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The Consumer Access Subcommittee will work to improve consumer access to health care. The Subcommittee will elicit consumer input and gather information, identify barriers to care, consider remedies and make recommendations to the Medicaid Managed Care Council. 
Co-Chairs:  Christine Bianchi & Marjorie Eichler

Meeting Summary: Sept. 2, 2009

Next meeting: Wed. Oct. 21, 2009 @ 10 – 11:30 AM LOB Room TBA

 Attendees: Christine Bianchi (Co-Chair), Robert Zavoski, MD, Kristin Dowty, Dr. Donna Balaski, (DSS), Marty Milkovic (BeneCare), Joan Morgan for Deborah Strane (AmeriChoice), Mary Jane Toomey (Aetna), Mary Ann Cyr (CHNCT), Sheldon Toubman (NH legal), Annette Buckley & Alana Kroeber (UW HUSKY Infoline), Joyce Hess, Sharon Langer, Nancy Blickenstaff & Steve MacKinnon (ACS), (M. McCourt, legislative staff).

Department of Social Services
Presumptive Eligibility (PE) for Pregnant Women
PE regulations for pregnant women are under review by DSS legal staff, to be followed by review by the Attorney General and then legislative Regulations Review Committee.  The expedited eligibility process will continue until the PE process can be implemented.  While the current expedited eligibility process for emergency determination takes ~24 hours and no more than 5 days for a routine processing, the PE process done at a qualified entity site would deem the pregnant women presumptively eligible with Medicaid coverage in place until DSS determines eligibility.  
SC members questioned why this change (PE) requires regulations?  DSS stated it is required because PE is an optional eligibility process. 
Action Step:  DSS was asked to revisit this decision since PE is in CT statute (Click icon below), initiated by DSS and CMS recognizes PE, not expedited eligibility, in their regulations. 
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DSS was asked about CHIPRA guidance on deemed newborn eligibility in a CMS August 31, 2009 State Medicaid Directors letter provides guidance on implementation of the Children’s Health Insurance Program Reauthorization Act of 2009 (CHIPRA). This letter outlines changes related to “deemed newborn eligibility” (SHO#09-009 found at www.cms.hhs.gov) that allows use of the mother’s Medicaid or CHIP eligibility identification number to assure immediate coverage for newborn services. Through CT’s uninsured newborn initiative the Regional Processing Unit (RPU) processing time from the newborn’s date of birth is about 4 days for non-emergent cases.  In past SC meetings, community providers/advocates described difficulties in getting certain newborn medical services, in particular pharmacy, while the newborn’s Medicaid number is put into the system.  Large (chain) pharmacies generally do not accept the DSS voucher during the Medicaid PE process.  
Action steps: 1) DSS staff will inform the Commissioner of Subcommittee concerns about the decision to undergo the lengthy regulation process for PE; DSS will follow up with the SC in Oct.  2) DSS will review the CMS guidance on deemed newborn eligibility & applicability in CT.
On-Line application Update (Modernization of Client Service Delivery) 
The RFP was released August 20th, responses are due to DSS on Nov. 12 and a bidders conference will be held Tuesday Sept. 8 (access the RFP at www.ct.gov/dss, click on “vendors’ on left to access RFP’s).  There are several key components to the RFP:
· Web-based Program that allows:

· Screening for several programs, based on the information entered, that the person can apply for (Medicaid, cash assistance, Food stamps).
· Client-generated information real time changes (i.e. address or phone changes)

· Client submission of renewals (redeterminations).  At this time CT is not considering automatic renewals for some clients as some states have done.

· Clients can obtain real time status of their applications, etc without waiting for case worker contact/call back.
· Document imaging which reduces the ‘paper trail’ in the agency document loss and allows offices statewide to access documents for clients that move or re-enter the system.
HUSKY A/B: DSS standardization and coordination of programs’ eligibility determinations
The DSS HUSKY and eligibility units are working internally and with CMS guidance to identify eligibility rule differences and decide how to best ensure regional offices and ACS standardization of eligibility screening.

Out-of-Network (OON) Services for HUSKY A, B & Charter Oak Health Plan (See DSS memo below)
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In a past meeting DSS said the final memo (see above) was sent to MCOs for distribution to their provider network and DSS will send it to professional medical organizations that would inform non-Medicaid providers of OON services. Discussion points included:
· Action plan: DSS will send the memo via email to the CT Medical Society, Family Practice Assoc., CT AGOG, CT AAP (Pediatric Assoc.), CT Hospital Association. Follow up in Oct. The Chair suggested the communication request the memo be made available to providers’ staff because often specialty referrals are made by the practitioner nursing staff. 
· Joyce Hess (Danbury Hosp, MMCC member) stated she has not seen the memo from the MCOs.  Action Step: Staff will resend final memo to each MCO representative on the SC who will direct this to the appropriate person in their plan.  MCOs will be asked to respond to staff for the SC as to whether the memo has been communicated to their provider panels and how; if it was not communicated, how will the plan do this. Sheldon Toubman asserted the SC had requested the memo be mailed to each provider in the plan network; the SC summary indicated the “MCOs will disseminate the memo to their provider members”. 
CHNCT response:
· OON notification sent to all non par providers who had claims with us in 2008

· OON notification in the Fall member newsletter, due to go out shortly 

· OON notification on the member and provider website

AmeriChoice response: The out of network provider memo was also posted on our website. In addition the memo will be going in the next issue of the Member Newsletter and Provider Newsletter.
Aetna response: Please be advised that the out of network memo was posted to our provider web site shortly after we received it. Provider services did a blast fax last week of the OON letters in addition to posting it on our website.
Discussion of OON process: 

