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EXECUTIVE SUMMARY
The emergence of managed care into the health care system was intended to
change the behaviors of both providers and patients to contain rising health care costs.
These management strategies raise concerns about interference with professional trust
relationships and its impact on access to care and quality of care, especially for disabled
individuals with severe mental illness. Due to their vulnerability, they are less likely to
advocate for themselves in receiving proper quality health care. In addition, distrust of
health care systems is a prominent feature of this population because of their past
experiences with systems of care and providers who have restricted their choices
regarding treatment options. Many individuals with mental illness have experienced
coercion in regard to treatment, resulting in mistrust in health care providers and an
increased reluctance to use services (Regier, Narrow, Rae, & et al., 1993). With these
preexisting negative, disadvantaged conditions, changes in the health care system could
further limit utilization of health/mental health services among this vulnerable population
and result in undesirable outcomes. Consequently, more expensive treatment modalities
may be needed and may result in higher health care expenditures among this population.
Among individuals with serious mental illnesses (SMIs), 40% of them do not seek
any treatment from either the general medical or specialty mental health providers. Only
one-third of individuals who need mental health services received treatment from either
general health or mental health care providers. In Florida, evaluation results of Medicaid
health services indicate between 15% and 20% of individuals with SMI did not use any
mental health services (Regier, Narrow, Rae, & et al., 1993). These findings lead us to
question why individuals who likely should be receiving services do not use them. One
theory is that the level of trust a person has in his or her provider is an important factor
associated with disabled individuals’ use of health/mental health services.
Few studies have investigated the effects of people’s trust in their providers on their
health care outcomes. Studies have found that people’s trust in their health care providers
has an important influence on various health care outcomes, including maintaining
atherapeutic relationship, adherence to treatment recommendations, and more satisfaction
with services received. These findings document the importance that a trusting relationship
may have on individuals' health service utilization, and suggest that trust may also be
indirectly related to their health care costs.
Purpose of the Study
The purpose of this study is to investigate the impact of Medicaid enrollees’ trust in
health care providers on the service utilization by answering the following questions:
1. Were individuals with a higher level of trust in their health care providers less
likely to stop using low cost services compared to those who reported lower
levels of trust in their health care providers?
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2. Were individuals with a higher level of trust more likely to use low cost treatment
modality such as outpatient care on a regular basis compared to those who have
lower levels of trust in their health care providers?
3. Were individuals with lower levels of trust in their health care providers more
likely to use high cost treatment modalities?
Design and Method
The study used a secondary data analysis approach. The data sources include
self-report data of a population-based mail survey to evaluate Medicaid prepaid mental
health services conducted by researchers of Louis de la Parte Florida Mental Health
Institute (FMHI) in 2001 and Medicaid eligibility data and service utilization data six months
before and after responding to the 2001 mail survey. The latter data included Medicaid
claims data and services event data from the Florida Department of Children and Families
(DCF). All service utilization data were recoded into low cost services (outpatient services)
and high costs services (emergency services, day treatments, and inpatient/residential
services).
Analytical Approach
A logistic regression model was used to analyze the relationship between trust and
services used by three Medicaid health plans’ (fee-for-services, prepaid mental health plan
and HMO) enrollees.
Sample
The sample included the 2001 mail survey respondents of Medicaid beneficiaries
who received Supplemental Security Income (SSI) due to disability conditions other than
head injuries, maintained their Medicaid eligibilities, and lived in the same geographic area
throughout the study period.
Results
The results of descriptive analyses indicated:
1.
The HMO plan had significantly more Black and less White adult and children
than either the FFS or PMHP plans.
2.
Adult HMO enrollees had higher levels of mental health functioning (p = .055)
compared to adult enrollees in either the FFS or PMHP plans.
3.
Fewer adult HMO enrollees had switched health plans during the study period
compared to the FFS or PMHP adult enrollees.
4.
Adults enrolled in the HMO plan had a significant lower service penetration rate
compared to adults enrolled in either FFS or PMHP plans. There were no
significant differences found in service penetration rate among children enrolled
across the three plans.
5.
Trust was found only significantly related to discontinuation of low cost physical
health services for children enrolled in PMHP plan and with use of high cost
mental health services among adult enrolled in the FFS plan. Children of
caregivers with higher levels of trust in the children’s health care providers were
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less likely to discontinue the low cost services as predicted in Hypothesis 1.
Among adult FFS enrollees with psychiatric disability conditions, respondents
who had a higher level of trust in their health care providers were more likely to
use the high cost mental health services, which did not support Hypothesis 3.
The type of health care provider’s professional was repeatedly significantly
associated with both discontinuation of low cost mental health services and
regular usage of low cost health services. These findings suggest issues related
to type of provider’s professional background are important in relation to
services use. Although we are not able to identify specific issues from this study,
these issues may be related to organizational policy, such as availability of
specialty professionals and the policy's effect on providers’ professional
behaviors (for example, treatment protocols, formulary, and gatekeeping).
Further investigation of these findings is needed.
Health condition was also found to be a significant predictor related to
discontinuation of low cost physical and mental health services, and regular use
of low cost physical and mental health services.

