŀƴ ōŜ 
challenging and requires a high 
level of administrative resources.
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According to the 2016 Q2 KanCare Quarterly Report to CMS, the state hosts a myriad of stakeholder 

meetings related to KanCare, including but not limited to:

Å KanCare Advisory Council (quarterly)

Å HCBS/MCO Provider Lunch and Learn teleconferences (1 hour, bi-weekly)

Å HCBS Provider Forum teleconferences (monthly)

Å Big Tent Coalition meetings to discuss KanCare and stakeholder issues (monthly)

Å Presentations, attendance, and information is available as requested by small groups, consumers, 

stakeholders, providers and associations across Kansas

Å Community Mental Health Centers meetings to address billing and other concerns (monthly)

Å Series of workgroup meetings and committee meetings with the Managed Care Organizations and 

Community Mental Health Centers

Å Regular meetings with the Kansas Hospital Association KanCare implementation technical assistance 

group (TAG)

Å Series of meetings with behavioral health institutions, private psychiatric hospitals, and PRTFs to 

address care coordination and improved integration

Å State Mental Health Hospital mental health reform meetings (quarterly)

Å Systems Collaboration with Aging & Disability, Behavioral Health and Foster Care Agencies

Å Monthly meetings with the Association of Community Mental Health Centers, including MCOs

Å Crisis Response & Triage meetings with stakeholders including MCOs (bi-weekly)

Å Periodic meetings with MCOs and the FQHC TAG

Focus Area #2:  Improvements in Care Delivery

Despite the number of monthly 
and quarterly stakeholder 
ƳŜŜǘƛƴƎǎΣ ƛǘ ƛǎ ǇǊƻǾƛŘŜǊǎΩ 
experience that communication 
issues still persist with the state. 

The state may need to better 
advertise these forums, assure 
the meetings provide amble 
opportunities for expressing 
concerns, and better address 
ǇǊƻǾƛŘŜǊǎΩ ƛǎǎǳŜǎ ǊŀƛǎŜŘ ŘǳǊƛƴƎ 
the meetings.  

Data, Evaluation Results, & Information from Reports
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ÅThe need for consistent and standardized MCO processes and policies was the 

most common discussed issue.

ÅCredentialing. Beyond the Disclosure of Ownership form, there is currently no 

ǎǘŀƴŘŀǊŘƛȊŀǘƛƻƴ ŀŎǊƻǎǎ a/hǎΩ ǇǊƻǾƛŘŜǊ ŎǊŜŘŜƴǘƛŀƭƛƴƎ ǇǊƻŎŜǎǎŜǎΦ IŀǾƛƴƎ ǘƻ ǿƻǊƪ 

through three different MCO processes, the MCO subcontractor processes, as 

well as the provider enrollment process with KDHE, is a major administrative 

burden and cost to providers. Interviewees also noted that the processes are 

often delayed, which can impact access to care. 

ÅSome of the interviewees noted that they were promised a streamlined 

credentialing process. The current process is not streamlined and results in 

providers having to submit duplicate information on different forms. While it 

appears some efforts are being made to standardize the submission process, 

this process has been delayed.1

ÅMCOs also hold back 10% of payments for non-credentialed providers as well as 

credentialed providers who have not yet been added to the network. As such, 

delays in credentialing result in a financial hardship to providers.

1 Quarterly Report to CMS Regarding Operation of 1115 Waiver Demonstration Program ςQuarter Ending 06.30.16.

Focus Area #2:  Improvements in Care Delivery
Provider Experience:  Key Highlights

While MCO contracting, 
standardization, and regulation 
were not a focus of this review, 
many providers mentioned them 
during the interviews as areas 
needing to be improved. 
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Other areas of concern related to MCO policy standardization include: 

ÅEnrollee assignment. A few providers indicated that the current enrollee 

assignment process lacks the necessary information for providers to predict 

caseloads and ensure appropriate providers. Some providers also noted that 

ǘƘŜȅ ǿƛƭƭ ƎŜǘ ŀǎǎƛƎƴŜŘ ŜƴǊƻƭƭŜŜǎ ŦǊƻƳ a/hǎ ǘƘŜȅ ŘƻƴΩǘ ŎƻƴǘǊŀŎǘ ǿƛǘƘΦ 

Å Recertification. Interviewees did note that recertification processes have 

improved They noted this was the result of a working group that focused on 

the issue and worked through the details with each MCO in order to produce 

alignment. 

Å Billing and claims. Interviewees also noted that there is a lack of 

standardization in billing and claims processes, which results in denied claims 

ƻǊ ŘŜƭŀȅŜŘ ǇŀȅƳŜƴǘΦ ¢Ƙƛǎ ƛƳǇŀŎǘǎ ŎŀǎƘ ǊŜǎŜǊǾŜǎ ŀƴŘ ƛƴŎǊŜŀǎŜǎ ǇǊƻǾƛŘŜǊǎΩ 

administrative costs. 

