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This report of the Medicaid Managed Care Council is submitted to the General Assembly as required under CGS 17b-28.  This report is for the time period of July through December 2006. The Medicaid Managed Care Council is a collaborative body established by the General Assembly in 1994 to advise the Department of Social Services (DSS) on the development and implementation of Connecticut’s Medicaid Managed Care Program (HUSKY A) and in 1998, the State Children’s Health Insurance Program (SCHIP), which is HUSKY B.  The law also charges the Council with monitoring such planning and implementation and advising DSS on matters including, but not limited to, eligibility standards, benefits, access and quality assurance.  The Council consists of legislators, consumers, advocates, health care providers, representatives of managed care plans and state agencies.  The Council has several working subcommittees: Consumer Access and Quality Assurance Subcommittee.

The Medicaid Managed Care Council and Subcommittees met four times during the 3rd and 4th quarters of 2006.  A summary of the topics/themes during the last half of 2006 includes:

· Administration issues for the HUSKY A & B programs primarily focused on 2005 managed care (MCO) expenditures, the SFY 07 MCO rate adjustments, and member access to providers reported in the Mercer “Mystery Shopper” report.
· Policy changes including both state and federal law that impacted the HUSKY enrollment.

· Quality and access issues were identified in CTVoices reports on children’s ambulatory care, dental and maternal services.  Special reports included a presentation of the Results Based Accountability Model and potential application of this model to HUSKY and the work of the New Haven Diaper Bank that fills a gap in a service for families living in poverty.

· HUSKY A & B enrollment was reviewed monthly as well as an overview of changes in enrollment compared to the first half of 2006 and trends seen in the preceding year. 

Program Administration

HUSKY financial report and MCO rate adjustment

The audited managed care plan financial report for the HUSKY line of business for calendar year (CY) 2005 was reviewed and discussed.  There were several significant changes from CY 2004:

· In 2005 three of the four plans (Anthem, CHNCT and Health Net) experienced losses (negative margins) compared to the 2004 report.  
While member months increased for three of the four plans in CY 2005 compared to CY 2004, there was a greater increase in medical expenses for all four plans. DSS noted that Medicaid has traditionally focused more on treatment, less on preventive interventions that can have an impact on medical expenditures. Anthem plans to refocus more attention on preventive care to impact the escalating medical costs.

· Across the four plans:

· Member months increased by 10% in 2005 compared to 2004; Health Net had almost a 5% member month loss in 2005. 

· There was a 7.9% increase in medical expenses while administrative expenses increased by 14.6%.
· The overall medical loss ratio was 1.9% higher and the administrative loss ratio was 0.7% higher in 2005.

· There was significant variance across plans in that WellCare, compared to the other 3 plans, showed the lowest revenue, lowest medical expenses, highest administrative expense, lowest PMPM expenses and highest PMPM margins in both 2004 & 2005.  WellCare reported that the variance was related to case mix and less desirable access and quality indicators.  The plan gave DSS a quality improvement plan for 2005 that included increased reimbursement for dental and adolescent primary care providers and improvement in their data reporting systems.  
Based on past Revenue/Expense reports presented to the Council, changes from 2000 to 2005 show similar trends as changes seen in 2004-2005. Member months had an overall 38% increase while revenue increased by 70%. Total expenses increased by 79% in 2005 compared to 2000 with administrative expense increasing the most (82%).  Profit/loss margin has decreased from 2% in 2000 to a -1.2% in 2005.   The reasons for increased medical expenditures require further evaluation.  Increased utilization of Emergency Departments has been a focus in this last half of 2006, with each MCO seeking to contract with Urgent Care Centers at the recommendation of the Council as a way to deter non-emergent care away from crowded EDs. Anecdotal reports about more at-risk HUSKY pregnancies and increasing Neonatal Intensive Care Unit (NICU) utilization suggest higher costs in this area. According to DSS 5% of HUSKY A members use 40% of services/expenditures.  
· MCO rate adjustment for SFY 07 was 3.88% (about $27M when the rate increase is applied to the HUSKY budget minus the BH carve-out dollars). The SFY 07 budget had allocated a 2% adjustment in MCO rates for SFY 07.