Conclusions and Implications
Trust is a primary concern of many scholars, researchers, and health care providers
(Blumenthal, 1996; Mechanic, 1996 & 1997; Mechanic & Schlesinger, 1996). Results of
this study indicated that trust was significant in predicting children’s discontinuation of low
cost physical health services as predicted. However, trust was related to the high cost
mental health services used by adult respondents recipients in a different direction, which
did not support the proposed hypothesis. The limited findings may be related to the
limitation of the study design, such as a short study period, quality of claims data, and
small sample size.
A health system that facilitates the trusting relationship is equally important. The
results of this study suggest that the type of providers on whom respondents rated their
trust repeatedly resulted as a significant predictor associated with service utilization.
Whether this finding was related to the effects of health policy on providers’ behaviors or
their characteristics could not be determined from this study. However, the effect of a
health care system's policy of patient allotted time has an undeniable impact on the
availability of providers and providers’ service behaviors (Mechanic, 2003).
The results of this study also indicated that minorities were more likely to
discontinue the low cost services and less likely to use high cost services. This study was
unable to determine whether or not this service choice was related to health disparity.
Further investigation to understand factors contributing to Medicaid enrollees’ service
utilization behaviors is recommended.
Limitations of the study
There are several limitations of this study. The effect of a trusting relationship was
only examined over a short time period, six months after trust was measured. With such a
short period of time, we may not be able to detect a significant change in enrollees’ health
seeking behaviors, such as discontinuation of use of low cost services, which was defined
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in this study as not using the services continuously for period of six months. In addition, the
effect of the trusting relationship on health care quality and health outcomes may not be
able to reveal any significant changes within such a constrained timeframe.
Use of secondary data analysis has limited our sample size. Having a small number
of subjects in the two managed care plans is another limitation of this study. With small
sample sizes for the PMHP and HMO plans, we were not able to identify significant
predictors related to service utilization behaviors of several subgroups enrolled in these
plans.
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Background Significance
The emergence of managed care into the health care system was intended to
change the behaviors of both providers and patients to contain rising health care costs.
Many studies have found that managed care has reduced health care cost significantly
through different management mechanisms, such as prospective utilization review, case
management, and physician gate-keeping (Wickizer & Lessler, 2002). However, these
management strategies also raise concerns about interference with professional trust
relationships and its impact on access to care and quality of care (Blumenthal, 1996;
Mechanic, 1996 & 1997; Mechanic & Schlesinger, 1996). This is especially true for
disabled individuals in general and persons with mental illness specifically, who are more
likely to be in a disadvantaged state and unable to advocate for themselves. They are
typically poor and have complex co-morbid physical/substance abuse health conditions
that result in excess mortality (Bazemore, 1996; Berren, Hill, Merikle, & et al., 1994; Black,
Warrack, & Winoker, 1995; Newman & Bland, 1991). Due to their vulnerability, they are
less likely to advocate for themselves in receiving proper quality health care. In addition,
distrust of health care systems may be a prominent feature of this population because of
their past experiences with systems of care and providers who have restricted their
choices regarding treatment options. Many individuals with mental illness have
experienced coercion in regard to treatment, which resulted in mistrust in health care
providers and increased their reluctance to use services (Regier, Narrow, Rae, & et al.,
1993). With these preexisting negative, disadvantaged conditions, changes in the health
care system could further limit utilization of health/mental health services among this
vulnerable population and result in undesirable outcomes. Consequently, more expensive
treatment modalities may be needed and could result in higher health care expenditures
among this population.
According to the results of the 1990 National Co-morbidity Survey, mental disorders
affect an estimated 20% of the U.S. population during a given year. Approximately 5.4% of
adults are considered to have a serious mental illness that interferes with their social
function, and half of them suffer from severe and persistent mental illnesses (SMI)
(Kessler, Berglund, Zhao, & et al., 1996; Kessler, McGonagle, Zhao, & et al., 1994).
However, among those individuals with SMI, 40% of them do not seek any treatment from
either the general medical or specialty mental health providers. Only one-third of
individuals who need mental health services received treatment from either general health
or mental health care providers. In Florida, evaluation results of Medicaid health services
indicate between 15% and 20% of individuals with SMI did not use any mental health
services (Regier, Narrow, Rae, & et al., 1993). These findings lead us to question why
individuals who likely should be receiving services do not use them. One theory is that the
level of trust a person has in his or her provider is an important factor associated with
disabled individuals’ use of health/mental health services.
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Literature Review and Hypotheses
Regular and consistent source of care is important for both patients and providers in
relation to health care outcomes (Sweeney & Gray, 1995). Studies have found that this
relationship can increase both patients’ and providers’ satisfaction, decrease
hospitalization, and lower costs (Bostrom, Tisnado, Zimmerman, & Lazar, 1994; Ettner,
1996; and Weiss & Blustein, 1996). Trust is the cornerstone for developing this therapeutic
relationship. Direct health care providers, such as physicians and nurses, serve as agents
for their patients within the health care system. Patients rely on their health care providers
to advocate and prioritize their health needs and services. This is particularly true when
patients are disadvantaged. Few studies have investigated the effects of people’s trust in
their providers on their health care outcomes. Kao and his colleagues found that
individuals with higher levels of trust in their health care providers were more likely to
maintain their relationships with these providers and less likely to switch health care plans
compared to individuals with lower levels of trust (Kao, Green, David, & et al., 1998a).
Valey and his colleagues also found that trust, honesty, and respect are essential
ingredients for successful treatment (Valey, Krone, & Gerbino, 1998). Other investigators
have found that people’s trust in their health care providers has an important influence on
various health care outcomes.
In their study on the effect of professional relationships on health care outcomes in
primary care settings, Thom and Campbell (1997) found that individuals with higher levels
of trust in their providers were more likely to follow treatment recommendations and
expressed greater satisfaction with the services they received. Similar results regarding
the importance of trust have been found among disabled individuals (Chen, 2001). Using
mail survey techniques to examine the relationship between adult Medicaid recipients’ trust
in their health care providers and their health outcomes, Chen (2001) found that individuals
who were more trusting of their health care providers were less likely to discontinue
prescribed medication without consulting their health professionals and reported greater
satisfaction with the services they received compared to individuals with lower levels of
trust in their providers. These findings document the importance that a trusting relationship
may have on individuals' health service utilization, and suggest that trust may also be
indirectly related to their health care costs. However, the studies conducted to date have
been primarily cross sectional and only focused on individuals who have used services.
Therefore, these studies provide limited empirical evidence to draw conclusions about
whether trust has a direct impact on individuals' service utilization patterns and costs.
Purpose of the Study and Specific Aims
In 2001, we conducted a population-based mail survey and asked Medicaid
recipients in three areas of Florida about their levels of trust in their health care providers
as well as health care outcomes, including general health and mental health status and
levels of satisfaction with services received. After linking these self-reported data with the
Medicaid claims data and the DCF integrated data sources (IDS), we examined the
relationship between respondents’ levels of trust in their health care providers and
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health/mental health service penetration rates among the Medicaid recipients enrolled in
one of the three different financing conditions (fee-for-service plan, prepaid mental health
plan, and HMOs) during the year prior to responding to the questionnaire. The results
indicated that respondents’ levels of trust in health care providers were significantly related
to their use of services among both adults and children. Adult service users and the
caregivers of children who used services during the year preceding the mail survey
reported significantly higher levels of trust in their health care providers compared to
enrollees who did not use any services. In addition, the type of health care plans (i.e.,
managed versus non-managed) in which individuals enrolled was also a significant
predictor related to trust in health care professionals among adult enrollees. Adults
enrolled in a managed physical health plan were less likely to use services and had
significantly lower levels of trust in their health care providers compared to adult enrollees
in a non-managed plan. However, this finding did not hold for children. Rather, a child’s
age was a significant predictor of caregivers’ levels of trust in their children’s health care
providers. Caregivers with younger children were significantly more likely to trust their
children’s health care providers compared to caregivers with older children.
To continue investigating the impact of enrollees’ trust on the service utilization
among the vulnerable population, this year’s study was designed to answer the following
questions:
1.
2.
3.

Were individuals with a higher level of trust in their health care providers less
likely to stop using low cost services compared to those who reported lower
levels of trust in their health care providers?
Were individuals with a higher level of trust more likely to use low cost
treatment modality such as outpatient care on a regular basis compared to
those who have lower levels of trust in their health care providers?
Were individuals with lower levels of trust in their health care providers more
likely to use high cost treatment modalities?
Design and Method

Data Sources
Five existing data sources were used to conduct analyses to answer the identified
research questions. First, self-report data collected from Medicaid recipients in AHCA
areas 1, 4 and 6 who responded to the 2001 population-based mail survey conducted as
part of the evaluation of AHCA’s prepaid mental health plan evaluation were identified. As
part of this survey, respondents completed a scale assessing their trust in their health care
providers.
The mail survey responses were then linked to the following administrative
datasets:
(1)

Medicaid eligibility files provided by the Agency for Health Care
Administration of Florida (AHCA) to provide demographic information
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including age, gender, and race/ethnicity, health plans enrolled, and to verify
participants’ eligibility status.
(2)

Service utilization data between July 2000 and June 2002 from various
sources that included information of service date, identification for grouping
type of service used:
a.

Medicaid claims data: these data provided information related to
service used and paid by FFS plans.

b.

IDS service event data (due to residential treatment is not paid by
Medicaid) to capture service used and not paid by Medicaid plans.

c.

Health and/or mental health service encounter data from managed
care organizations (FHP and HMOs) to include services used and
paid by either PMHP or HMOs. These data are crucial for
understanding how health plan financing conditions affect the trust
relationship and service use which we were unable to accomplish in
the previous year’s analysis due to lack of managed care data.

Service utilization information was extracted from three service event data sources
for six months prior to completion of the survey and six months post completion of the
survey. These data were used to examine the relationship of service utilization and
respondents’ trust in their health professionals.
Analytic Approach
The ultimate analytic plan was designed to examine the effect of Medicaid
enrollees’ trust in their health care professionals on their service utilization after responding
to the 2001 mail survey. Although the survey was conducted between March 2001 and
June 2001, some participants did not respond until several months after they received the
survey. In the previous years’ report we summarized the relationship between
respondents’ service utilization in the year prior to completing the mail survey and its
relationship to respondents’ level of trust in their health care providers. Given that the
administrative claims data available for analysis at Louis de la Parte Florida Mental Health
Institute (FMHI) were only inclusive through June 30, 2002 and that the claims data
needed to conduct the one-year post survey service utilization analysis requires that data
be available through the latter part of 2002, the analyses summarized in this report only
include service utilization data for a six month period before and after individuals
responded to the 2001 mail survey. Additionally, concerning the differences in the service
encounter reporting requirements among the three health plans, which may result in
incompatible data quality, analyses were conducted within each health plan to examine the
effect of trust on health services utilization by Medicaid SSI recipients. No plan comparison
was performed in this study.
Services or events that occurred during the study period were identified from data
files and grouped into four categories: outpatient services, day treatment services,
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inpatient/residential services and emergency/crisis intervention services. These categories
were based on Catcaid1 code developed by Policy and Services Research Data Center at
FMHI (Appendix A) to recode Medicaid data sets (both data received from AHCA and
managed care claims), and cost center code of Florida Department of Children & Family
Pamphlet 155-2 (2001) was used to classify service event category of IDS data.
For the purpose of this analysis, outpatient services were considered to be low cost
treatment options while inpatient/residential care, emergency services, and day treatment
were considered to be high cost treatment modalities. Individuals who did not use any of
these defined services for a continuous period of six months or more during the study
period (counting from two months before responding to the mail survey) were considered to
have discontinued service use. When individuals used low cost services at least three out
of six month period, they were considered to be regular low cost service users.
Mail survey respondents’ levels of trust in their health providers were used to predict
three service utilization variables: (1) regular usage of low cost service on regular basis, (2)
usage of high cost services, and (3) discontinuation of services. A logistic regression model
was used to examine how individuals’ level of trust in their health care providers related to
their services use within each health plan by controlling covariates, including physical
health and mental health conditions, demographic variables including gender, race/ethnicity
difference, the type of providers on whom respondents rated their trust, and any switching
of plans during 6 months period following response to the mail survey.
Given that previous studies found individuals with higher levels of trust in their health
care providers were more likely to continue and adhere to treatment recommendations and
receive quality of care (Chen, 2001; Kao, Green, David, & et al, 1998a; Kao, Green,
Zaslavsky, & et al, 1998b; and Thom & Campbell, 1997), we predicted that individuals who
had higher levels of trust in their health care providers would be more likely to use the low
cost treatment modality on a regular basis and would be less likely to stop using health
services when factors such as health status were controlled. Furthermore, we predicted
that individuals with lower levels of trust would be less likely to use the low cost services
until their conditions became critical. As a result of this behavior, we predicted that
individuals with lower levels of trust in their health care providers would be more likely to
end up using higher cost services, such as emergency services, day treatment, and/or
inpatient services.
Sample
Subjects were selected among Medicaid beneficiaries who received SSI due to
physical and/or psychiatric disabilities and had responded to the mail survey conducted in
2001 based on the following study criteria: (1) maintain Medicaid eligibility without dual
eligibility for Medicare throughout the study period, six months before and six months after
responding to the trust survey; (2) lived in the same areas; (3) completed the mail survey in
2001, and (4) enrolled in a fee-for-service plan (FFS), prepaid mental health plan (PMHP),
or an health maintenance organization (HMO) plan. Final subjects included in this analysis
were 622 children of caregivers and 860 adults who responded to the mail survey and met
the study criteria.
Characteristics of Adult Subjects
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Nearly 70% of the adult respondents were female. Respondents’ ages ranged from
21 to 67 years old, with an average age of 46.7 (SD = 12.0). No significant differences were
found in the gender or age distribution of enrollees across the three health care plans.
Over 60% (519) of the respondents were enrolled in a FFS plan, 21.0% (158) were enrolled
in a PMHP plan, and 18.6% (160) were enrolled in an HMO plan.
Table 1. Characteristics of Adult Respondents