Focus Area #2:  Improvements in Care Delivery
Provider Experience:  Key Highlights

One common concern is that 
ǘƘŜ a/hǎΩ ǇƻƭƛŎƛŜǎ ŀǊŜ ƴƻǘ 
ǊŜŦƭŜŎǘƛǾŜ ƻŦ ǘƘŜ ǎǘŀǘŜΩǎ ŀƴŘ 
ƭƻŎŀƭ ǇǊƻǾƛŘŜǊǎΩ ƴŜŜŘǎ ōŜŎŀǳǎŜ 
they are nationally based 
organizations. 
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Other areas of concern related to MCO policy standardization include: 

ÅPrior authorization. Some interviewees noted that there are still problems with 

prior authorizations which are not standardized across the MCOs. Interviewees 

noted that sorting through prior authorizations policies creates a tremendous 

amount of administrative burden. Providers have to sort through three different 

websites, three different policies, etc. It was indicated that a one-stop shop for 

prior authorization policies would be extremely helpful. 

It was suggested that all MCOs should adopt a policy clarifying that if a primary 

third-ǇŀǊǘȅ ǇŀȅŜǊ ŘƻŜǎƴΩǘ ƴŜŜŘ ŀƴ ŀǳǘƘƻǊƛȊŀǘƛƻƴΣ ǘƘŜƴ aŜŘƛŎŀƛŘ ŀǎ ǘƘŜ ǎŜŎƻƴŘŀǊȅ 

payer should not need one as well. 

Some interviewees feel the prior authorization process has improved over time, but 

there are still issues that could be addressed. It was noted that prior authorization 

approvals can take several days to two weeks (and still result in a denied claim), 

which prevents the timely provision of care. 

ÅRetro-eligibility. A few interviewees noted concerns with MCOs making timely and 

accurate payments related to retro-eligibility and the number of denied claims.

Focus Area #2:  Improvements in Care Delivery
Provider Experience:  Key Highlights

Over 70% of KMS survey 
respondents ranked the following 
ŀŎǘƛǾƛǘƛŜǎ ŀǎ ōŜƛƴƎ ŀ άǎŜǊƛƻǳǎέ ƻǊ 
άƳƻŘŜǊŀǘŜέ ŎƘŀƭƭŜƴƎŜΥ

Å Prior authorization

Å Claims submission, 
adjudication, and payment

Å Referring or connecting 
patients to needed services

Å Navigating different MCO 
policies

Å Receiving information and 
timely communication from 
the state
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Focus Area #2:  Improvements in Care Delivery

Source: 2013-2015 KanCare MCO Contracts. 

Key Findings

ÅMCO contracts include 
provisions to standardize the 
work processes between the 
state and all KanCare 
providers. 

ÅMany of these processes 
have not been standardized 
to date.

VII.  STANDARDIZATION OF PROCESSES:

The Contractor agrees to standardization of work processes between the State 

and all KanCare providers to provide the most efficient implementation and 

management of the KanCare Program.

Processes to be included, but are not limited to, are as follows:

a. Provider credentialing (forms, criteria, processing)

b. Credentialing Requirements for pharmacists to provide Medical [Medication] 

Therapy Management (MTM)

c. Pharmacy Website Information (Prior Authorization criteria/forms, Provider 

Manual, Preferred Drug List information, Pricing Lookup, etc.)

d. Authorization procedures for services

e. Claims billing processes

f. Provider network documentation

g. Provider surveys

h. Operations, quality, customer service, and grievance report formats

Data, Evaluation Results, & Information from Reports
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Lƴ ƛǘǎ ŦƛǊǎǘ ȅŜŀǊ ƻŦ ƻǇŜǊŀǘƛƻƴΣ Yŀƴ/ŀǊŜΩǎ tŀȅ-For-Performance (P4P) system 

withheld 3% of MCO premiums. MCOs could earn back that amount based on 

their performance on 6 measures with each measure worth .5%:1

1. Timely claims processing: (1) 100% of clean claims are processed within 20 

days; (2) 99% of all non-clean claims are processed within 45 days; and (3) 

100% of all claims are processed within 60 days.

