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Meeting Summary:  March 17, 2010
Next Meeting: Wed. May 19, 2010 @ 10-12 noon in LOB Room 2A

Attendees: Rep. Toni Walker, Rep. Michelle Cook & Ellen Andrews (Co-Chairs), Robert Zavoski, MD, Annie Jacob, Rivka Weiser (DSS), Judy Blei, Alex Geertsma, MD, Les Holcomb, Lisa Honigfeld, Mark Keenan, Greg Vitiello & Steve MacKinnon (ACS), Joan Morgan (AmeriChoice), Sheldon Toubman, (M. McCourt Legislative staff).
Department of Social Services

· HUSKY PC (HPC) enrollment as of March 1, 2010 is 342 members, 130 PCPs in New Haven area 50 in Hartford area. Comments/questions included:
· HPC is a “pilot” program that seems to be stifled by regulations rather promoted as a “pilot”.

· Expansion of HPC seems to be restricted by the 1915(b) amendment language and unclear CGA intent (i.e. geographic limits: provider based or member based?). Of the 2500 HUSKY members in New Haven, 832 live in towns contiguous to New Haven.
· How does the program extend statewide vs. town/town? Rep. Walker asked if there was a change/clarification regarding parameters of ‘contiguous towns, would this require another waiver amendment?  DSS would need to discuss this internally and with CMS. 

· DSS sent the PCCM program status report to the CGA in January 2010.

· Provider group met with DSS to review marketing strategies, provide feedback on specialty access problems, review of ED, inpatient use.  The 3 HUSKY PC DSS subcommittees will be meeting regularly. 

· Draft HUSKY PC marketing guideline clarification was reviewed with SC comments:
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· Line between unsolicited contacts (i.e.  ‘cold calls’) vs. telling patients about HUSKY PC still unclear. DSS noted that CMS marketing guidelines addressed organizations such as MCOs rather than individuals such as PCPs in HUSKY PC.  For example it is reasonable to have a poster “ask me about HUSKY PC” in the office vs. unacceptable coercion of a patient in the office to sign on to HUSKY PC.  (Further discussion of member/provider outreach under a HUSKY PC ASO below).
· HUSKY PC evaluation is, according to the 1915(b) waiver amendment, to be completed by July 1, 2010 (review waiver amendment below). 
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· DSS is working with Mercer to finalize the evaluation process that will cost $75,000. A client satisfaction component will significantly increase the cost that DSS cannot support at this time. 
·  Subsequent to discussion, the non-agency/subcontractor Subcommittee participants verbally agreed with the statement that it is unreasonable to do an evaluation by 7/1/10, spending $75,000 when there is limited enrollment that will afford low power analysis of the study, no ability to compare programs and data report delay secondary to Medicaid FFS 365 day timely filing of claims.  There needs to be time to bring stakeholders together to create an evaluation product that is meaningful, including quality measures that address outcomes.
· Rep. Walker will present a bipartisan request to DSS Commissioner from the Chairs & Ranking members of the legislative committee to delay the evaluation. Rep. Walker had discussed this with CMS and understood that CMS would require only a letter from DSS to change the evaluation date.  The assumption at present is the evaluation date 7/1/10 stands until the evaluation is delayed.
· Comments on the draft evaluation content included:
· Qualitative interviews with “other stakeholders’ should be retained.
· EHR requirement is a premature evaluation indicator.
· Provider contract compliance with FOI provision: will this be part of the evaluation audit?
· Re-look at defining quality measures based on more current outcome measures. 
Administrative Service Organization for HUSKY PC

At previous Subcommittee and Medicaid Council meetings it was suggested to DSS an ASO be designated to assist in the management of the HUSKY PC program. Ellen Andrews stated an ASO should be independent from the current MCOs. The ASO would be responsible for:
· Provider relations that includes provider enrollment
· Client support, customer services currently done by DSS staff

· Marketing 
· Utilization review: Mr. Toubman stated UM/PAs creates tension between the ASO and providers and should remain a function of DSS.

· Quality, continuous quality management

· Support Care Coordination model that could involve a mix of central vs. individual practice coordination staff.  Regarding this, comments included:

· Ellen Andrews said patient-centered medical homes in CT are being considered by Medicare and SEHP. Important to bring HUSKY, SEHP and private payers together to identify medical home options. 
· DPH discussed the Title V regional care coordination (CC) options that include imbedding CC in an individual practice, share care CC among practices in a geographic are and regionalized CC.  In this DPH experience most providers do not want to add CC staff to their office staff.  
· Dr. Geertsma commented that the ideal national mode is to imbed reimbursable CC in practices but realistically we may need to start with offering 3 options. Practitioners are worried the HPC “project” model may not continue. Practice based CC leads to greater improvement in practice-based care standards and is associated with higher cost savings.
· Lisa Honigfeld noted No. Carolina developed a broader regional care coordination model to meet all needs of patients served by various agencies. 