N
Mean
SD

FFS
519
46.85
12.09

PMHP
181
46.82
12.50

HMO
160
45.74
11.25

Total
860
46.64
12.02

p
> .05

%

67.24

73.48

74.38

69.88

> .05

White %
Black
%
Hispanic and
Others %

67.24
20.81

57.46
18.78

50.62
33.12

.62.09
22.67

< .05

11.95

13.76

16.26

15.24

Level of Trust

Mean
SD

40.80
9.52

40.12
9.69

39.76
8.26

40.46
9.34

> .05

Physical
Functioning

Mean
SD

32.74
10.44

33.81
10.62

33.64
10.25

33.15
10.44

> .05

Psychotic
Symptoms

Mean
SD

Mental
Functioning

Mean
SD

39.01
6.19

38.38
5.96

39.99
6.30

39.06
6.18

= .055

%

7.90

7.18

1.88

6.63

< .05

Age

Female
Race

Any Plan Change

32.99
12.80

31.70
12.49

10

33.61
14.37

32.84
13.04

> .05
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Table 2. Characteristics of Child Respondents

Age

Female

N
Mean
SD

%

FFS
PMHP
396
124
13.50
12.96
3.96
3.96
33.33

23.39

HMO
102
14.08
3.66

Total
622
13.49
3.92

p
> .05

30.39

30.87

> .05
< .05

Race

Level of Trust
Physical
Functioning

Psychiatric
Symptoms
Any Plan
Change

White %
Black
%
Hispanic and
Others %

56.57
32.07

36.29
44.35

32.35
48.04

48.55
37.14

11.4

19.4

19.6

14.3

Mean
SD

41.25
9.88

40.21
9.36

40.27
8.95

40.88
9.63

> .05

Mean
SD

66.14
7.81

65.00
7.31

67.44
7.01

66.32
7.59

> .05

Mean
SD

33.30
14.12

33.38
13.21

32.84
13.38

33.24
13.80

> .05

%

5.81

8.06

4.90

5.81

> .05
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With respect to race/ethnicity, 62.1% (534) of these adults were Caucasian, 22.7%
(195) were African-American, and 15.2% (131) were Hispanic or from other minority group.
Enrollees in the FFS and PMHP plans were significantly more likely to be Caucasian and
less likely to be African-American compared to enrollees in the HMO and HMO/FFS plans
(p < .05) (Table 1).
Characteristics of Child Subjects
Among 622 child Medicaid recipients, 69.1% (430) were boys and 30.9% (192) girls
with an average age of 14 (SD = 3.92, ranging from 5 to 21). There were no significant
differences in the children’s gender or age across the three health plans. Their
racial/ethnicity distributions were 46.8% (302) Caucasian, 37.1% (231) African-American,
14.4% (89) Hispanic and other minorities. Nearly 64% (396) were enrolled in a FFS plan,
19.9% (124) were enrolled in the PMHP, and 16.4% (102) were enrolled in an HMO plan.
Detailed characteristic comparisons of children in the three plans are listed in Table 2.
Instruments
Five previously developed and psychometrically tested measures were used to
collect information regarding respondents’ level of trust in their health care provider, health
status, and mental health status. Each of these measures is briefly described below.
Trust
The Trust in Health Care Provider Scale (TIHCPS) is a 10-item, self-report measure
designed to assess respondents’ level of trust in their health care providers. The measure
was specifically adapted for use with a disabled population (Chen, 1999). The measure
has high internal consistency ranging between .85 and .90.Higher scores on the TIHCPS
indicate respondents have a greater level of trust in their health professionals.
\
Health Status
For adult respondents, the SF-12, a 12-item self-report measure, was used to
assess their physical and mental health functional status. This measure has a high level of
test-retest reliability and validity (Brazier, Jones, & Kind, 1993; McHorney, Kosinski, &
Ware, 1993; Ware, Baylies, Roger, Kosinski, & Tarlov, 1996; Ware, Kosinski, & Keller,
1995 & 1996). A higher score on the SF-12 reflects a greater level of functioning.
For child respondents, a subset of items from the Child Health Questionnaire
(Landgraf, Abetz, & Ware, 1999) was used to measure their physical health functioning as
reported by their caregivers.
Mental Health Status
The Colorado Symptom Index (CSI) was used to assess the mental health status of
adult respondents. The CSI is a 14-item self-report measure of psychiatric symptoms with a
high level of internal consistency (Alpha = .87) (Shern, Lee, & Coen, 1997).
Children’s mental status was assessed using the Pediatric Symptom Checklist
(Jellinek, Murphy, & Burns, 1986), a 35-item caregiver self-report measure.
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Protection of Human Subjects and Data Management
An Access database with a password to ensure confidentiality was applied for
security purposes. The administrative data was stored in the password secured database
for data linkage. Social security numbers were used to link different data sets. After the
linkage of these different sources of data, a dummy ID code was created and the social
security number was deleted from the linked data set. The linked data set, which now had
without any personal identification, was exported to SPSS, the Statistical Package for the
Social Sciences, for data analysis.
Results
Because of concerns regarding the under reporting of service events and claims to
AHCA by managed care entities relative to the FFS condition (due to different financing
contractual conditions), we examined the effect of the trust relationship on service use
within each plan rather than compare the effect of the trust relationship on service use
among the three plans. However, we did compare characteristics of study subjects of the
three plans as reported in the section A. Descriptive results.
In this section, we present descriptive results, including health conditions and
caregivers’ levels of trust, followed by an analysis of the relationship between service use
and trust of both adults and children of each plan. Even though all subjects were Medicaid
SSI recipients, not every subject needed both physical and mental health services.
Therefore, use of physical health services and use of mental health services in relation to
trust were examined separately. Subjects who indicated they received SSI due to physical
disabilities or needed physical services from self-report data were included in the analyses
for examining physical health services and their relation to trust. Meanwhile, individuals
who indicated that they needed mental health services or received SSI due to a mental
disability condition were included in the analysis for examining mental health services use
and their relation to trust.
A.

