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                                                       Connecticut 


Medicaid Care Management Oversight Council

                                    Quality Assurance Subcommittee


                                       Legislative Office Building Room 3000, Hartford CT 06106


                                                  (860) 240-0321     Info Line (860) 240-8329     FAX (860) 240-5306


                                                     www.cga.ct.gov/ph/medicaid


The purpose of the Quality Assurance Subcommittee is to provide recommendations to the Council to ensure quality health care for Medicaid Managed Care and related populations. The Subcommittee serves as a forum for concerns regarding quality of service delivery in the program, advises the Department of Social Services (DSS) on subjects and methods of investigation into problems that arise, and suggests solutions. The Subcommittee also works with managed care organizations and DSS to develop effective data systems, internal quality assurance plans and grievance procedures. 

Chair: Paula Armbruster   Vice-Chair:  Deb Poerio
Meeting Summary: April 21, 2011
Next meeting June 9, 2011 9:30 – 11 am at LOB (May meeting cancelled b/c dental partnership meeting date conflict)
Attendees: Deb Poerio (Chair), Cindy Kozak, DPH, Mary Jane Toomey (Aetna), Robert Geller (CHNCT), Chris Savold, CTDHP, Dr. Zavoski, Steve Colangelo, Maryellen Bacaccino, DSS, Les Holcomb. 
Subcommittee Scope/re-organization: discussion

Discussion: How can this SC and the others be most efficient and productive in oversight of the new delivery system model for diverse populations’ quality measurements and enhance communication among Subcommittees to reduce redundancy.  This broader discussion and decisions will be done through the MCMOC Executive Committee.  It is important Subcommittee chairs and Council chairs meet regularly, possibly before/after a Managed Care Council.  The scope of work of each SC as well as overall subcommittee organization will be discussed and determined through the MCMOC Executive Committee. This SC will wait on this. 
· There will be 5 populations in Medicaid under the new delivery system model of a non-risk ASO.  Uncertain about the number of quality indicators and would they differ by population.
· Comments: 

· Mr. Holcomb: Quality cannot be delegated by the payer (DSS). What will be the number of DSS staff assigned to quality measurement, payer monitoring. Dr. Zavoski stated: DSS bears and welcomes the responsibility for Medicaid program quality and adequacy of access and does not delegate this responsibility outside the agency. DSS believes the RFP was written to encourage bidders to be creative about quality/access processes, while recognizing that these are under DSS management and assessed and some cases refined in collaboration with the Medicaid Care Management Oversight Council.
· Mr. Holcomb: The Quality SC needs a taxonomy/matrix of indicators by population as some indicators are required by CMS while some are thru DSS/ASO contract.  This matrix includes HEDIS and non-HEDIS indicators for service and administrative indicators.  Deb Poerio said DSS is responsible for this and addressing how ASO meets the performance targets.  Can do a search by topic in the RFP for more information. 
· Specific questions related to the RFP should be forwarded to DSS contract division: Kathy Brennan’s office. 

· HEDIS has standardized indicators that apply to all populations; there are HEDIS  measures specifically for Medicaid, commercial insurers and Medicare. 
· There is a level of complexity in measuring dual eligible’s’ service use since both Medicaid and Medicare are the payers. Dual eligible programs have Medicare requirements that Medicaid doesn’t have.  DSS is negotiating with CMS to get Medicare data under the ICO dual eligible planning grant.

· Currently in the HUSKY program there are 75-80 reports from MCO to DSS.

· LMr. Holcomb: Dental/BHP programs have excellent structuring of ASO responsibilities. Will Medical program structure be similar?  
DSS Update:

· Federal authority for this system delivery change could be through a waiver vs. Medicaid State Plan Amendment depending on the number of ASOs. 
· Under ASO model will there be different Medicaid regulations compared to those for Medicaid managed care organization?  DSS is regularly meeting with CMS to sort out requirements for an ASO model.

· Further discussion:

· Mr. Holcomb: RFP doesn’t indicate when/which data will be available under the new system for MCMOC review.  This is of concern considering the start up of HUSKY MC under new MCOs with the first year a “baseline” year. Would the number of indicators be limited in the first year?  Is prior FFS baseline data available to allow utilization comparisons with the non- managed program vs. ASO program?  The DSS data warehouse, based on claims has data on these populations’ utilization.
· Is MCO data now available from MCO system?  Dr. Zavoski said birth data 2008 & 2009 available to CTVoice. This requires a data match with DPH and DSS data. 
· DSS is working on a system transition plan to the ASO to get data from MCOs that includes existing PAs, case management clients, hospitalized clients, and those in other levels of management.