Programmatic Issues

· Early HPC program data shows an overall higher cost than MCOs; however DSS cautioned about making any assumptions about this limited data.  DSS needs to look at the data more in depth; for example one client may account for 20% of the costs.  There may be client selection bias since providers in HPC tend to also participate in the Regional Title V CSHCN medical home initiative. 
· Data: ED use: it is next to impossible to have HPC effect change in member use of the ED (because they use the ED for various reasons) in part because of low enrollment numbers, absence of ‘critical mass’ and associated PMPM coordination fee. 
· Mr. Holcomb raised several issues related to a successful pilot with an increase in HPC enrollment: 

· De-link pediatric and adult services in HPC “pilot” model since finding adult providers/specialists appear to be a major barrier in the program moving forward. Ellen Andrews stated covered families in Medicaid HUSKY A cannot be de-linked in the system.  Dr. Zavoski said this approach would be committing adults to a lower standard of care (i.e. in FFS model while child is in HPC).  It was suggested the adult HPC provider could continue as the parent’s PCP and an ASO management of the parent’s services (i.e. connection to providers, customer services, data management, etc) may ‘equalize’ the approaches during a time limited HPC transition period.
· Focus on 5 or more large pediatric practices in order to enroll at least 1000 children in HPC, creating that ‘critical mass’ within a practice with PMPM reimbursement. 
Subcommittee action steps:  Ellen Andrews will draft a letter to DSS regarding HPC ASO, key ASO performance targets and consideration of a ‘transition’ strategy that focuses on pediatric PCP, medical home.  Further comments from SC can be sent to staff or as a ‘reply to all’ from a previous SC email with the distribution list. 
ACS Scripts

ACS noted they reviewed the script to HUSKY A enrollees about HPC option and have decided to modify the script to include UM process, member service person at doctor’s office to assist with linkage to other health services, get transportation, etc. and the member has access to any Medicaid specialist; not limited to a managed care provider panel. 
Mr. MacKinnon will provide the SC with the modified script as discussed above. 
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HUSKY Primary Care marketing clarification - DRAFT —3/17/10
Dear Primary Care Provider,

It has come to the Department’s attention that some providers consider the marketing guidelines
in the HUSKYY Primary Care / PCCM provider agreements to be confusing or to impede
communication of information to HUSKY members. The information below is intended to
clarify some of the requirements and allay some providers® concerns that they are prohlbzted
from discussing the program with their patients.

Background and language: y.
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Unsolicited contact with your patients for the purpose of marketing (for example, making
unsolicited calls in order to tell patients about the program) is considered “cold-call marketing”
and would not be in accordance with the regulations.

Materials:
1. The Department has brochures and effice sigus available, in both English and Spanish.
As each site has previously been made aware, you may order free trifold copies of the
brochures and obtain color copies of the signs from us. Please contact us if you would





like to discuss how to obtain these or how the office signs might be customized for your
office.

2. Other materials, such as enroliment forms and updated PCP lists, are available on our
website (see the provider website for direct links). If you would like printed copies of
these materials sent to you, please contact us.

3. You are welcome to create other materials (flyers, signs, etc.), but these must be
reviewed and approved by the Department (as in 42 C.F.R. § 438.104(b)(1)(i)).

If you have any other ideas about potential HUSKYY Primary Care marketing activities or
materials, please contact us and we can discuss the specifics. -
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Please note that your contract with a managed care health plan
to marketing, and the guidance above is not intended to affec

I hope that this addresses any confusion regarding the D Samg

you have further questions or concerns, please contac Rivka Weiser, the PCEMiCoordinator, at

Ly

ne at robert.zavoski@ct. gow:

424-5583.

Sincerely yours,

Robert W. Zavoski, MD,
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AMENDMENT TO THE 1915(b) MEDICAID MANAGED CARE WAIVER (HUSKY A)


1. Primary Care Case Manager (PCCM) shall be operational in the Greater New Haven and Greater Hartford areas no later than January 1, 2010. 


2. The Commissioner of Social Services shall commission an independent evaluation of the cost, quality, and access impacts of the PCCM programs in Waterbury and Windham by July 1, 2010 and shall submit the evaluation to the Human Services and Appropriations Committees.  The Commissioner shall identify any deficiencies in the program and recommend remediation measures. 


3. PCCM shall be operational in additional geographic areas that the Commissioner approves after July 15, 2010 provided: (A) the independent evaluation finds that the PCCM program is successful in containing costs and improving quality and access; and (B) an adequate number of primary care physicians (PCP’s) for both children and adults have submitted applications with the Department of Social Services. 


4. New PCP’s shall be allowed to enroll in PCCM at any time in any geographical area where PCCM is in effect. 


5. The Department of Social Services shall inform HUSKY A enrollees in approved geographic areas of the availability of PCCM to the same extent that the Department informs such enrollees of the ability to enroll in a Managed Care Organization. 


6. The Department of Social Services shall report to the Human Services and Appropriations Committees on the status of the PCCM program on January 1, 2010. 


7. For purposes of this amendment, “geographical area” means Hartford, New Haven, Waterbury, and Windham, and towns that are contiguous to said cities. 