Behavioral Health Service ’carve-out’ from managed care
DSS negotiated individual managed care organization’s PMPM amounts that will be deducted from the MCO PMPM rates, retroactive to January 1, 2006, for the removal of behavioral health services from the managed care delivery system to the Behavioral Health Partnership program.  (The MCOs retain responsibility for pharmacy, transportation, emergency room services and coordination of care management with the BHP Administrative Service Organization – ASO- for intensive care management of members).   

The MCO carve-out PMPM reductions are:

· Anthem: $19.22 

· Health Net: $20.00 

· CHNCT: $19.25 

· WellCare/PONE: $16.50

· Weighted average: $19.13

The PMPM ‘carve-out’ dollars vary among plans as the negotiations were based on what each plan was spending on BH services.  The BHP Oversight Council has been addressing 2005 BH claims run out under managed care that include unresolved legitimate claims for BH services.  DSS has taken a strong role in the resolution process and the MCOs have reported on claims projects.  These dollars will be coming out of the non-carve-out “pot” of PMPM MCO dollars.
HUSKY A “Mystery Shopper” Survey

At the recommendation of the Council DSS HUSKY quality review contractor Mercer did this survey that assesses timely access to care and the quality of MCO customer services and provider call process. The survey focused on NEWLY enrolled HUSKY A children ages 0-18 years. The provider type groups that were included were primary care providers and specials: dentists, dermatologists, neurologists and orthopedic surgeons.  Key findings of the study showed: 

· Deficiencies of overall access to care across all health plans ( 26% of the calls resulted in a scheduled appointment), 

· A reasonable call- response process; however two key barriers were identified:
· In 49% of the provider calls the staff attempted to deter the caller from scheduling an appointment

· MCO customer service staff offered new members assistance in getting a provider and/or appointment in only 2 of 48 calls.

· When an appointment was scheduled, specialty access that includes dental services, were generally within 6 week contract period, with the exception of dermatology. Seventy-three percent (73%) of primary care appointments met the contract time period.  Anthem and Health Net had the highest contract compliance in this provider category.
Mercer made key recommendations that addressed key deficiencies and the MCOs will complete Corrective Action Plans (CAP) for DSS and review the study results and CAP at future Council meetings. 

Policy Impact on HUSKY Enrollment

Several policy changes from state and federal legislation in 2005 and 2006 have had a direct impact on HUSKY family enrollment.  Among these three key changes were highlighted:
· Self-declaration of income was reinstated in 2006 state legislation and the policy was implemented in July 2006.  As early as August 2006 the number of pending applications at the end of a month and those denied or closed for incomplete documentation began decreasing in HUSKY B.  This change was attributed to the policy change.
· In 2005 state legislation reduced the transitional medical assistance (TMA) time period from two years to one year, impacting members’ enrollment at the end of June 2006.  The June-July 2006 reduction in HUSKY A enrollment was the largest in the history of the program.  Approximately 14,879 HUSKY enrollees lost coverage, 8,786 children and 6,093 adults.  This significant drop occurred despite managed care plans outreach to their members about to be dis-enrolled and DSS mailings 2 months prior to the enrollment end date, which encouraged clients to renew their HUSKY application.  Regional DSS offices observed a large number of DSS mailings returned undelivered. 
· HUSKY enrollment July-December 2006:
· As of October 1, 2007 approximately 6892 (45%) of previously enrolled HUSKY A clients that represent the TMA group had re-enrolled. 
· By December 2006 overall HUSKY A enrollment had increased by 8679 (58% of the number lost in July), enrollees under age 19 years increased by 5151 (59% of the July reduction) and adults/caregivers increased by 3528 (58% of the July loss).
· HUSKY B, a non-Medicaid program that citizenship documentation is not applied,  has had steady growth since July 2006, gaining 1,847 members, a 13% increase since July 2006.