· Mr. Holcomb: pediatric quality data has varying age ranges: can you parse out quality measures by age: i.e. child diabetes vs. HEDIS age requirement. DSS has claims data in the warehouse; DSS and the MCMOC can determine useful ad hoc reports.
· How will the SC respond to data reports going forward?
· Forward the list of all MCO reports to SC currently in the MC system (See attached) 
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Next month:  June 9, 2011 (May meeting cancelled: Dental Health Partnership meeting date conflict)
· CT DHP report including dental survey: define geographic areas in the survey.  (Send CTDHP to SC from April meeting).(sent – click icon below).
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· Continue with reorganization discussion & think about purpose statement of Committees. 
_1365858397.xls
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				HUSKY/Charter Oak Reports 2011

				Name of Report		Description		Programs Included		Data Source		Frequency		Due date		HEDIS Rpt. Code (Blank=Non-HEDIS Measure)		hybrid		hybrid		hybrid		hybrid		hybrid		hybrid		Responsible  for Producing

				ADHD medication follow up		% of children newly prescribed ADHD meds. With at least 3 follow up visits in 10 month period - 1 w/in 30 days.		A & B		MCO		Annual         (CY)		6/15		ADD		ADD		X										MCO

				Adolescent Well-Care Visits		% of 12-21 yr olds with at least 1 comprehensive well care visit with a PCP or OB/GYN practitioner		A & B		MCO		Annual         (CY)		6/15		AWC		AWC		NA						X				MCO

				Adult Preventive Care		% members 20 yrs or older who had an ambulatory or prev. care visit (3 age stratifications )		A		MCO		Annual         (CY)		6/15		AAP		AAP		X						X				MCO

				Adults with acute bronchitis		% of 18-64 yr olds diagnosed with acute bronchitis and not dispensed an antibiotic		A		MCO		Annual         (CY)		6/15		AAB		AAB		X										MCO

				Ambulatory Care		Utilization of outpatient visits, ED visits, ambulatory surgery/ procedures, and observation room stays per 1,000MM		A & B		MCO		Annual		6/15		AMB		AMB		X										MCO

				Antibiotic utilization		outpt. utilization of antibiotic prescriptions by age, gender, total days, total scripts		A & B		MCO		Annual         (CY)		6/15		ABX		ABX		X										MCO

				Anti-rheumatic drug therapy		% of 18 yr olds and older diagnosed with rheumatoid arthritis & dispensed at least 1 ambulatory script for disease-modifying anti-rheumatic drug therapy		A		MCO		Annual         (CY)		6/15		ART		ART		X										MCO

				Asthma medications		% of members 5-56 yrs. having persistent asthma & who were appropriately prescribed meds. (4 age stratifications)		A & B		MCO		Annual         (CY)		6/15		ASM		ASM		X				X		X				MCO

				Beta-blocker treatment		% members 18 yrs and older who were hospitalized and discharged alive 7/1 of yr prior to 6/30 of measurement yr with diagnosis of AMI and received persistent beta-blocker treatment		A		MCO		Annual         (CY)		6/15		PBH		PBH		X										MCO

				Board certified providers		% family med., internal med., peds., OB/GYN, geriatrician and other physician specialists whose board cert. is active 12/31		A & B		MCO		Annual         (CY)		6/15		BCT		BCT												MCO

				Breast Cancer Screens		% of women 40-69 who had a mammogram to screen for breast cancer.  (2 age stratifications)		A		MCO		Annual         (CY)		6/15		BCS		BCS		X				X		X		PM calculated for all		MCO

				CAHPS		Customer satisfaction survey (includes questions for adult, child and chronic child)		A & B, CO		MCO		Annual (completed end of May)		NCQA schedule		CPA & CPC		CPA & CPC		X										MCO

				Call center activity		Summary report of call center activity.  Includes # calls by category (total, member, referral/appt assistance, provider), calls /1000MM, average call duration, speed of answer, abandonment rate, average call duration, call holds (require 90% within 60 sec., 97% within 120 sec, 5% max abandonment rate)		A & B, CO		MCO		Quarterly		due 1 month after close of the quarter																MCO

