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 Executive Summary 

 

The West Virginia Bureau of Medical Services (BMS) has been engaged in a major redesign of its 

Medicaid program. A key component of the redesign is a Medicaid state plan amendment that was 

approved in May 2006 and established Mountain Health Choices, a new program of benefits and rewards 

for low-income parents and children. This program operates under the authority of the Deficit Reduction 
Act of 2005. Mountain Health Choices began operations in three pilot counties in March 2007 and 

expanded to include almost all 55 West Virginia counties by November 2007. As of February 2009, 

approximately 149,000 children and adults were enrolled in the program. 
 

The target population includes low-income Medicaid adults and children such as those in the state’s 

Temporary Assistance for Needy Families (TANF) program. Eligible individuals have the opportunity to 
select “enhanced” or “basic” coverage for themselves and their covered children. If beneficiaries do not 

choose one of these plans voluntarily, they default into basic coverage. To choose enhanced coverage, 

beneficiaries must have a health assessment and sign a member agreement with their primary care 

provider. This agreement specifies members’ rights, responsibilities, and expectations. Those who sign 
the agreement are expected to keep appointments, cancel any appointments they cannot keep, use the 

emergency room only for emergencies, and participate in health improvement programs. If they adhere to 

these expectations, they are entitled to receive additional benefits, known as “healthy rewards.” If they do 
not comply, they may be moved to the basic benefit package. Possible sanctions for noncompliance have 

not yet been set by the BMS because it is awaiting approval from the Centers for Medicare & Medicaid 

Services (CMS) for the Healthy Rewards component of the program. Detailed descriptions of the benefit 
packages are provided in Appendix A. 

 

To evaluate this program, the West Virginia University Institute for Health Policy Research (IHPR) and 

Mathematica Policy Research conducted a series of in-person and telephone interviews in late 2008 and 
early 2009 (roughly 18 months after implementation began). We interviewed individuals from a variety 

of stakeholder groups including state Medicaid representatives, health care providers and administrators, 

patient advocacy groups, and professional association representatives. The interviews collected 
information on early implementation experiences with the Mountain Health Choices program, including 

assessments of strengths, concerns, and recommendations. 

 

 Key Findings: 
 

• There is widespread support for the program’s goals such as promoting personal 
responsibility and strengthening the medical home. 

• Many believe the program as currently implemented will not be able to instill personal 
responsibility because (1) West Virginia has not received approval for the Healthy 
Rewards program and this component has not been implemented, and (2) 
beneficiaries and providers have not been receiving continuous education and 
outreach designed to help beneficiaries make an informed choice of benefit plans.  

• Providers and patient advocates are concerned about beneficiaries defaulting into the 
basic plan, not by choice but because of a lack of understanding of the enrollment 
process and the importance of the health assessment and the member agreement; a 
clear consensus on how to address this concern has not emerged. 
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Program Overview 

The West Virginia Bureau of Medical Services (BMS) has been engaged in a major redesign of its 

Medicaid program. A key component of the redesign is a Medicaid state plan amendment that was 

approved in May 2006 and established Mountain Health Choices, a new program of benefits and rewards 
for low-income parents and children. This new program operates under the authority of the Deficit 

Reduction Act of 2005. Mountain Health Choices began operation in three pilot counties (Clay, Lincoln, 

and Upshur) in March 2007 and expanded to include almost all 55 West Virginia counties by November 
2007. By February 2009, approximately 149,000 children and adults were enrolled in this program. (See 

Appendix B for a summary of county-by-county enrollment statistics as of February 2009.)   

 

The target population includes low-income Medicaid adults and children such as those in the state’s 
Temporary Assistance for Needy Families (TANF) program. Eligible individuals have the opportunity 

during the annual eligibility redetermination period to select “enhanced” or “basic” coverage for 

themselves and their covered children. (See Appendix A for a summary of services offered under basic 
and enhanced coverage compared to traditional Medicaid coverage.) To choose the basic or enhanced 

coverage plan, beneficiaries must visit their primary care provider and sign a member agreement. 

Beneficiaries who do not visit their provider or do not choose a coverage option are placed by default 
into the basic coverage plan.   

 

The member agreement that beneficiaries sign to enroll in the enhanced coverage plan specifies their 

rights, responsibilities, and expectations. Those who sign the agreement are expected to keep 
appointments, cancel any appointments they cannot keep, use the emergency room only for emergencies, 

and participate in health improvement programs. If they adhere to these expectations, they are entitled to 

receive additional benefits, known as “healthy rewards.” If they do not, they may be moved from the 
enhanced plan to the basic plan. A final decision on possible rewards for compliance or sanctions for 

noncompliance has not yet been made by the BMS because it is awaiting approval from CMS for the 

Healthy Rewards component of the program.
1   

 

In addition to the Mountain Health Choices benefit program, West Virginia’s redesign of its Medicaid 

program includes a Medical Home component, although this component was not implemented at the time 

of this study. All Medicaid beneficiaries, regardless of their coverage plan, would be assigned to a 
medical home. The Medical Home component would require the primary care provider to conduct 

appropriate screening, education, and overall care coordination, and establish an action plan for 

addressing chronic conditions and health risks.   
 