Descriptive Results

Physical Health Condition
Table 1 provides a detailed comparison of adult enrollees’ physical health
functioning across the three plans. There were no differences found in the physical health
of adults enrolled in the four health plans (p > .05).
Meanwhile, no significant differences were found in the physical health status of
children enrolled in the three different plans (Table 2).
Mental Health Condition
There were no significant differences found in either psychiatric symptoms or
mental health functioning levels of adults enrolled in the three plans (Table 1).
No significant differences in psychiatric symptoms were found among children
enrolled in the three health plans (Table 2).
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Level of Trust in Health Care Providers
The results of analysis of variance revealed no significant differences in the level of
trust in health care providers reported by adults in the three plans, regardless the
professional specialties of their providers. The mean level of trust in providers was 40.46
(SD=9.34) (Table 1).
There were 622 caregivers who rated their level of trust in their children's health
care providers. The results of analysis of variance also revealed no significant differences
in caregivers' level of trust in their children's health care providers across the three health
care plans, with average level of trust of 40.88 (SD=9.63) for caregivers of children in the
three plans (Table 2).
Switching Health Plan during the Study Period
Among 860 adult subjects, the HMO enrollees were significantly less likely to
change their health plan (1.9%) compared to adults enrolled in either a FFS plan (7.9%) or
PMHP plan (7.2%) within the study period (Table 1).
In contrast, there were no significant differences found in changing health plans by
the caregivers of the children enrolled in the three plans (5.81%, 8.06%, and 4.9% by
children of FFS, PMHP, and HMO plans, respectively) (Table 2).
Overall Health and Mental Health Services Use
Based on a combination of self-reported service use and administrative data
sources of service use, 4.2% (39/860) of the adult enrollees reported that they used
neither physical nor mental health services during the study period. Adult FFS and PMHP
enrollees had similar service penetration rates and both are significantly higher than the
HMO enrollees (Figure 1-a).
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Among child Medicaid SSI recipients, 5.79% (36/622) did not use any services
based on a combination of caregiver self reports and Medicaid and IDS claims data. No
significant differences were found in the service penetration rates among children enrolled
in the three health care plans (Figure 1-b).

Physical Health Services Use
There were a total of 835 adult respondents included in examining the relationship
between level of trust in their health care providers and their use of physical health
services. Similar to any health service use, approximately 4.2% (35/835) of adult
respondents used physical health services during the study period. Adult FFS and PMHP
enrollees had similar physical health services penetration rates, which are significantly
higher than adult HMO enrollees (Figure 2-a).
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Among 564 children who had physical disability conditions, 5% (28/564) did not use
any physical health services. There were no significant differences in penetration rate of
physical health services among children enrolled in the three plans (Figure 2-b).

Mental Health Services Use
A total of 458 adults with mental health disability conditions were included in
examining the relationship between trust in health care providers and mental health
services used among adults enrolled in the three plans. However, 19.7% (90/458) did not
use any mental health services during the study period. Adults enrolled in an HMO plan
were less likely to use any mental health services (73.1%) compared to adults enrolled in
either a FFS or PMHP plan (63.4% and 78.4%, respectively) with a statistical significance
level of .1 (Figure 3-a).
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Among 417 children with physical disability conditions, 14.1% (59/417) did not use
any mental health services during the study period. Children enrolled in the PMHP and
HMO plans were equal in likelihood of not using mental health services (18.7% and 19.7%,
respectively). Children enrolled in the FFS plan had the lowest rate of not using any mental
health services (11.6%). However, the differences in not using any mental health services
were not statistically significant (Figure 3-b).

B. Trust in Health Care Providers and Service Use
I.
Were individuals with a higher level of trust less likely to stop using low cost
services on a regular basis than those who have a lower level of trust in their health
care providers?
Trust and Discontinuation of Physical Health Services
a.

Fee-for-Service (FFS)

Among adults enrolled in the FFS plan, 11.1% (54/488) discontinued low cost
physical health services during the study period. The results of logistic regression analysis
indicated that the FFS adult enrollees’ levels of trust in their health care providers was not
a significant indicator related to discontinuation of low cost physical health services.
Gender and level of physical health function were the two significant predictors related to
their discontinuation of physical health services. Female adults who had higher levels of
physical health functioning were more likely to discontinue low cost physical health
services compared to male adult enrollees with lower levels of physical functioning among
adult FFS enrollees (Table 3-a).
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Among children enrolled in the FFS plan, 27.9% (94/337) discontinued use of low
cost physical health services some time during the study period. The results of logistic
regression analysis indicated that caregivers’ levels of trust in health care providers were
not significantly related to discontinuation of low cost physical health service among the
FFS child enrollees. Race and physical health function were the two significant predictors
related to discontinuation of low cost physical health services. Other minority children were
more likely to discontinue low cost physical health services compared to White or Black
children (Table 3-b).
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b.

Prepaid Mental Health Plan

Among adults enrolled in the PMHP plan, 10.4% (17/164) discontinued low cost
physical health services some time during the study period. The results of this analysis
indicated that adults’ levels of trust in health care providers was not a significant predictor
of discontinuation of low cost physical health service use among PMHP adult enrollees.
Age and change in health plans were the two significant predictors related to their
discontinuation of low cost physical health services. Younger adults who did not change
their health plans were more likely to discontinue using low cost physical health services
compared to older adults who did change their plans (Table 4-a).

Among children enrolled in the PMHP plan, 25.2% (26/103) stopped using low cost
physical health services some time during the study period. The results of this analysis
indicated that caregivers’ levels of trust in health care providers were significantly related
to discontinuation of low cost physical health services. Gender was another significant
predictor related to their discontinuation of low cost physical health services. Girls whose
caregivers had lower levels of trust in their health care providers were more likely to
discontinue low cost physical health services compared to boys whose caregivers had
higher level of trust in their health care providers (Table 4-b).
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c.

HMO Plan

Among adults enrolled in the HMO plan, 37.7% (49/130) stopped using low cost
physical health services some time during the study period. The results of this analysis
indicated that adults’ levels of trust in health care providers were not significantly related to
discontinuation of low cost physical health service use. Mental health function was the only
significant predictor related to their discontinuation of low cost physical health services.
Enrollees with higher levels of mental health functioning were more likely to discontinue
low cost physical health services compared to adult enrollees who had lower levels of
mental health functioning (Table 5-a).
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Among children enrolled in the HMO plan, 45.9% (34/74) stopped using low cost
physical health services some time during the study period. None of the identified
predictors were significantly related to discontinuation of low cost physical health services
among HMO child enrollees. These results may be due to a low number of subjects in the
analysis (Table 5-b).

Trust and Discontinuation of Low Cost Mental Health Services
a.

Fee-For-Service Plan

Among adults enrolled in the FFS plan, 22.8% (52/228) stopped using low cost
mental health services some time during the study period. The results of this analysis
indicated that level of trust in health care providers was not a significant indicator related to
discontinuation of low cost mental health services. The type of providers the individuals
rated on their levels of trust and physical functioning level were two significant predictors
related to their discontinuation of low cost mental health services. The FFS adult enrollees
who had lower levels of physical functioning and rated their trust on their mental health
care providers were more likely to discontinue low cost mental health services compared
to FFS adult enrollees who rated their trust on non-mental health care providers and had
higher physical function levels (Table 6-a).
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A total of 237 children enrolled in the FFS plan were included in the subgroup for
examining the effect of their caregivers’ levels of trust in the children’s health care
providers on discontinuation of low cost mental health services. Among these children,
20.3% (48/237) discontinued low cost mental health services during the study period.
Caregivers’ levels of trust in their children’s health providers were not significantly related
to children’s discontinuation of low cost mental health services. Like adult FFS enrollees,
the type of providers that caregivers rated on their level of trust was one of the significant
indicators. Additionally, a child’s psychiatric symptoms and physical health functioning
were also significant predictors of discontinuation of low cost mental health services.
Children who had fewer psychiatric symptoms, lower levels of physical functioning, and
whose caregivers rated their trust on their children’s mental health care providers were
more likely to discontinue low cost mental health services compared to those FFS child
enrollees who had more psychiatric symptoms, higher levels of physical functioning, and
whose caregivers rated their trust on non-mental health care providers (Table 6-b).
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b.