				Case Management Clinical Report		Report of case management activity - reason, start & stop dates, reason for stop; SUSPENDED - UNDER REVIEW		A		MCO		Quarterly																		MCO

				Cervical Cancer Screens		% of women 21-64 yrs. Who received Pap test to screen for cancer.		A		MCO		Annual         (CY)		6/15		CCS		CCS		X				X		X				MCO

				CHIL Grievance Report		TBD		A & B, CO

				Children w/ upper respiratory infections		% 3mos - 18 yrs old diagnosed with upper respiratory infection & not dispensed antibiotics		A & B		MCO		Annual         (CY)		6/15		URI		URI		NA										MCO

				Children& Adol. Access to Primary Care		% of members 12 mos. - 19 yrs. who had a visit with a PCP.  (4 age stratifications)		A & B		MCO		Annual         (CY)		6/15		CAP		CAP		NA						X				MCO

				Chlamydia - FEMALE		% of women 16-24 identified as sexually active, and who had a test for Chlamydia (2 age stratifications)		A & B		MCO		Annual         (CY)		6/15		CHL		CHL		X				X		X		PM validated for all		MCO

				Chlamydia - MALE		There is no HEDIS measure - propose following ages of HEDIS measure for women		A & B		MCO		Annual         (CY)		6/15										X		X				MCO

				CIRTS  (immunization database at DPH)		Calculate the % of children fully immunized by age 2.  DPH sends  HEDIS rates to DSS.		A, B		DSS to DPH		Annual         (CY)		Feb		CIS		CIS		NA						included

				Claims - Interest Paid		For claims precessed in 46 or more days, indicate if interest was paid.		A & B		MCO		Quarterly		2/15, 5/15, 8/15, 11/15																MCO

				Claims Aging Inventory Report		claims outstanding as of the end of the quarter by type of claim, status and agnd category.		A & B		MCO		Quarterly		2/15, 5/15, 8/15, 11/15																MCO

				Claims Turn Around Report		number of claims processed during the quarter and time to process, and number of unpaid claims		A & B		MCO		Quarterly		2/15, 5/15, 8/15, 11/15																MCO

				Comprehensive Diabetes Care  (without Blood Pressure measure)		% of members 18-75 yrs. with diabetes; included retinal exams, HbA1C, LDL-C & medical attention for nephropathy		A		MCO		Annual         (CY)		6/15		CDC		CDC		X				X		?		PIP for all		MCO

				C-Sections		Number of C-Sections and total number of vaginal deliveries (1 delivery regardless of # of babies delivered)		A & B		MCO		Annual         (CY)		5 1/2  months after end of quarter						NA										MCO

				Developmental Screening		Monitor developmental screening recommendation from AAP (3 specific ages for routine screen using validated tool)		A & B		MCO		Annual         (CY)		5/1						NA				X		X		PM validated for all		MCO

				Diabetic retinal exams		% of members 18-75 yrs. with diabetes who had retinal eye exam performed (part of CDC HEDIS measure)		A		MCO		Annual         (CY)		6/15		CDC		CDC		X						X		PM calculated for all		MCO

				DSS Hearings		Managed Care unit database appeals and hearings		A		DSS		Annual         (CY)														included

				ED usage		ED utilization per 1,000 MM (DSS specs)		A		MCO		Annual         (CY)		5/1						NA								PM calculated for all		MCO

				Enrollment by product line		total number of members enrolled by age/gender		A & B		MCO		Annual         (CY)		6/15		ENP		ENP												MCO

				EPSDT Screening Ratio, Participation Ratio		Mimics the CMS 416 for participation and screening ratios for kids well care - does not require continuous enrollment		A		MCO		Annual         (CY)		5/1						NA						X				MCO

				EPSDT Screening Ratio, Participation Ratio - CMS 416		Children's participation and screening ratio for well care, dental utilization and lead screenings		MEDICAID    (A & FFS)		DSS to CMS		Annual       (FFY)		4/1						NA				X

				Fetal deaths		Number of single live births, non live births and multiple births (twins =2, triples=3 etc.)		A & B		MCO		Annual         (CY)		5 1/2  months after end of quarter						NA										MCO

				Frequency of selected procedures		utilization of freq. performed procedures PMPM: CABG tonsillectomy, back surgery, mastectomy, knee or hip replacement, carotid endarterectomy etc.		A & B		MCO		Annual         (CY)		6/15		FSP		FSP		X										MCO

				Gonorrhea		Follow specs for Chlamydia		A		MCO		Annual         (CY)		6/15										X		?				MCO