· As part of the federal Deficit Reduction Act, states could no longer accept self-attestation of citizenship, but were required to obtain original citizenship and identity documents as of July 1, 2006.  Connecticut implemented the provisions on July 1, 2006 based on initial guidance released by the Centers for Medicare & Medicaid (CMS).  Current Medicaid enrollees would remain enrolled while they showed reasonable effort to obtain the required original documents; however new applicants otherwise eligible for Medicaid could NOT be enrolled without the documentation. The impact of this law on the backlog of Medicaid pending new and renewed applications continues to escalate.  In response to this administrative problem DSS reported:
· DSS and the Department of Public Health (DPH) are developing a vital statistics data match, which will allow Medicaid applicants/recipients citizenship status by place of birth to be validated for births beginning in 1988.  Manual matches need to be done for births prior to 1988.
· Designated outstation entities will be approved and trained to certify the receipt of applicants’ citizenship and identity documents, reducing delays at the regional DSS offices.
· DSS can now fill vacancies more quickly and the agency is moving forward with the development of an on-line application. 
· CT hospitals were invited to be Qualified Entities in order to grant Presumptive Eligibility (PE) for Medicaid for uninsured babies born to non-Medicaid eligible mothers as well as other children that seek health services at the hospital.  The Council requested DSS again contact the hospitals and Sen. Harp sent CT Hospital Association a letter urging them to work with their member hospitals on this.  As of December 2006, 10 of the 30 hospitals have agreed to do this.  

· The Governor released $1M on September 7, 2006 in new funding for HUSKY community and school outreach to uninsured children.  DSS released the RFP for the competitive process in October and successful bidders will be identified in February 2007.

Program Quality: Special Reports
· Encounter data for HUSKY A children continuously enrolled in HUSKY A and birth data was assessed in several reports from CTVoices: (reports at www.ctkidslink.org)
· HUSKY A and Medicaid fee-for-service birth data match 2004 (reported at the July 2006 meeting) findings included 
· 65% of HUSKY A mothers did not have documented risk factors, 

· Teen births remain about 20% of total HUSKY births, 

· Three-quarters of pregnant women are enrolled in HUSKY in the first trimester and receive adequate PNC.

· No increase in low birth weight, and a slight decrease of preterm births since 2000.

· Recommendations included expanding pregnant women’s income eligibility for Medicaid beyond 185% FPL, and extend the coverage period beyond 60 days post partum, state-fund PNC coverage for undocumented pregnant women as the baby is a US citizen and will most likely be Medicaid eligible, include tobacco dependence treatment in HUSKY.
· Infant Health Care in HUSKY A (Sept. 2006 council meeting) study connects prenatal period to early childhood care.  Key results included”

· Infant HUSKY enrollment drops precipitously by age 24 months with only 37% of the infant cohort still enrolled in HUSKY.

· 55% pf the HUSKY babies received 6 pr more well visits; 56% of the infants between 31 days and 15 months had at least one ED visit.  Well visits were not associated with decreased ED use.

· There were about 2500 Medicaid, non-managed care births in 2004. It was suggested that most of these births may represent undocumented women for whom labor & delivery costs only are covered.

The Council encouraged DSS to 1) evaluate a linkage between maternal/parents loss of HUSKY coverage and the child’s discontinuance in HUSKY and 2) assess Medicaid FFS birth outcomes as well as for those mothers that received only emergency medical assistance for labor & delivery.  The MCOs want increasing collaboration with practitioners, community-based organizations and the MCO team in promoting timely enrollment in an MCO, quality maternal/child care. It was noted that the RBA processes could apply to Maternal/child care issues (see model description below.).  

· HUSKY A children’s dental & ambulatory care (Nov. 2006 Council meeting) looked at children ages 2-19 continuously enrolled in HUSKY A in CY 2005:

· Ambulatory care report showed data similar  to trends from FFY 01 – CY 2004 with the exception that 57% of children in this age group had well visits compared to 49% in 2001, and 14% (17.6% in 2001) of children had no ambulatory care recorded.  Emergency care only remained at 4%.