Prepaid Mental Health Plan

Among adults enrolled in the PMHP plan, 32.8% (21/64) stopped using low cost
mental health services some time during the study period. The results of analysis indicated
that adult enrollees’ levels of trust in health care providers was not a significant indicator
related to discontinuation of low cost mental health services. Again, type of providers
individuals rated on their levels of trust was the only significant predictor related to
discontinuation of low cost mental health services. Adult PMHP enrollees who rated their
trust on their mental health care providers were more likely to discontinue low cost mental
health services compared to those who rated their trust on non-mental health care
providers (Table 7-a).
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Only 55 children enrolled in the PMHP plan were included in the subgroup for
examining the effect of their caregivers’ levels of trust in health care providers on
discontinuation of low cost mental health services among these children. Among these
PMHP child enrollees, 27.3% (15/55) discontinued the low cost mental health services
sometime during the study period. Caregivers’ level of trust in their children’s professional
health providers was not a significant predicator of children’s discontinuation of low cost
mental health services. However, children’s physical functioning was the only significant
predictor related to the PMHP child enrollees’ discontinuation of low cost mental health
services. Children who had higher levels of physical functioning were more likely to
discontinue low cost mental health services compared to the PMHP child enrollees who
had lower levels of physical functioning (Table 7-b).

c.

HMO Plan
Among adults enrolled in the HMO plan, 27.3% (18/66) stopped using low cost
mental health services during the study period. Like FFS and PMHP enrollees,
discontinuation of low cost mental health service use was not significantly related to adults’
levels of trust in their health care providers. None of the identified predictors were
significantly related to discontinuation of low cost mental health services among the HMO
adult enrollees (Table 8-a). This result may be related to the small sample size for this
analysis.
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A total of 51 children enrolled in the HMO plan were included in the subgroup to
examine the effect of their caregivers’ levels of trust in the children’s health care providers
on discontinuation of low cost mental health services among the HMO child enrollees.
Among these children, 13.7% (7/51) had stopped using low cost mental health service
during the study period. There were no significant indicators related to the children’s
discontinuation of low cost mental health services from this analysis (Table 8-b).
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II.
Would individuals with a higher level of trust use low cost treatment modality
such as outpatient care on a regular basis compared to those who have a lower
level of trust in their health care providers?
Trust and Regular Use of Low Cost Physical Health Services
a.

Fee-For-Service Plan

Among adults enrolled in the FFS plan, 75.9% (375/489) used low cost physical
health services on a regular basis. The results of this analysis indicated that regular use of
low cost physical health services was not significantly related to adults’ levels of trust in
health care providers. Both physical and mental health functioning levels were significant
predictors related to the regular use of low cost physical health services. Adult FFS
enrollees who had higher levels of physical and mental health functioning were less likely
to use low cost physical health services on a regular basis compared with adult FFS
enrollees who had lower levels of physical and mental health functioning (Table 9-a).

Among 337 children enrolled in the FFS plan, 42.4% (143/337) used low cost
physical health services on a regular basis. The results of this analysis indicated that
caregivers’ levels of trust in their children’ health providers was not a significant predictor
related to low cost physical health services use on a regular basis by children enrolled in
the FFS plan. Gender, physical health functioning, and the type of providers the caregivers
rated their levels of trust on were significant predictors related to regular use of low cost
physical health services by the child FFS enrollees. Boys with lower physical functioning
levels and their caregivers rated trust on providers of non-physical care providers were
more likely to use low cost physical health services on a regular basis compared to girls
with higher levels of physical functioning and their caregivers rated their levels of trust on
care providers of physical health care professionals (Table 9-b).
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b.

Prepaid Mental Health Plan

Among adults enrolled in the PMHP plan, 71.3% (117/164) used low cost physical
health services on a regular basis. The results of this analysis indicated that individuals’
levels of trust in their health care providers were not significantly related to regular use of
low cost physical health services. Change in health plan was the only significant predictor
related to the regular use of low cost physical health services. Adult PMHP enrollees who
changed their health plans were more likely to use low cost physical health services on a
regular basis compared to the PMHP adult enrollees who did not change their health plans
(Table 10-a).
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One third, 33.0% (34/103), of children enrolled in the PMHP plan used low cost
physical health services on a regular basis. The results of this analysis indicated that
caregivers’ levels of trust in their children’ health providers were not significantly related to
low cost physical health services use on a regular basis by children enrolled in the FFS
plan. The type of provider on which the caregivers rated their levels of trust was the only
significant predictor related to regular use of low cost physical health services the PMHP
child enrollees. Children of caregivers who rated their trust on providers of non-physical
care providers were more likely to use low cost physical health services on a regular basis
compared to those whose caregivers rated their levels of trust on providers of physical
health care professionals (Table 10-b).

c.

HMO Plan

Nearly 50% of adults enrolled in the HMO plan, 40.4% (55/136) used low cost
physical health services on a regular basis. The results of this analysis indicated that
adults’ levels of trust in health care providers were not significantly related to regular use of
low cost physical health services. Mental health functioning was the only significant
predictor related to the regular use of low cost physical health services. Adult HMO
enrollees with higher mental health functioning levels were less likely to use low cost
physical health services on a regular basis compared to adult HMO enrollees with lower
mental health functioning levels (Table 11-a).
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Only 23.0% (17/74) of children enrolled in the HMO plan used low cost physical
health services on a regular basis. There were no significant predictors associated with
regular use of low cost physical health services by children enrolled in the HMO plan
(Table 11-b).
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Trust and Regular Use of Low Cost Mental Health Services
a.

Fee-For-Service Plan

Of adults enrolled in the FFS plan, 60.5% (138/228) used low cost mental health
services on a regular basis. The results of this analysis indicated that adults’ levels of trust
in their health care providers were not significantly related to regular use of low cost
physical health services. The type of provider respondents reported their trust on and
physical functioning level were two significant predictors related to the regular use of low
cost mental health services. Adult FFS enrollees with higher physical health functioning
levels and rated their trust in providers of non-mental health professionals were more likely
to use low cost mental health services on a regular basis compared to adult FFS enrollees
with lower levels of physical function and rated their trust on mental health care providers
(Table 12-a).

Among 237 child FFS enrollees, 63.3% used low cost mental health services on a
regular basis. Caregivers’ levels of trust in their children’s professional health providers
were not significantly related to children’s regular use of low cost mental health services.
Provider type, psychiatric symptoms, and physical health functioning levels were
significant predictors related to children’s use of low cost mental health services on a
regular basis. Children who had more psychiatric symptoms, higher physical functioning
levels, and caregivers rating their trust with non-mental health care providers were more
likely to use low cost mental health services on a regular basis compared to those children
who had fewer psychiatric symptoms, lower levels of physical functioning, and rated level
of trust on the child’s mental health care providers (Table 12-b).
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b.

Prepaid Mental Health Plan

Less than half (45.3%, 29/64) of PMHP adult enrollees used low cost mental health
services on a regular basis. There were no significant predictors related to regular use of
low cost mental health service by adult PMHP enrollees (Table 13-a).
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Children enrolled in PMHP plan had a 65.5% (36/55) rate of using low cost mental
health services on a regular basis. Like adult PMHP enrollees, there were no significant
predictors related to children’s regular use of low cost mental health services (Table 13-b).

c.

HMO Plan

Among 66 adult HMO s enrollees, 50% (33) used low cost mental health services
on a regular basis during the study period. Like adult PMHP enrollees, no significant
predicators were founded related to their use of low cost mental health services on a
regular basis (14-a).
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Approximately 67% (32/51) of the children enrolled in the HMO plan used low cost
mental health services on a regular basis. Again, no significant predictors were found
related to use of low cost mental health services by these children (Table 14-b).

III.

Were individuals with a lower level of trust in their health care providers more
likely to use high cost treatment modalities?

Trust and High Cost Physical Health Services Use
a.

Fee-For-Service Plan

Among the 488 adult FFS enrollees, 36.3% (177) used high cost physical health
services. Individuals’ levels of trust in their health care providers were not significantly
related to their use of high cost physical health services. However, age, gender and
physical health functioning were identified significant predictors of high cost physical
service use among the FFS adult enrollees. Young male adult FFS enrollees with lower
levels of physical functioning were more likely to use high cost physical health services
compared with respondents who were older, female, and had higher levels of physical
functioning (Table 15-a).
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Of the children enrolled in the FFS plan, 25.5% (86/337) used high cost physical
health services. Caregivers’ levels of trust in health care providers were not significantly
related to these children’s use of high cost physical health services. Race was the only
significant predictor. White children were more likely to use high cost physical health
services compared to minority children enrolled in the FFS plan (Table 15-b).
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b.

Prepaid Mental Health Plan

Nearly 30% (49/164) of adult PMHP enrollees used high cost physical health
services. Respondents’ levels of trust in health care providers were not significantly related
to their use of high cost physical health services. The type of providers adult PMHP
enrollees rated on their trust was the only significant predictor associated with use of these
high cost physical services. Adult PMHP enrollees who rated their levels of trust on
physical care providers were less likely to use high cost physical health services compared
to adult PMHP enrollees who rated their levels of trust on non-physical health care
providers (Table 16-a).