				Grievance Report		Report to reflect grievances received by each MCO, by category, and outcomes.		A & B, CO		MCO		Quarterly		1/15, 4/15, 7/15, 10/15  one quarter lag																MCO

				Identification of alcohol & other drug services		number and % of members with alcohol & drug claims who rec'd chemical dependency services:  any, inpatient, intensive outpatient or partial hosp., outpatient or ED		A & B		MCO		Annual         (CY)		6/15		IAD		IAD		X										MCO

				Immunizations for Adolescents		First year measure 2010 - % 13 yr olds with specific vaccines		A & B		MCO		Annual         (CY)		6/15		IMA		IMA		NA										MCO

				Inpatient Utilization		Utilization of acute inpatient services: total inpatient, medicine, surgery, & maternity - discharges per 1,000 MM, ALOS, days per 1,000MM		A & B		MCO		Annual         (CY)		6/15		IPU		IPU		X				X		X				MCO

				Inpatient utilization - non acute		Utilization of nonacute inpatient care in hospice, nursing home, rehabilitation, SNF, transitional care and respite		A & B		MCO		Annual         (CY)		6/15		NON		NON		X										MCO

				Language diversity of membership		# and % members enrolled at any time in yr. by demand for language interpreter services and spoken language		A & B		MCO		Annual         (CY)		6/15		LDM		LDM												MCO

				Lead		% of 2 yr olds w/ 1 or more blood tests as specified		A & B		MCO/DPH		Annual         (CY)		6/15		LSC		LSC		NA						included

				Low back pain		% of members (18 - 50 yrs.) with primary diagnosis of low back pain who did not have an imaging study within 28 days of diagnosis		A		MCO		Annual         (CY)		6/15		LBP		LBP		X										MCO

				MCO Capacity		Section 3.09 of RFP defines the calculation for determining each MCO's county capacity - based on PCP and OBGYNs under contract		A & B		DSS		Monthly, moving back  to Quarterly		by 15th of the month following end of quarter

				Medical Necessity Report		Individual record of every medical necessity denial coded by type and by reason		A, B & CO separately		MCO		Monthly for six months, then Quarterly		21 days end of month/qrtr																MCO

				Neonatal intensive care unit admissions		NICU admissions per 100 births (DSS specs)		A		MCO		Annual         (CY)		5/1						NA								PM calculated for all		Mercer

				Ongoing Prenatal Care		% of deliveries that rec'd specified % of expected prenatal visits (5 groupings)		A & B		MCO		Annual         (CY)		6/15		FPC		FPC		NA								PIP for all		MCO

				Out of Network		Number of OON requests, approvals, denials by category		A & B,  CO		MCO		Quarterly		1 month after close of quarter																MCO

				PA to Hearings Report		Report reflects the # of PAs requested, # denied, # proceeding  to hearing and the outcome of the internal review & the hearing		A		MCO		Semi-annual		3 month lag																MCO

				PCP Panel Report		Excel file that lists the providers functioning as PCPs and what their panel size is.  Used monitor across all MCOs for providers with more than 1,200 members in their panel.		A,B,CO combined		MCO		Quarterly		2/15, 5/15, 8/15, 11/15  (45 day lag from end of quarter)																MCO

				Persistent medications		% of 18yrs and older rec'd at least 180 treatment days of ambulatory medication therapy for select agents during yr & at least 1 therapeutic monitoring event (ARB< digoxin, diuretics, anticonvulsants)		A		MCO		Annual         (CY)		6/15		MPM		MPM		X										MCO

				Pharmacotherapy of COPD exacerbation		% of COPD exacerbations for 40 yr olds or older, with acute inpatient discharge or ED 1/1 to 11/30 and were dispensed appropriate meds.		A		MCO		Annual         (CY)		6/15		PCE		PCE		X										MCO

				Prenatal & Postpartum care		% of deliveries of live births, that rec'd care in first trimester / 42 days of enrollment, % w/ timely postpartum visit		A & B		MCO		Annual         (CY)		6/15		PPC		PPC		X								PIP for all		MCO

				Prior Authorization Report -  inpatient & OP surg, DME, home care, PT/OT/ST/Chiro, pharmacy		By category and adult/child, the number of requests for PA, # denied, and reason for denial		A, B & CO separately		MCO		Quarterly		1/1, 4/1, 7/1,10/1          (3 month lag)																MCO