As indicated in the BMS proposal, intended impacts of the Mountain Health Choices program include 

significant improvement in clinical indicators, such as chronic conditions, hospitalizations, and costs for 

institutional and emergency care for chronic conditions. Although state officials indicated during 
interviews that they had no predetermined figures for the percentage of eligible beneficiaries who would 

enroll in the enhanced plan, the BMS proposal to CMS anticipated that 10 percent of members would be 

enrolled in the enhanced plan after 18 months, and that this percentage would increase to 15 percent 
during months 24 to 36.   

                                                
1 If implemented as designed, the Healthy Rewards program would provide an account that tracks utilization of 

appropriate health care services. The value of this account would increase with appropriate utilization and decrease 

with inappropriate utilization. The account could be used to access additional benefits such as vision or dental care, 

participation in wellness programs, or other rewards to be determined. Beneficiaries would receive account 

statements that would help them track their status in the program. 
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Interview and Data Analysis Methods 

In-person and telephone interviews were conducted with 26 people representing four stakeholder 

groups: (1) state Medicaid representatives, (2) health care providers and their staff (including 

community health centers and community mental health centers), (3) patient advocates, and (4) 
professional association representatives. The interview protocols were developed by staff at IHPR and 

Mathematica®. Mathematica staff traveled to West Virginia on two occasions in October and 

November 2008 to conduct in-person interviews. Some interviews were conducted jointly by IHPR 
and Mathematica staff, but most were conducted separately either by IHPR staff or Mathematica staff. 

In a few cases, Mathematica staff conducted interviews by telephone when travel logistics did not 

allow for an in-person interview. Interviews lasted from 30 minutes to approximately two hours each. 

Handwritten notes were taken during each interview. 

We identified individuals to be interviewed through personal IHPR contacts, provider lists, and other 
documents including documents about the program from the BMS web site. Interviews were 

conducted with state officials, advocates, and professional association representatives located 

primarily in Charleston, and with providers in Upshur, Wood, and Raleigh counties. These counties 

were selected on the basis of three criteria:  (1) at least one year of post-implementation experience, 
(2) level of enrollment in the enhanced program (including at least one county with relatively low 

enrollment and at least one county with relatively high enrollment in the enhanced plan), and (3) 

relatively large populations of Medicaid beneficiaries and providers.   

After conducting the interviews, Mathematica and IHPR staff reviewed and analyzed all data. We 

analyzed the interview data qualitatively to identify main themes. Then we shared the results with all 
members of the project team for input and revisions, and checked them against original notes until all 

members agreed that we had achieved high levels of accuracy and reliability in the final report. 

 



 5  

Findings 

Based on the information collected, we identified important themes in five areas: (1) enrollment, (2) 

education and outreach, (3) services and benefit structure, (4) provider understanding and participation, 

and (5) program outcomes.  
  

Enrollment 

 
As of February 2009, approximately 19,000 people were enrolled in the enhanced plan (approximately 

17,000 children and 1,700 adults), representing about 13 percent of eligible children and 10 percent of 

eligible adults (see Appendix B.) Although considerable county-to-county variation exists (ranging from 

0 to 30 percent in the enhanced plan), the state achieved the 10 percent enrollment goal after one year. It 
is too early to determine whether the second enrollment goal, 15 percent after two to three years, will be 

reached. However, many people we interviewed, including state representatives, expressed 

disappointment in the slow growth of enrollment in the enhanced plan.   
 

Selecting a coverage plan, something most employer-sponsored insurance plans require, is the first step 

to personal responsibility. For Mountain Health Choices to be effective, beneficiaries must make an 
informed choice of plans. Making an informed choice is particularly important for beneficiaries in 

Mountain Health Choices because, similar to employer-sponsored insurance plans, beneficiaries are 

locked into a plan until their annual redetermination of Medicaid eligibility.
2 Patient advocates and some 

providers expressed concerns that eligible adults and parents of eligible children are not receiving the 
help and support they need to make an informed choice of plans and that the enrollment levels reflect the 

program’s default mechanism into the basic plan rather than beneficiaries’ informed choice of plans. 

They expressed particular concern for the children who are dependent on their parents to make decisions 
on their behalf. Providers and advocates noted that parents need to receive full and clear information 

about the enhanced and basic plans to make the best choice. They worry that children’s care might suffer 

if parents either choose not to enroll their child in the enhanced benefit plan or neglect to follow the 
proper enrollment procedures so that the child defaults into the basic plan. Beneficiaries with mental 

illness are also of concern to advocates and providers. They believe that, within the population eligible 

for Mountain Health Choices, those with mental illness may be the least able to make an informed choice 

of benefit plans and that these beneficiaries need considerable assistance when choosing a plan. 
 

Because patient advocates and providers believe most Mountain Health Choices beneficiaries are not 

making an informed choice of plans, they would like the program to include a safety net provision to 
ensure that beneficiaries receive the care they need.