Nearly 15% (14/103) of child PMHP enrollees used high cost physical health
services. Caregivers’ levels of trust were not significantly related to these children’s use of
high cost physical health services. Again, the type of providers on whom respondents
rated their trust was the only significant predictor of these children’s use of high cost
physical health services. Children of caregivers who rated their trust on physical health
care providers were more likely to use high cost physical health services compared to
children of caregivers who rated their trust on non-physical health care providers (Table
16-b).
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c.

HMO Plan

Adult HMO enrollees had a penetration rate of 35.4% (46/130) with respect to the
use of high cost physical health services. None of the predictors were significantly related
to the use of high cost physical services by adult HMO enrollees (Table 17-a).
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Children enrolled in the HMO plan had a 12.2% (9/74) penetration rate of high cost
physical health services. Caregivers’ levels of trust in health care provider were not
significantly related to HMO child enrollees’ use of high cost physical health services.
Gender was the only significant predictor. Boys enrolled in the HMO plan were more likely
to use high cost physical health services compared to girls enrolled in the HMO plan
(Table 17-b).

Trust and High Cost Mental Health Services Use
a.

Fee-For-Service Plan

Among adults enrolled in the FFS plan, 21.1% (48/228) used high cost mental
health services. The results of this analysis indicated that adults’ levels of trust in health
care providers was the only significant predictor related to their use of high cost mental
health services. Adult FFS enrollees with higher levels of trust in their health care providers
were more likely to use high cost mental health services compared to adult FFS enrollees
who had lower levels of trust in their health care providers (Table 18-a).
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Among 237 child FFS enrollees, 12.2% (29) used high cost mental health services.
Caregivers’ level of trust in their children’s professional health providers was not a
significant indicator related to these children’s use of high cost mental health services.
There were no significant predictors found related to these children’s use of high cost
mental health services (Table 18-b).
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b.

Prepaid Mental Health Plan

Among the adult PMHP enrollees, 12.5% (8/64) had used high cost mental health
services during the study period. There were no significant predictors related to use of high
cost mental health services among adult PMHP enrollees (Table 19-a).

Only 7.3% (4/55) of the children enrolled in PMHP used high cost mental health
services. No significant predicators were found related to use of high cost mental health
services due to a small number of children using high cost mental health services (Table
19-b).
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c.

HMO Plan

Among the 66 adult HMO enrollees, 10.6% used high cost mental health services
during the study period. Respondents’ level of trust in health care providers was not a
significant predictor associated with the use of high cost mental health services among
these adults. The type of health care providers that adult HMO enrollees rated their trust
on was the only significant predictor of their use of high cost mental health services. Adult
HMO enrollees who rated their levels of trust on mental health professionals were less
likely to use high cost mental health services compared to those who rated their levels of
trust on non-mental health professionals (Table 20-a).

Similar to children enrolled in PMHP plan, only 2 out of 51 children enrolled in the
HMO plan used high cost mental health services. Given this, no significant predicators
were found due to small number of high cost mental health service users (Table 20-b).
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Summary
The results of descriptive analyses indicated that the HMO plan had significantly
more Black and less White adults and children than either FFS or PMHP plan. There were
no significant differences found in age, gender, psychiatric symptoms, or level of physical
health functioning among enrollees (either adult or child enrollees) across the three plans.
However, adult HMO enrollees had higher levels of mental health functioning (p = .055)
compared to adult enrollees in either the FFS or PMHP plans. In addition, fewer adult
HMO enrollees had switched health plans during the study period compared to the FFS or
PMHP adult enrollees.
In terms of overall health services penetration rate (including both physical and
mental health services) of defined categories (e.g., outpatient services, day treatment,
emergency services, hospices/nursing home services and inpatient/residential services),
adults enrolled in the HMO plan had a significant lower penetration rate compared to
adults enrolled in either FFS or PMHP plans. There were no significant differences found
in service penetration rate among children enrolled across the three plans.
In examining the effects of adults’ and caregivers’ levels of trust in health care
providers on health services use, the results indicated that trust was significantly related to
discontinuation of low cost physical health services for children enrolled in PMHP plan and
with use of high cost mental health services among adult enrolled in the FFS plan. Among
PMHP child enrollees, children of caregivers with higher levels of trust in the children’s
health care providers were less likely to discontinue the low cost services as predicted in
Hypothesis 1. Among adult FFS enrollees with psychiatric disability conditions,
respondents who had a higher level of trust in their health care providers were more likely
to use the high cost mental health services, which did not support Hypothesis 3.
The type of health care provider was repeatedly significantly associated with both
discontinuation of low cost mental health services and regular usage of low cost health
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services. These findings suggest issues related to type of provider’s professional
background are important in relation to services use. Although we are not able to identify
specific issues from this study, these issues can well be related to organizational policy,
such as availability of specialty professionals and policy's effect on providers’ professional
behaviors (for example, treatment protocols, formulary, and gatekeeping). Further
investigation of these findings is needed.
Health condition was also found to be a significant predictor related to
discontinuation of low cost physical and mental health services, and regular use of low
cost physical and mental health services. Unfortunately, we did not have any
measurement on change of health condition to examine the mediation effect of
respondents’ levels of trust on this important health care outcome. Tables 21 - 23
summarize predicators related to health services use.

Respondents’ level of trust in their health care providers was not significantly related
to use of low cost health services on a regular basis. The type of health care providers
that individuals rated their level of trust on was a significant predictor related to low cost
health and mental health service used regularly by FFS enrollees and child PMHP
enrollees (Table 22).
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Conclusions and Implications
Trust is a primary concern of many scholars, researchers, and health care
providers (Blumenthal, 1996; Mechanic, 1996 & 1997; Mechanic & Schlesinger, 1996).
Results of this study indicated that trust was significant in predicting children’s
discontinuation of low cost physical health services as predicted. However, it was related
to high cost mental health services used by adult respondents in a different direction. Adult
with higher level of trust in their providers were more likely to use high cost mental health
services, which did not support the proposed hypothesis. The limited finding may be
related to limitation of the study design, such as the short study period, quality of claims
data, and small sample size, which suggests that further investigation with a more rigorous
study design is needed.
A health system that will facilitate the trusting relationship is equally important. The
results of this study suggested that the type of providers on whom respondents rated their
trust repeatedly resulted as a significant predictor associated with service utilization.
Whether this finding was related to the effects of health policy on providers’ behaviors or
their characteristics could not be determined from this study. However, the effect of a
health care system policy on the amount of time allotted to individual patients, the
availability of providers, and providers’ service behaviors is undeniable (Mechanic, 2003).
The results of this study also indicated that non-Black minority children were more
likely to discontinue the low physical health services while White children were more likely
to use high cost physical services compared to all minority children. These phenomena
suggest potential racial disparity among this population. Further investigation to
understand factors contributing to Medicaid enrollees’ service utilization behaviors is
recommended.
Limitations of the study
There are several limitations of this study. The effect of a trusting relationship was
only examined over a short time period, six months after trust was measured. With such a
short period of time, we may not be able to detect a significant change in enrollees’ health
seeking behaviors, such as discontinuation of use of low cost services, which was defined
in this study as not using the services continuously for period of six months. In addition, the
effect of the trusting relationship on health care quality and health outcomes may not be
able to reveal any significant changes within such a constrained timeframe.
Use of secondary data analysis has limited our sample size. Having a small number
of subjects in the two managed care plans is another limitation of this study. With small
sample sizes for the PMHP and HMO plans, we were not able to identify significant
predictors related to service utilization behaviors of several subgroups enrolled in these
plans.
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PSRDC CATCAID DOCUMENTATION
Background
The PSRDC catcaids were originally developed in an attempt to identify and categorize
mental health services provided by the Florida Agency for Health Care Administration
(AHCA) through Medicaid. Prior to 2002, catcaids were named catcodes. The decision to
change the name came in response to the acquisition of Medicare claims data, and the
subsequent need to identify and categorize Medicare mental health services. It was
decided to rename the Medicaid catcodes, “catcaids” and to name the new Medicare
catcodes, “catcares”.
In evaluating the Medicaid claims service utilization data, the PSRDC recognized the need
to create logical groupings of services in order to describe broad service delivery patterns
to AHCA. The development of mental health catcaids has been an ongoing process that
began in 1996. Other catcaids were also created to categorize services in the Managed
Care Encounter data, which were not applicable to services in the Medicaid claims data.
The existence of thousands of procedure codes used in claims billing necessitated the
aggregation of procedure codes into large groups of services. Because procedure codes
did not exist on every claim, other variables had to be employed in developing the
categorization scheme. The variables that were used in the Medicaid catcaid scheme
included the following: procedure code, diagnosis code, record type, claim form,
appropriations code, treatment provider type, treatment provider specialty, pay to provider
type and age.
The mental health catcaids began as several large, inclusive groups that were defined as
integer codes and later were split into more detailed categories that were defined as
integer + decimal codes. A list of the mental health catcaids, the label, a description of the
category and the source variables used to construct the category (current as of
01/09/2002) is included in Table 1. Many services were separated into distinct categories
based on where they were received, i.e. as an inpatient in a hospital, as an outpatient at a
hospital, in an office/clinic or in a Community Mental Health Center. Then they were
further divided into procedures performed at the different locations.
In 1999, the need to develop physical health catcaids in addition to the existing mental
health catcaids became apparent. The physical health catcaids were developed as broad
categories of services based on the groupings of procedure codes in the American Medical
Association’s (AMA) Common Procedural Terminology (CPT) manual. The medical record
type claims (which record data collected on the HCFA 1500 form) used the three levels of
codes in the Health Care Financing Administration Common Procedure Coding System
(HCPCS). Level I included CPT codes, level II included other national HCPCS codes, and
Level III included codes reserved for assignment by the local authority. The institutional
record type claims (which record data collected on the HCFA 1450 form, a.k.a. UB92 form)
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used ICD-9-CM procedure code, but this variable was not recorded on approximately 80%
of the claims. Because of the incompleteness of the procedure code variable, the
institutional claims were broadly categorized based on the claim form variable. A list of the
physical health catcaids, the label, a description of the category and the source variables
used to construct the category (current as of 01/09/2002) is included in Table 2.