				Provider File		Record for each provider enrolled with the MCO and their service location, provider type, specialty etc.  Used for ACS member services & DSS capacity calculations.		A,B,CO combined		MCO		Monthly		1st of the month																MCO

				Provider Participation		% increase in providers over past year		A & B		MCO		Annual         (CY)		3/1										X						MCO

				Provider turnover		To be produced 2/2010 for the previous 6 months of activity.  # providers beginning of time period, # at end, reasons for leaving a plan.		A & B, CO		MCO		Semi-annual		2/1 and 8/1										X						MCO

				Race/ethnicity diversity of membership		# and % of members enrolled at any time in the year, by race and ethnicity		A & B		MCO		Annual         (CY)		6/15		RDM		RDM												MCO

				Readmission rates		Readmission for same or similar diagnosis within 7 days of discharge (DSS specs)		A & B		MCO		Annual         (CY)		5/1						NA								PM calculated for all		Mercer

				Relative resource use for people with asthma		·    They focus on high-cost conditions that have corresponding HEDIS Effectiveness of Care measures		A & B		MCO		Annual         (CY)		6/15		RAS		RAS		X										MCO

				Relative resource use for people with cardiovascular conditions		·    They rely on a transparent risk-adjustment method similar to a proprietary risk-adjustment system		A		MCO		Annual         (CY)		6/15		RCA		RCA		X										MCO

				Relative resource use for people with COPD		Same as above		A		MCO		Annual         (CY)		6/15		RCO		RCO		X										MCO

				Relative resource use for people with diabetes		Relative Resource Use (RRU) measures are a standardized approach to measuring relative resource use. When evaluated with the corresponding quality of care measures, they provide more information about the efficiency or value of services rendered by an organization. RRU measures have the following features.		A		MCO		Annual         (CY)		6/15		RDI		RDI		X										MCO

				Relative resource use for people with hypertension		Same as above		A		MCO		Annual         (CY)		6/15		RHY		RHY		X										MCO

				Relative resource use for people with low back pain		·    They differentiate between unit price and utilization variation		A		MCO		Annual         (CY)		6/15		RLB		RLB		X										MCO

				Weeks of pregnancy at time of enrollment		% of women who delivered a live birth during the measurement yr and wks pregnant at time of enrollment to the organization		A & B		MCO		Annual         (CY)		6/15		WOP		WOP												MCO

				Well child - first 15mos. Of life		% of members who turned 15mos. during yr & total # of well child visits they had		A & B		MCO		Annual         (CY)		6/15		W-15		W-15		NA						X				MCO

				Well-child visit (3rd-6th yr of life)		% of 3-6 yr olds with 1 or more well child visits w/ PCP		A & B		MCO		Annual         (CY)		6/15		W-34		W-34		NA						X				MCO
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		2009 mystery shopper was performed internally by CTDHP

		MMCC QA subcommittee recommended an external entity for the mystery shopper survey

		CTDHP contracted with United Way of Connecticut  to perform the 2010 mystery shopper survey to measure:

		Accuracy of the provider network

		Appointment availability and wait time at each office

		Open/closed panels at each office

		Results will be reported in late 2010
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2010 Mystery Shopper Survey
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2010 Connecticut Dental Health Partnership 

Mystery Shopper Survey Results



	

Presentation to Medicaid Care Management
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PRESENTATION OVERVIEW

Community Results Center (CRC) overview

Overview of survey

Methodology

Results	

Questions and Comments
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United Way of Connecticut

CRC Overview

Provides expertise in: 

		Community Asset Mapping 

		Community Needs Assessments 

		Research and Evaluation















Overview of Survey

Purpose	

		UWC conducted a telephone mystery shopper survey for Connecticut Dental Health Partnership (CTDHP) in order to determine the availability of primary dental care for HUSKY (Healthcare for UninSured Kids and Youth) recipients. 