3 One suggestion focused on changing the default 

plan to either regular Medicaid or the enhanced plan. Another suggestion was to use risk factors or the 

                                                
2 We were told that it takes two months to complete the processing before a beneficiary can enroll in the enhanced 

coverage plan and, while they wait, beneficiaries are automatically placed in the basic plan until they complete their 

health assessment and member agreement. One patient advocate indicated that when eligibility is redetermined, 

beneficiaries in the enhanced plan are automatically placed in the basic plan and have to re-sign the member 

agreement to reestablish enrollment in the enhanced plan.  

3 At least one provider noted that beneficiaries can always get some level of care. Beneficiaries can turn to a 
federally qualified health clinic (FQHC) to get complete care because they use an all-inclusive billing rate and are 

mandated to provide care to all. One respondent called this the “FQHC loophole.” While this assertion may be true 

for some beneficiaries, not all FQHCs provide a full range of services (for example, some focus on services for 

pregnant women and children) and they frequently operate at or above their capacity levels, which may result in 

long waiting times for services. 
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beneficiary’s medical history as the basis for selecting the most appropriate plan. Both solutions have 

important implications for overall program costs that need to be considered to ensure the program meets 
its goals and is fiscally sound. 

 

Beneficiary Outreach and Education 

 
Patient advocates, providers, and professional associations are concerned about the lack of program 

information and they report inadequate outreach to beneficiaries. They believe that parents’ knowledge 

and understanding of the program is often poor or nonexistent, both before and after they sign up. They 
indicated that initial mailings looked like junk mail and often were discarded. State officials, on the other 

hand, described the outreach efforts as “massive,” including mailings, billboard advertising, and 

advertisements in local newspapers and newsletters.  
 

At the time of the study, the state had no ongoing outreach and education campaign for beneficiaries and 

we did not hear about any local efforts run by community-based groups. During our visits to local 

providers and community-based groups, few had a supply of Mountain Health Choices brochures to 
distribute. The state improved the initial mailing to beneficiaries (they changed the envelope so that 

recipients would more easily know the material was from Medicaid and clarified some of the language). 

However, most of those interviewed believe that many beneficiaries do not understand the informational 
mailings, especially the initial mailings. Most programs benefit from ongoing and sustained outreach and 

education programs; the low education and literacy levels and highly transient nature of the population 

eligible for Mountain Health Choices necessitate such an effort.  
 

Services and Benefit Structure 

 

Perspectives on the two-tiered benefit structure were mixed. Some thought this structure was a cost-
effective approach and Medicaid staff expressed the view that the basic plan offers good coverage. 

However, providers and patient advocates expressed the view that services in the basic plan were cut 

significantly relative to traditional Medicaid and they were concerned that those in the basic plan may not 
get the care they need and may end up using more costly emergency services that are covered. In fact, 

services in the basic plan are either similar to or less extensive than those in traditional Medicaid. A few 

key differences in coverage between traditional Medicaid and the basic plan include: for example, unlike 

traditional Medicaid, the basic plan includes a limit of four prescriptions per month, an annual limit of 
$1,000 for durable medical equipment, and a limit of 30 days per year for inpatient psychiatric services. 

The enhanced plan also offers services that are similar to traditional Medicaid, but it includes some 

additional services such as weight management services and nutritional education. See Appendix A for a 
more complete comparison of covered services under the basic, enhanced, and traditional plans.   

 

Patient advocates and providers were primarily concerned with the basic plan’s prescription drug limits 
and restrictions on mental health services. Since enrollment in the enhanced plan is only about 10 percent 

of the eligible population, services for most beneficiaries have been reduced and providers and advocates 

fear that the consequences of this for health and program costs over time could be severe.  

 
Providers, advocates, association representatives, and state officials all largely agreed that rewards should 

be immediate, meaningful, and tangible if they are to be effective incentives. The delay in implementing 

the Healthy Rewards component of Mountain Health Choices has been recognized as an unfortunate 
drawback by most individuals we interviewed. However, getting Healthy Rewards in place has been a 

challenge; for example, giving people a monetary reward is problematic because it raises issues related to 

cash benefits tied to family income. As of this report, the BMS was still awaiting approval.   
 

 

 













APPENDIX B TABLE (continued) 
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 Children Adults 

County Number 

Percentage in 

Enhanced Plan Number 

Percentage in 

Enhanced Plan 

Program Started November 2007 

Berkeley 6,012 7 629 6 

Brooke 1,333 17 170 13 

Hampshire 1,689 10 192 9 

Hancock 1,974 17 218 13 

Jefferson 2,236 5 251 8 

Marshall 2,457 16 298 13 

Mineral 1,787 14 203 12 

Morgan 1,105 10 111 13 

Ohio 2,540 23 333 14 

Program Started January 2008 

Cabell 7,122 11 1,175 5 

Wayne 3,672 8 509 10 

Program Start Not Known 

Grant 39 0 4 0 

Hardy 64 0 4 0 

Mason 119 4 25 4 

Pendleton 10 20 3 33 

 

 

Source: Mountain Health Choices Count Report for February 1, 2009. 

 

 

  