Steps in Mental Health Catcaid Assignment

Step 1 (All Mental Health Catcaids 01.00 – 20.50)
Understanding the hierarchical algorithm used to assign the catcaids is very important for
interpreting the results of categorical analyses using the catcaids. The first step in catcaid
assignment is to select claims that are either medical or institutional record type, noncapitation claims. For the analyses performed on Medicaid claims data by the PSRDC,
only these record types are examined. The pharmacy and capitation claims are not
currently included in PSRDC analyses using catcaids.

Step 2 (All Mental Health Catcaids 01.00 – 20.50)
The next step is to select and “bookmark” all of the mental health claims. A claim is
selected as a mental health claim if any one of the following variables suggests it is a
mental health service: procedure code, primary or secondary diagnosis code,
appropriations code, treatment provider type, treatment provider specialty, pay to provider
type and claim form. If a claim is selected as a mental health service based on any of the
above variables, then it continues through the hierarchical algorithm (using if-then-else
statements) to assign its mental health catcaid.

Step 3 (Catcaids 01.00 – 03.50)
Next, the mental health claims (institutional and medical) are broadly categorized into
substance abuse claims (X=03.), child (age < 21 years) claims (X=02.) and adult claims
(X=01.), in that order. For instance, the substance abuse claims are selected, including
both children and adults, and then the remaining claims are separated by age. Then, if
certain coding conditions are met, the broadly categorized claims are assigned into
inpatient hospital bed days (X.00), ancillary inpatient hospital services (X.05) and
hospice/respite services (X.20). By this step, all inpatient and some medical record type
claims have been assigned to catcaids 01.00 through 03.50, if the claim was not yet
assigned a catcaid, it continues through the remaining catcaid assignment algorithm.

Step 4 (Catcaids 04.00 – 18.00)
The remaining mental health catcaid assignment only applies to the medical record type
claims. Catcaids 04.00 through 18.00 are well-defined categories assigned to the mental
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health claims if specific criteria regarding their source variables are met. For a list of
source variables used to assign these catcaids, refer to Table 1.
Step 5 (Catcaids 20.00 – 20.50)
The final step involves collecting the remaining mental health claims into the “catch-all”
categories 20.00 through 20.50. Catcaid 20.00 is assigned to claims with general mental
procedures that are not categorized above. Catcaids 20.10 through 20.50 are categories
that describe the claims that were selected as mental health claims by meeting some
criterion other than a known, mental health procedure code. These claims most likely have
a mental health diagnosis; however, they may have been selected based on any of the
following variables: primary or secondary diagnosis code, appropriations code, treatment
provider type, treatment provider specialty or pay to provider type.

Steps in Physical Health Catcaid Assignment
Step 1 (All Physical Health Catcaids 51.00 – 99.99)
All non-capitation, institutional and medical record type claims, which were not selected as
mental health claims and subsequently assigned a mental health catcaid, are then run
through an algorithm for assigning a physical health catcaid. The physical health catcaids
are based on claim forms and groupings of procedure codes within the AMA’s CPT
manual.
Step 2 (Catcaids 63.00 – 66.00)
First, all physical health inpatient claims, institutional care claims, outpatient claims, and
hospice claims are assigned a catcaid based on claim form.
Step 3 (Catcaids 51.00 – 62.00)
Next, the medical record type claims with known procedure codes are run through the
remaining physical health catcaid algorithm.
Step 4 (Catcaids 98.00 – 99.00)
Next, the claims with national codes temporarily defined to a service while awaiting
reassignment in the CPT manual are categorized into catcaid 98.00. And finally, all other
physical health services with unknown or missing procedure codes will be coded as 99.99.
Claims that end up in this catcaid should be examined every new project year to search for
new codes that should be included in the algorithm.
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Table 1.
CATCAID
01.00

LABEL
Adult Inpatient Care

01.10*

Adult Residential

01.20

Adult Hospice/Respite

01.50

Adult ancillary inpatient
services

02.00

Child Inpatient Care

02.10*

Child Residential

02.20

Child Hospice/Respite

02.50

Child ancillary inpatient
services

03.00

Substance Abuse Inpatient
Care

03.10*

Substance Abuse Residential

DESCRIPTION OF CATEGORY
Bed days and ICD-9-CM procedures in a
hospital for an adult, non-substance abuse,
institutional claims only
Managed care services received in a
residential facility for an adult, nonsubstance abuse, PMHP/HMO
Hospice/Respite services received for an
adult, non-substance abuse, institutional
and medical claims
Ancillary services received while admitted
in a hospital for an adult, non-substance
abuse, medical claims only
Bed days and ICD-9-CM procedures in a
hospital for a child, non-substance abuse,
institutional claims only
Managed care services received in a
residential facility for a child, non-substance
abuse, PMHP/HMO
Hospice/Respite services received for a
child, non-substance abuse, institutional
and medical claims
Ancillary services received while admitted
in a hospital for a child, non-substance
abuse, medical claims only
Bed days and ICD-9-CM procedures in a
hospital for substance abuse, institutional
claims only
Managed care services received in a
residential facility for substance abuse,
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SOURCE VARIABLE(S)
Record type, age, claim form

Record type, age, claim form, procedure
code
Record type, age, procedure code
Record type, age, claim form

Record type, age, claim form, procedure
code
Record type, age, procedure code
Record type, diagnosis code, claim form

Trust and Health Service Use
03.20

Substance Abuse
Hospice/Respite

03.50

Substance Abuse ancillary
inpatient services

04.00

Emergency MH Treatment

04.50

Hospital Outpatient MH
Services
Physician Services – clinic or
outpatient

05.00

05.25

Home-based or prolonged
physician’s services

05.50

CMH: Physician Services

06.00

CMH: Treatment Planning &
Review

07.00

Evaluation and Testing
Services
CMH: Evaluation and Testing
Services
Counseling, Therapy, &

07.50
08.00

PMHP/HMO
Hospice/Respite services received for
substance abuse, institutional and medical
claims
Ancillary services received while admitted
in a hospital for substance abuse, medical
claims only
Acute MH care received in the emergency
room
Outpatient mental health services provided
in a hospital setting
Periodic office visits,
treatment/management of mental health
problem received in a clinic or as an
outpatient in a physician’s office
Home-based or prolonged physician’s
services, not defined by location of service,
formerly 14.00
Periodic office visits,
treatment/management of mental health
problem as defined by the Florida CMH
manual
Treatment Planning & Review of care as
defined by the Florida CMH manual
(treatment plan developed jointly between
patient and treatment team)
Evaluation and Testing services

Record type, diagnosis code, claim form,
procedure code
Record type, diagnosis code, procedure
code
Record type, procedure code and treatment
provider specialty
Record type, claim form, appropriations
code
Record type, procedure code

