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Meeting Summary; July 28, 2010
Next meeting Sept. 15, 2010
Meeting called to order by Rep. Toni Walker at 10:02am

DSS Updates:

Putnam and Torrington  area expansion

Currently DSS is awaiting further info from CMS in writing regarding the expansion. CMS is concerned about the cost of expansion in the state now that health care reform passed. They met with Day Kimball in May and they agreed to convene a provider forum, still looking for a good date for the provider forum.

The independent evaluation needs to be completed by April 2011, so time is of the essence.

Data Analysis

Total unduplicated members  = 452 which is 86% of members

Comparing MCO data, MCO inpatient cost was $49 compared with PCCM inpatient of $59. Total MCO non-carve out cost was $176, PCCM non-carve out was $235. When removing one high cost child patient PCCM cost dropped to $177.

The PCCM #s represent .1% of member months, so its hard to compare apples to apples when comparing with MCO. Some patients are dropping in and out of PCCM. It’s going to be challenging to properly evaluate this program.

ED usage dropped to 33% of members and they’re not sure why. ED utilization for HUSKY A was 9% and for PCCM was 9%. PCCM data is incomplete due to claims lag.

IP Utilization also decreased. Despite the one child patient which did scew the numbers average length of stay decreased to 5.38 days.

It was noted that the group needs this kind of data from the MCOs

It was also noted that there are very few placements for children with behavioral health issues and many of these patients end up in hospitals.

DSS was asked about comparing administrative costs between PCCM and MCOs. Can we get that data? Can we get administrative costs for non-carve out services? Wouldn’t it be total cost minus claims to get the admin cost?

Other analyses that are needed: Utilization of preventive services, however its difficult to breakout preventive services. But it was noted that EPDTD cost data is coded and could be broken out, well-child visits, immunizations, etc.

Claims data is not a good marker of services provided because only certain services are paid as claims. Until preventive services are paid well they won’t be coded as claims.

Additional Updates

HUSKY comparison chart has been revised

Final version of the Putnam notice is done

PCCM Dis-enrollment survey is ready. There is enough movement in program to make this worthwhile.  There was a discussion of whether the survey would find out why people left PCCM. It was agreed they would add a question asking why the person left.

Rep. Walker had to step away at 11:00 am and Rep. Cook continued chairing the meeting.

DSS was asked to clarify whether there was advertising funds available for PCCM. DSS said no. Complaints were raised about the new marketing guidelines giving MCOs  a huge loophole from which to market with, allowing them to use their logos on educational materials. PCCMs can’t do any marketing but MCOs can through this big loophole. It was stated that these guidelines “gut” the Commissioner’s 12/31/09 memo on this subject.

DSS stated that they could see that interpretation, yet they received a lot of pressure from the FHC and local clinics because they rely on MCO marketing to get clients.

It was suggested that a fairer approach would be to put all logos on marketing materials. Some members wanted this item for discussion on the next agenda.

The final discussion item was on a letter from DSS to CMS to address issues on rollout. There is currently disagreement on the waiver and what is allowed for rollout. DSS is reviewing what other states are doing with Medicaid changes and PCCM or their equivalent, like pay for performance. Several states need to restructure now. OK and VT are focusing on reducing ER visits. OK uses a tiered PCCM system and moving toward a completely electronic system. They saw an immediate 20% decrease in ER utilization by providing an incentive in their tier system. They are also implementing a quality assurance technical support system to help get the numbers even lower. They are working with office workers, nurses and doctors to educate them thru office-based tech support. 

It was then stated that it is necessary to have both an pay incentive and tech support system to change practice, having only one component will not get the desired results of less ER usage.

Final discussion item: Since enrollment in PCCM is low, what if we defaulted people who didn’t pick an MCO into PCCM? We have default data and it’s a huge number, 35% are defaulting. Could we send a letter to Commissioner on defaults now instead of waiting until Sept. to discuss?

Meeting adjourned at 12:00 noon.