		Call specialists asked each dental office provided by 

CT DHP for a routine care appointment for an eligible Medicaid recipient















Methodology:

CTDHP provided lists of various types of offices including:

		General practice offices

		General practice offices that accept families only

		General practice offices that are not accepting new patients

		Pediatric offices that are accepting new patients

		Pediatric offices that are not accepting new patients

		General offices that accept children only















Methodology:

		Called 418 dental offices to schedule an appointment during normal business hours



		Made multiple calls to providers until an appointment was scheduled

		Logged the outcome and length of wait time for appointment





NOTE: Call Specialist‘s identity was not revealed                                                             

              Call Specialists did not provide “coaching” to expedite 	   appointment 



Click to add notes









HOW WE DID IT

Survey:  



Mystery Shopper calls were made in June 2010



Offices were asked for an appointment for a routine cleaning

Call Specialists used HUSKY A client IDs

Age appropriate clients were used for each

	office type
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HOW WE DID IT

Survey: 	

Captured following information:



Whether the appointment was scheduled

Number of days until the appointment 

Dentist’s name and contact information

Type of provider

Call Specialist’s name

6.	If applicable - the reason an appointment could not be made













WHAT WE FOUND

418 offices were attempted:

396 offices were reached (95%)

22 offices had non-working numbers or unanswered phones (5%)

Appointments were made in 368 offices (88%)

Result of Phone Calls













WHAT WE FOUND

Overall Findings

		All Offices Attempted		Percent		Number

		Office reached – appointment made		88%		368

		Unreachable offices		5%		22

		Reached – no appointment		7%		28

		Total		100%		418



		All Offices Reached

		Office reached – appointment made		93%		368

		Reached – no appointment		7%		28

		Total		100%		396





























































WHAT WE FOUND

Overall Findings

		Reasons Appointments Could Not Be Made		Percent of all offices attempted		Number

		Non-working numbers/unanswered phone		5.3%		22

		Not accepting HUSKY patients		2.4%		10

		Not accepting new patients with HUSKY		1.9%		8

		Administrative policy issues		0.9%		4

		Not accepting adults with HUSKY		0.7%		3

		Not accepting new patients		0.5%		2

		Doctor is retiring		0.2%		1

		Total		11.9%		50















































WHAT WE FOUND

Of the 368 offices scheduling an appointment:

		209 scheduled within 1 week 

		288 scheduled within 2 weeks  

		Average wait was 11.2 days 
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WHAT WE FOUND

Average number of days until appointment by provider type:





		Type of Provider		Average Days to Appt.		Number of offices

		Pediatric – not accepting new patients		6.3		6

		General office - accepts children only		7.9		127

		General practice – not accepting new patients		10.5		47

		General practice		11.7		142

		General practice – accepting families only		15.1		8

		Pediatric – Accepting new patients		20.4		38

		Total		11.2		368

















































Previous Research:

 

2006 Mercer Mystery Shopper Report:



		27% (123 out of 453 offices) of calls to dental offices resulted in an appointment





		Of that 27% , 87% scheduled dental appointments within 6 weeks





		418 providers were surveyed including specialists









Previous Research

2009 CTDHP Mystery Shopper Report:



		79% (297 out of 375 providers) of calls to dental offices resulted in an appointment within 8 weeks



		375 primary and pediatric offices were surveyed











Summary 



	

2010 UWC Mystery Shopper Report:



		93% (368 out of 396 providers) of calls to dental office resulted in an appointment



		88% of scheduled dental appointments were within 4 weeks



		Average wait was 11.2 days



		453 primary and pediatric offices were surveyed











United Way of CT Community Results Center 



Maria Dynia - 860-571-7215

A specialized program of the 

United Way of Connecticut/2-1-1

Questions? 













2010 Mystery Shopper

Corrective Action Plan

*

*

		CTDHP evaluated the mystery shopper results to identify non-compliance with appointment scheduling timeframes or if an appointment could not be scheduled (n=50 offices, 11.9%)



		CTDHP developed a correction action plan (CAP) to address potential non-compliance



		The CAP was approved by DSS on August 20, 2010



		Implemented the corrective action measures between September 1, 2010 and October 1, 2010
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2010 Mystery Shopper

Corrective Action Plan

*

*



The corrective action plan steps included:

		Office visits with every non-compliant office

		Provided education regarding program standards:

		Expected appointment timeframes

		Process for network status changes (retiring dentists, opening/closing the network patient panel)

		After-hours, vacation and  holiday phone requirements

		Gathered provider documentation and updated network status, as appropriate

		Updated CTDHP / HP Enterprise systems

		2011 Mystery Shopper will include re-measurement of all non-compliant offices from the 2010 Survey
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Participating Dental Practitioners

as of March 31, 2011



*











*

*

Participating Dental Service Locations

as of March 31, 2011
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Participating Dental Practitioners 

as of March 31, 2011
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Client Access versus Client Demand?