2. Encounter data submission 

3. Credentialing: 90% of providers completed in 20 days; and 100% of 

ǇǊƻǾƛŘŜǊǎ ŎƻƳǇƭŜǘŜŘ ƛƴ ол ŘŀȅǎΦ όbƻǘŜΥ ōŜƎƛƴǎ ǿƘŜƴ άŀƭƭ ƴŜŎŜǎǎŀǊȅ 

ŎǊŜŘŜƴǘƛŀƭƛƴƎ ƳŀǘŜǊƛŀƭǎ ƘŀǾŜ ōŜŜƴ ǊŜŎŜƛǾŜŘΦέύ

4. Grievances: 98% of grievances are resolved within 20 days; and 100% of 

grievances are resolved within 40 days

5. Appeals

6. Customer Service: 98% of all inquiries are resolved within 2 business days 

from receipt date; 100% of all inquiries are resolved within 8 business days.

Focus Area #2:  Improvements in Care Delivery

In CY2013, Amerigroup and 
United met the provider 
credentialing performance 
targets in 11 of 12 months; 
Sunflower met the targets in 1 
of the 12 months.2

Credentialing performance 
continues to be a contractual 
requirement, but it was not 
included in the P4P system 
beyond year one. Network 
adequacy data is reported and 
analyzed in KDHE and KFMC 
annual reports, but 
credentialing timeline 
performance is not reported.

1,2 KanCare website, Quality Management section; KanCare RFP section 2.2.4.1.7; KDHE, Annual Report to CMS Regarding Operation of 1115 Waiver Demonstration Program, Year Ending 12.31.14.

Data, Evaluation Results, & Information from Reports

http://www.kancare.ks.gov/quality_measurement.htm#pay
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Focus Area #2:  Improvements in Care Delivery

Provider
Inquiries

CY2014 CY2015 CY2016

Q2 Q3 Q4 Q1 Q2 Q3 Q4 Q1 Q2

Credentialing
Issues

285 177 90 163 239 208 195 231 162

Authorization-
New

2,149 1,968 1,841 2,351 2,369 1,880 1,759 1,942 1,812

Authorization-
Status

3,649 2,961 2,306 2,456 2,417 2,323 2,594 2,773 2,373

Claim denial 
inquiry

4,843 5,256 4,760 5,182 3,990 5,498 4,411 5,605 4,423

Claimstatus 
inquiry

18,401 18,822 18,284 19,457 21,314 19,898 22,399 23,613 21,685

Sources: KanCare Quarterly Reports to CMS. Earliest data is CY2014 Q2. Quarterly Report to CMS Regarding Operation of 1115 Waiver Demonstration 
Program ςQuarter Ending 06.30.16. 

Key Findings

Provider inquiries to MCO 
customer service centers 
regarding claims status 
show an increasing trend 
since 2014. 

Provider inquiries related to 
credentialing and 
authorizations show a 
slightly decreasing trend 
since 2014.

Data, Evaluation Results, & Information from Reports



PROVIDER PAYMENTS

27

ÅFor most providers, Medicaid is the lowest payer in terms of 

reimbursement.

Å Interviewees noted that MCOs payment policies are not standardized and 

that each MCO interprets payment policies differently. Problems with 

payment are consistent across the three MCOs and interviewees noted they 

experience problems with both over- and underpayment. 

Å Interviewees consistently mentioned that seeking reimbursement from 

Medicaid and the MCOs is extremely resource intensive. The administrative 

burden of managing the claims billing and adjudication process has tripled 

for providers.

ÅSome interviewees noted that there have been improvements related to 

clean claims and payments. However, if any difficulty with the claim or 

payment emerges, then it is nearly impossible to find a resolution. 

Focus Area #2:  Improvements in Care Delivery
Provider Experience:  Key Highlights

While provider payments was not 
a focus of this review, many 
providers mentioned this issue 
during the interviews as an area 
needing to be improved. 

The issues was also frequently 
raised in the open ended 
comments submitted by KMS 
survey respondents. 
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ÅSome interviewees noted that issues with provider payments extend past 

the MCOs to KDHE as well. 

ÅFor example, interviewees noted instances when KDHE staff modified rate 

policy interpretations resulting in miscalculations of rates, which later had to 

be adjusted to incorporate back payment amounts.

Å In general, interviewees feel like there is a lack of accountability around 

claim and denial processes. They would like to see the MCOs held to a higher 

level of accountability by the state.

Focus Area #2:  Improvements in Care Delivery
Provider Experience:  Key Highlights

The administrative burden of 
dealing with provider 
payments has reached the 
point that some interviewees 
feel the state is achieving 
ǎŀǾƛƴƎǎ ōȅ άǎƘƛŦǘƛƴƎέ ǘƘŜ Ŏƻǎǘǎ 
to providers. 

Some also question whether it 
ƛǎ ŀ ǎǘǊŀǘŜƎȅ ƻŦ άǿŜŀǊƛƴƎ ǘƘŜ 
ǇǊƻǾƛŘŜǊǎ Řƻǿƴέ ǎƻ ǘƘŜȅ ŘƻƴΩǘ 
go after every payment. 
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Focus Area #2:  Improvements in Care Delivery

Source: KHA report to Robert G. (Bob) Bethell Joint Committee on Home and Community-Based Care and KanCare 
Oversight, April 18, 2016.

