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Access to breast pumps in HUSKY A
Rose Ciarcia (DSS) reviewed the issues presented by practitioners regarding the availability and access for HUSKY A clients to breast pumps.  Issues raised were:

· Reports of limited numbers of durable medical equipment (DME) vendors that carry electric pumps.

· Differences in hospital-grade and ‘regular’ electric pumps (the latter’s performance reportedly less reliable for frequent daily expression of breast milk).

· Access of pumps by non-Medicaid eligible mothers whose newborns/infants are enrolled in HUSKY A.

· Prior authorization criteria differ by HUSKY managed care organizations (MCOs).
DSS reviewed the Medicaid policy and outcome of MCO/DSS meeting:
· Medicaid fee-for-service (FFS) covers manual and non-hospital grade electric pumps as DME, although policy doesn’t specifically include these items.

· Medicaid policy will provide FSS billing under the newborn’s name enrolled in Medicaid if the mother is not enrolled in Medicaid. The MCOs will cover the cost of the pump under the newborn member if the mother is not enrolled in HUSKY A.

· Four MCOs were surveyed on their prior authorization (PA) process:

· MCOs do not require PA for manual pumps (cost is about $50).

· Several plans do require PA for provider prescriptions for non-hospital grade electric pumps; however these plans are reconsidering the need for PA.  These pumps are generally purchased rather than rented at $150. 

· One health plan does mail order the electric pump that is sent directly to their member. The other plans may consider this option; Rose Ciarcia will follow up on this with the three plans.
· Under EPSDT provisions, exceptions can be made regarding access to appropriate, practitioner prescribed DME such as hospital grade pumps provided for infants in a NICU.
· If the MCO uses a DME vendor to supply pumps, the plan needs to assess the vendor distance from the member’s residence; if distance creates a barrier for the member, the MCO needs to make arrangements for the member to obtain the necessary DME.
The Subcommittee requested and DSS agreed to develop an informational memo regarding:

· Medicaid coverage under the Medicaid enrolled newborn for pumps if the mother is not Medicaid-eligible.
· MCO PA criteria for breast pumps and process for member access of this DME.
Follow up action plan:  MCO provider relations will disseminate information/Medicaid policy to hospitals and other practitioners.
The Subcommittee chair thanked DSS for listening to concerns and taking action on these issues.
Results Based Accountability (RBA) Model Applied to Maternal Care
Sen. Toni Harp, Chair of the Medicaid Council requested the Charter Oak Group consultants that had worked with the legislature on applying the RBA model to key areas, to look at the potential application of this model to maternal care.  The Early Childhood Cabinet that has applied this model agreed to support the maternal care application. The outcome of the maternal care RBA application will be integrated into the Cabinet’s infant/toddler strategic planning work group efforts and the Birth to 5 RBA process. 

Bennett Pudlin and Barry Goff provided the SC with an overview of the purpose of the RBA model and the components of the model. The RBA is not a unified theory, rather an analytic tool to help those involved in budget development make informed decisions through relevant information that strengthens accountability for how dollars are spent.
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There was discussion about the model framework and its application to maternal care.  There was agreement that a work group be formed to work with the consultants to develop the framework, reporting back to the subcommittee for comment.

The Work group, chaired by Amy Gagliardi, will meet Monday May 7 at 10 AM in Middletown.

The QA Subcommittee will meet Thursday May 10 at 10 AM in LOB RM 3800.
_1239607197.doc
FRAMEWORK WITH EXAMPLES FOR ILLUSTRATIVE PURPOSES ONLY
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Suggested Process for Use of the Framework:

1. Review availability of population indicators collected on a regular basis


2. Review strategies to ensure that they cover current programming and best practices

3. Review strategies re: planning documents to ensure alignment

4. Review programs associated with the strategies and their performance

5. Review current reporting information to establish data development priorities

6. Recommend actions associated with new and changed strategies

7. Place any new strategies or actions developed by other [agencies] into this framework


Program Level Measurement







Population Level Measurement







Result 1



Mothers healthy and children healthy and ready to grow







Indicator 1: % Low birth weight







Indicators 2:  % of children ages 19–35 months with the 4:3:1:3 combined series of vaccinations







Indicator 3:  Maternal anemia status







Indicator 4: % Mothers receiving appropriate pre-natal care







Strategy 1



Promoting full participation in prenatal care







Strategy 2



Baby friendly hospitals







Strategy 3



Post-partum support for mother







Strategy 4:  Full immunization by appropriate age







Strategy 5



Early identification of risks for developmental delays
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