*

*



		The number of individual practitioners has increased 3-fold since 2008

		Less than 10% of practitioners have closed panels

		100% of our clients have access to two providers in 20 miles while  98.5% have access to two providers in ten miles

		Average appointment wait time across CT for routine care has decreased from year to year and is less than 13 days

		100% success rate in finding available practitioners for all callers requesting appointments or referral from the 180,000 client phone calls into the CTDHP call center, since inception of the program
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How do we increase demand and drive appropriate utilization?







Client Access versus Client Demand?
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How Do We Increase Demand?

Current Initiatives and Relative Performance

Note: Items in gray are not yet operational

Initiative Performance



          Better ROI



         

          Marginal ROI





          Unknown ROI
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How Do We Increase Demand?

Leveraging Medical Providers

Across Connecticut, ~80% of the CTDHP children see a medical provider annually.  The top 20 medical practices alone see ~100,000 CTDHP clients annually. 



Need to encourage medical providers to deliver CTDHP’s message.  With the move towards medical home models, this cross-discipline messaging requirement will foster a more holistic approach for oral health and improve perception of the importance oral health. 



Action steps in this initiative:



		Have PCPs deliver CTDHP materials to eligible clients

		Measure “dental utilization rates” by PCP practice

		Consider other ways of “ encouraging PCPs to coordinate with the PCDs and CTDHP









		





Leverage Medical Practices
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*

Includes activities that educate and motivate Community Organizations to inform Clients about the importance of oral health and the services available from CTDHP.  



The team of Dental Health Care Specialists and the Director of Care Coordination & Outreach perform these activities:



		Visits to Community Agencies

		Distribution of CTDHP Posters, Pads and Materials

		Presentations to Community Agency Staff

		Participation in Community Meetings with Other Organizations



DHCS also visit all of the dental providers in their regions.

How Do We Increase Demand?

Community Outreach



Community Outreach
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Community Organizations Include: 

	

*

Dental Providers Include: 

	

How Do We Increase Demand?

Community Outreach

		•  Head Start Agencies
•  WIC Programs
•  Public Schools
•  Charter Schools
•  State-Funded Behavioral Health
    Agencies
•  Community Action Agencies
•  Easter Seal Agencies
•  Hospital Emergency Departments
•  Healthy Start Agencies
•  FQHC's without dental
•  Nurturing Family Network sites
•  DDS Case Managers		•  Legal Service Agencies
•  School Based Health Centers 
    without dental
•  Town/City Recreation Departments
•  State-Supported Child Care Centers
•  School Readiness Programs
•  YMCA's
•  Boys & Girls Clubs
•  DSS Regional Offices
•  Regional Educational Service Centers
•  DPH Title V Staff
•  Other Agencies




		•  Private provider offices
•  Group practice offices
•  School Based Health Centers 
    with dental clinics		•  Hospital clinics
•  FQHC's with dental clinics
•  Other Clinics





Community Outreach
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A pilot that leverages community resources used by pregnant clients in order to improve dental utilization. 

 

Started late in 2010, five Norwich community organizations serving prenatal clients were selected. The staff received intensive training and materials in the importance of oral health for pregnant clients.  Each assisted the DHCS in contacting individual clients.



Preliminary results were very positive.  More prenatal clients choose to obtain dental care as a result of the coordination.  We will be replicating the pilot shortly and if proves successful, the program will be launched to other communities and client populations.

*

How Do We Increase Demand?

Intensive Community Outreach



Intensive Community Outreach
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How Do We Increase Demand?

Public Health Education

*

Lack of knowledge about the importance of Oral Health is a significant barrier to increasing demand for oral health services.

This is true for the general population, not only CTDHP clients.  Dental utilization by the general population has hovered around 40% for years.1

A Public Health Education effort, similar to the Social Marketing campaigns for tobacco, obesity, seat belts, etc. would help to reduce that barrier.

Such a campaign should be a joint effort of oral health stakeholders across the state.

1 Dental services - An analysis of utilization over 20 years; Richard J. Manski, DDS., MBA, PhD, John F. Moeller, PhD and William R. Maas, DDS, MPH, MS; J Am Dent Assoc, Vol 132, No 5, 655-664, 2001



Public Health Education
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*

General Reminder

866-420-2924

24 hours a day, 7 days a week 

If you or your staff are contacted by a HUSKY, LIA or FFS Medicaid client regarding dental services, please have them contact the CTDHP call center.
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CY2010 growth: 19.7%