· Children’s dental access remains unchanged since FFY01 with 48% of continuously enrolled children ages 3-19 having any dental care in the year, 41% received preventive care and 22% received dental treatment.  
· Results Based Accountability Model:  Bennett Pudlin, Charter Oak Group, presented an overview of the model that is a tool used to identify indicators, action steps and resulting program/service change over time.  No one entity or agency can be solely responsible for achieving ‘quality of life’ outcomes.  Since the Legislature has oversight over the budget, it has been exploring the use of results & performance accountability (RBA), decision-making and budgeting process, applying this to several programs, one of which is the Early Childhood programs. 
There were several HUSKY areas discussed at this meeting that Mr. Pudlin noted could lend themselves to the RBA process, including Emergency Department utilization issues, health coverage for children and healthy birth outcomes.  Mr. Pudlin commented that the Medicaid Council is an important partner that has critical information that involves children’s health issues covered in the Early Childhood Cabinet, Child Poverty/Prevention Council and New Futures committee.  There currently seems to be a disconnect between these entities and Council data.  The Council subcommittees may be asked to examine salient issues in the HUSKY program in more depth if the RBA process would be applied to HUSKY.  

· New Haven Diaper Bank:  Joanne Goldblum:  The New Haven Diaper Bank (NHDB) provides diapers for many very low-income families living in New Haven.  The not-for-profit NHDB receives donations to purchase the diapers as no federal or state program covers the costs of diapers or personal hygiene products for families living in poverty.  Access to diapers.  NHDB distributes 50,000 diapers monthly to 28 New Have community agencies.  Diaper supplies for an infant can cost over $100/month.  Inadequate diaper supplies can lead to infant/toddler health problems and become a barrier to child care as center require infants/toddlers to have disposable diapers, which can adversely impact parental self-sufficiency.  
· DSS described the Centers for Health Care Strategy (CHCS) “pay-for-performance” (P4P) technical assistance grant awarded to CT.  These programs would follow the CMS P4P definition of using payments/incentives for patient-focused, high value care areas.  DSS is in the process of developing stakeholder input into this process.  Sen. Harp expressed her view that given the lack of Medicaid reimbursement adjustments over the past 20 years, P4P financial incentives should not be considered in lieu of Medicaid rate increases.

Council Subcommittees

· Consumer Access has tracked the impact of the federal law on Medicaid citizenship & identity documentation and Agency efforts to minimize enrollment losses through DSS reports, followed up on progress with on-line applications with the Fall release of the RFI for interested applicants to present their programs, requests and receives episodic reports on children’s presumptive eligibility and pregnant women’s expedited eligibility.  About 500 cases per month are processed with 4% as emergency (24 hour Medicaid eligibility determination) and 60% have eligibility granted in less than 5 days. 
·  Both the Quality Assurance and Consumer Access SC met together in November 2006 to review alternatives to Emergency Department (ED) use for HUSKY members.  
· There was majority agreement to have the MCOs pursue contracts with “urgent care centers” for episodic care only, not as a replacement for primary care.  A practitioner cautioned that introducing another site of care outside primary care would further fragment continuity of care.  
· More HUSKY information is need related to MCO ‘Advice line’ use, when and how PCP are informed of a patient’s ED visit and look further at external ‘evidenced-based’ telephonic systems that take patient calls, advise per established protocols and inform PCP of the call and disposition.
· Quality Assurance:

·  Had requested and received from each MCO nutritional service billing codes.  This information was requested because hospital-based nutrition clinics have reported reimbursement difficulty.  The MCO provider relations staff was to bring appropriate codes to the providers’ attention.  
· Obesity related issues: SC members identified the need to have BMI collected from the school records and organized for assessment and data trends, identify targeted approaches to overweight management in the HUSKY program.
· Finalized recommendations for perinatal depression and oral health during pregnancy to be presented to the Medicaid Council in early 2007.  Perinatal depression recommendations were accepted by the BHP OC Quality subcommittee and were distributed to the BHP OC Coordination of Care SC.