Key Findings

ÅKHA conducted a survey early in 
2016 of its member hospitals with 
respect to accounts receivable (A/R) 
over 90 days.

ÅData provided compared pre-
KanCare Medicaid A/R rates with 
rates for KanCare MCOs, Medicare, 
and the highest commercial payer in 
a region.  

ÅThe chart illustrates how resource 
intensive the current Medicaid 
managed care system is compared to 
other payers.
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Data, Evaluation Results, & Information from Reports
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Source: CY2014 and 2015 Data pulled from Kansas Foundation for Medical Care Q4 reports. 2016 Quarter 2 (April, May and 
June 2016) data pulled from KDHE report of KanCare Oversight Committee on Aug 5, 2016.

Key Findings

ÅThe percentage of all claims denied 
in CY2015 were higher than in 
CY2014 for all three MCOs, which 
supports the findings from the 
interviews regarding the rate of 
denials rising over time

Å In CY2016 Q2, claim denial rates 
were lower than CY2015 levels for 
two of the three MCOs, but rates 
remain higher than CY2014.

ÅWhen claims denial rates are 
examined by services type, the 
highest denial rates are associated 
with pharmacy claims followed by 
hospital inpatient claims.
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MCO
CY2014

% Claims 
Denied

CY2015
% Claims 
Denied

Most Recent Quarter Data
CY2016, Quarter 2

April 2016 May 2016 June 2016

Amerigroup 14.57% 18.37% 17.46% 16.21% 16.97%

Sunflower 16.26% 17.17% 18.76% 17.71% 19.39%

United 
Healthcare

15.79% 17.81% 16.33% 15.08% 15.86%

Data, Evaluation Results, & Information from Reports
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Source:  Quarterly Report to CMS Regarding Operation of 1115 Waiver Demonstration Program ςQuarter Ending 06.30.16.

Key Findings

Å¢ƘŜǎŜ Řŀǘŀ ǎǳǇǇƻǊǘ ƛƴǘŜǊǾƛŜǿŜŜǎΩ 
claims that improvements have been 
made in processing clean claims.  

ÅThere has been a slight improvement 
in the upper end of that trend, with 
the maximum number of days 
becoming shorter. However, on the 
lower end, the minimum numbers of 
days has actually increased.

ÅData also show that hospital claims 
and NEMT have the longest TATs.
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Data, Evaluation Results, & Information from Reports
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Lƴ ƛǘǎ ŦƛǊǎǘ ȅŜŀǊ ƻŦ ƻǇŜǊŀǘƛƻƴΣ Yŀƴ/ŀǊŜΩǎ tŀȅ-For-Performance (P4P) system 

withheld 3% of MCO premiums. MCOs could earn back that amount based on 

their performance on 6 measures with each measure worth .5%:

1. Timely claims processing: (1) 100% of clean claims are processed within 20 

days; (2) 99% of all non-clean claims are processed within 45 days; and (3) 

100% of all claims are processed within 60 days.

2. Encounter data submission 

3. Credentialing: 90% of providers completed in 20 days; and 100% of providers 

ŎƻƳǇƭŜǘŜŘ ƛƴ ол ŘŀȅǎΦ όbƻǘŜΥ ōŜƎƛƴǎ ǿƘŜƴ άŀƭƭ ƴŜŎŜǎǎŀǊȅ ŎǊŜŘŜƴǘƛŀƭƛƴƎ 

ƳŀǘŜǊƛŀƭǎ ƘŀǾŜ ōŜŜƴ ǊŜŎŜƛǾŜŘΦέύ

4. Grievances: 98% of grievances are resolved within 20 days; and 100% of 

grievances are resolved within 40 days

5. Appeals

6. Customer Service: 98% of all inquiries are resolved within 2 business days 

from receipt date; 100% of all inquiries are resolved within 8 business days.

Focus Area #2:  Improvements in Care Delivery

No MCO met all 3 sub-
measures under timely claims 
processing during any month in 
CY2013. However, it should be 
noted that the performance 
standards are high.  

While this area of performance 
continues to be identified as an 
issue for providers, timely 
claims processing was not 
included in subsequent years 
P4P measures. The identified 
measures do remain as 
contract expectations and data 
is tracked and reported.

Sources: KanCare website, Quality Management section; KanCare RFP section 2.2.4.1.7; KDHE, Annual Report to CMS Regarding Operation of 1115 Waiver Demonstration Program, Year Ending 12.31.14.

Data, Evaluation Results, & Information from Reports

http://www.kancare.ks.gov/quality_measurement.htm#pay