Record type, procedure code
Record type, procedure code

Record type, procedure code

Record type, procedure code, appropriations
code
Record type, procedure code

Evaluation and Testing services as defined
by the Florida CMH manual
Ongoing Counseling, Therapy, & Treatment Record type, procedure code
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09.00**

Treatment Services
Counseling, Therapy, &
Treatment Services by
Behavioral Health Specialist

10.00

Rehabilitative Services

11.00

CMH: Children’s Behavioral
Health
CMH: Behavioral Health
Overlay for Department of
Juvenile Justice Residential
Facilities
CMH: Day Treatment
Services
Targeted Case Management

11.50

12.00
13.00

14.00**

Physician’s services not listed
above

14.10*
14.20*

HMO/FHP Employment
Services
HMO/FHP Drop-In Centers

14.30*

HMO/FHP Housing Services

14.50*

Clinical On-site services

14.90*

HMO/FHP Other Special

services
Ongoing Counseling, Therapy, & Treatment
services provided by a Behavioral Health
Specialist (has been incorporated into
08.00)
Living skills training, as defined by the
Record type, procedure code
Florida CMH manual
Children’s behavioral health services as
Record type, procedure code
defined by the Florida CMH manual
Specific program provided in for behavioral Record type, procedure code
health in residential facilities as defined by
the Florida CMH manual
Intense services (Partial Hospitalization) as
defined by the Florida CMH manual
General (traditional) and Intensive
(surrogate family member) management as
defined by the Florida Targeted Case
Management manual, section 1-2
Home-based or prolonged physician’s
services, not defined by location of service,
incorporated into 05.25
F-codes, services provided under managed
care that are not provided by Medicaid
F-codes, services provided under managed
care that are not provided by Medicaid
F-codes, services provided under managed
care that are not provided by Medicaid
F-codes, services provided under managed
care that are not provided by Medicaid
F-codes, services provided under managed

72

Record type, procedure code
Record type, procedure code

Record type, procedure code

Trust and Health Service Use
15.00**
16.00
17.00**
18.00
18.10*
20.00

Services
Other Assessment
Therapeutic Foster Care I & II
EPSDT Screening
MH Drug Injection
Pharmacy-related revenue
codes
Other MH – does not fit into
above categories

care that are not provided by Medicaid
Incorporated into 07.00
Foster care services
Incorporated into 20.00
Drug injection to treat mental health
problem
Managed Care revenue codes

Record type, procedure code
Record type, procedure code

General mental health procedure codes,
Record type, procedure code
Electric Shock Therapy or other claims with
mental health criterion other than
procedure code met
20.10
Lab/Pathology with MH
Lab/Pathology service with mental health
Record type, procedure code
diagnosis
criterion other than procedure code met
20.20
Speech/Language Therapy
Speech/Language Therapy service with
Record type, procedure code, treatment
with MH diagnosis
mental health criterion other than
provider specialty
procedure code met
20.30
Occupational Therapy with
Occupational Therapy service with mental
Record type, procedure code, treatment
MH diagnosis
health criterion other than procedure code
provider specialty
met
20.40
Physical Therapy with MH
Physical Therapy service with mental
Record type, procedure code, treatment
diagnosis
health criterion other than procedure code
provider specialty
met
20.50
MH Ambulance Services
Ambulance services with mental health
Record type, treatment provider type
criterion other than procedure code met
*Code is specific to the Managed Care Encounter (PMHP/HMO) data and not used in the Statewide Medicaid Claims data
**Code is obsolete
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Table 2.
CATCAID
51.01

52.00
53.00
54.01

LABEL
Office or Other Outpatient
Evaluation and Management
Services
Hospital Observation/Inpatient
Evaluation and Management
Services
Consultation Evaluation and
Management
Emergency/Critical/Intensive
Care Evaluation and
Management Services
Nursing Facility, Custodial Care,
Home, or Prolonged Care
Evaluation and Management
Services
Case Management or Care Plan
Evaluation and Management
Preventive Medicine Evaluation
and Management Services
Newborn Care Evaluation and
Management Services
Family Planning Evaluation and
Management Services
Special/Other Evaluation and
Management Services
Anesthesia
Surgery
Diagnostic Radiology

54.02
55.01

Radiology Oncology
Pathology/Laboratory

51.02
51.03
51.04
51.05

51.06
51.07
51.08
51.09
51.99

DESCRIPTION OF CATEGORY
Office visits, evaluation and management
services

SOURCE VARIABLE(S)
Record type, claim form, procedure code

Hospital visits, inpatient evaluation and
management services

Record type, claim form, procedure code

Consultation with other providers for
evaluation and management of care
Acute care evaluation and management
services

Record type, claim form, procedure code
Record type, claim form, procedure code

Long-term care evaluation and
management services

Record type, claim form, procedure code

Case management, care plan oversight or
supervisory evaluation and management
Preventive evaluation and management
services (i.e. history and physical)
Evaluation and management services for
newborn care
Evaluation and management services for
family planning services
Disability, other screening evaluation and
management services
All anesthesia services
All surgical services
Diagnostic radiology, imaging, ultrasound
services
Radiology treatment of cancers/diseases
Laboratory and Pathology panels, drug

Record type, claim form, procedure code
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Record type, claim form, procedure code
Record type, claim form, procedure code
Record type, claim form, procedure code
Record type, claim form, procedure code
Record type, claim form, procedure code
Record type, claim form, procedure code
Record type, claim form, procedure code
Record type, claim form, procedure code
Record type, claim form, procedure code
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55.02
55.03
55.99
56.01
56.02
56.03
56.04
56.05
56.06
56.99
57.01
57.02
57.03
57.04
57.05
58.00
59.00
60.00
61.00

Testing/Assays
Pathology
Pathology/Laboratory
Transfusion Medicine
Other Pathology/Laboratory
Procedures
Immunizations and
Therapeutic/Diagnostic
Infusions/Injections
Tests/Medical Procedures
Physical/Rehabilitation/Nutrition/
Osteopathic/Chiropractic
Medicine
Medical Supplies/Devices
Vision Procedures
Hearing Procedures
Other Medical Services
Early Intervention/Antepartum
Care
Developmental Disability Waiver
Assisted Living/Community/
Home Support Services
Aged/Disabled Waiver Services
Care for Medically Complex or
Chronically Mentally Ill Child
Dental Procedures
Pharmacy Procedures
Physical/Occupational/Speech
Therapy
Transportation Services

tests and assays
Microbiology, clinical pathology
Services related to blood/serum
transfusion
Other pathology/laboratory procedures

Record type, claim form, procedure code
Record type, claim form, procedure code
Record type, claim form, procedure code

Immunizations and Therapeutic/Diagnostic
Infusions/Injections

Record type, claim form, procedure code

Tests/Medical Procedures
Physical/Rehabilitation/Nutrition/
Osteopathic/Chiropractic Medicine

Record type, claim form, procedure code
Record type, claim form, procedure code

Medical Supplies/Devices
Vision Procedures
Hearing Procedures
Other medical procedures
Early intervention, support services for
pregnant women
Services provided under the Medicaid
Developmental Disability Waiver
Activities of daily living, community and
home support services
Physical health services provided under
the Medicaid aged/disabled Waiver
Living assistance and other services for
chronically ill/complex cases
Dental procedures
Physical health pharmacy procedures
PT, OT, and Speech therapy for physical
health claims
All transportation services for physical
health claims

Record type, claim form, procedure code
Record type, claim form, procedure code
Record type, claim form, procedure code
Record type, claim form, procedure code
Record type, claim form, procedure code
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Record type, claim form, procedure code
Record type, claim form, procedure code
Record type, claim form, procedure code
Record type, claim form, procedure code
Record type, claim form, procedure code
Record type, claim form, procedure code
Record type, claim form, procedure code
Record type, claim form, procedure code

62.00

AIDS Waiver Services

63.00
64.00

Inpatient Claims
Institutional Care Claims

65.00
66.00
98.00

Outpatient Claims
Hospice Care Claims
Temporary National Codes
Awaiting Reassignment in CPT

99.99

Other/Unknown Services

Trust and Health Service Use
Services provided under Medicaid AIDS
Record type, claim form, procedure code
Waiver
Inpatient physical health claims
Record type, claim form
Home Health or SNF physical health
Record type, claim form
claims
Outpatient physical health claims
Record type, claim form
Hospice physical health claims
Record type, claim form
Several G-codes, all Q-codes, and all SRecord type, claim form, procedure code
codes awaiting CPT code assignment by
AMA
“Catch-all” for the rest of the physical
Record type, claim form
health claims
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Trust and Health Service Use
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