· Ms. Hess asked how the OON services are reimbursed and at what rate noting that Medicaid rates could provide a barrier to providers accepting OON referrals/MCO authorizations. Mr. Toubman stated the memo outlines the OON process that includes MCO/non-par provider rate negotiation AFTER the MCO grants prior authorization, at the request of the member and/or provider. 
· Mr. Toubman reviewed his communication to the DSS Commissioner (sent to the SC prior to the meeting) that included the following points:
· The MCO must send a member a Notice of Action as required in contract, when the MCO and non- par provider cannot reach agreement on service rate and therefore the provider does not provide the authorized service.
· DSS require the MCOs to provide DSS and the Medicaid Council with a more detailed OON report: “we request that you require the MCOs to begin reporting to both you and the Medicaid Managed Care Council, on a monthly basis, for each category of provider, the following data:

1. number of requests for approval to see an out of network provider (already reported) 

2. number of requests from within #1 which are granted 

3. number of granted requests from within #2 for which a payment rate was agreed upon

4. number of granted requests from within #2 for which payment to provider was made”  
· Joyce Hess stated the underlying issue relates to network adequacy, which will be better defined by an unduplicated count of provider type/MCO/geographic area.  Dr. Balaski (DSS) commented that this is a complicated process, based on the dental experience.  DSS is working on network/unique identifier report that may be available for the Sept. Council meeting. Ms. Hess said that once this level of network information is available geographical service gaps can be identified and encourage hospital collaboration to ensure access/region.  At this time some hospitals are inundated with patients outside their region because the hospital in the member’s area is not accepting that MCO/program. 

· DSS is reviewing Mr. Toubman’s letter and conferring with CMS.

Subcommittee participants had not had the opportunity read the communication from Mr. Toubman.  The Chair suggested the SC review Mr. Toubman’s request to DSS for the additional OON reports at the October SC meeting and report back to the Medicaid Council.  The Chair noted Mr. Toubman can also forward his request to the Medicaid Council’s Chair/Co-Chair that this report be considered by the full Council. (Addendum: on Sept 3 Mr. Toubman sent the request in an email to legislators on the MMCC as well as others).
HUSKY Infoline reported that for SFY 09 of the 492 in-bound calls for assistance, 69 (14%) were related to Pharmacy issues while most of the remainder of the calls were related to eligibility issues.
CHIPRA Citizenship Requirements

Sharon Langer stated that Covering Kids sent a letter to the DSS Commissioner outlining concerns about “reasonable time” of 90 days for HUSKY A & B to provide citizenship documentation.  CHIPRA allows eligible member enrollment in HUSKY & CHIP programs without the delay of producing documents but the one-time citizenship and identity documentation will be required.  Dr. Zavoski will follow up with the Commissioner when Sharon Langer re-sends him the letter. 
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Legal Immigrant health coverage status-budget
Sharon Langer noted that the final budget provides funding for legal immigrant health coverage for pregnant women and children.  Adults, with the exception of some adults in nursing homes, will now receive only emergency medical care coverage.  
Enrollment as of Sept 1, 2009
ACS was asked to update the SC on HUSKY A,B and Charter Oak Health Plan enrollment since the Council did not meet in August.  HUSKY A enrollment increased by ~ 5400 member since July 1, 2009, HUSKY B had a slight increase to the current enrollment of 15,460 and COHP enrollment increased from 8,978 on 7-1-09 to 10,186 on 9-1-09 (> of 1200 members).  
ACS was also asked to update the SC on HUSKY B ‘lockouts’ due to failure to pay premiums that had been discussed at previous Council meetings: HUSKY B lock out numbers had been 391 in June 09 and 445 in July 09 while COHP lock outs decreased form 824 to 728.  The Council was interested in the reasons for premium non-payments and the percentage of families that re-enroll.  ACS and DSS invited Subcommittee representatives (Sharon Langer & Christine Bianchi) work on a systematic process to learn more about lockouts (the whys, when the families re-enrolls, etc.).

Pharmacy

· DSS is working on the report from the DSS Preferred Drug List (PDL) data.
· The SC agreed Christine Bianchi can refine and finalize the practitioner PDL web-based survey and distribute to providers. 

· DSS is looking at HUSKY member’s need for multiple cards (HUSKY MCO card and grey Medicaid connect card for carve-out services – BHP, dental & pharmacy)  in order to receive services.  
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Statutory language that requires DSS to implement PE for pregnant women.  

Sec. 17b-277. (Formerly Sec. 17-134u). Medicaid for pregnant women. Presumptive Medicaid eligibility for pregnant women and newborn children. State plan amendment or waiver under federal law. Biannual reports. (a) The Commissioner of Social Services shall provide, in accordance with federal law and regulations, medical assistance under the Medicaid program to needy pregnant women whose families have an income not exceeding two hundred fifty per cent of the federal poverty level.

      (b) The commissioner shall implement presumptive eligibility for appropriate pregnant women applicants for the Medicaid program in accordance with Section 1920 of the Social Security Act. The commissioner shall designate qualified entities to receive and determine presumptive eligibility under this section consistent with the provisions of federal law and regulations.

      (c) On or before September 30, 2007, the Commissioner of Social Services, shall submit a state plan amendment or, if required by the federal government, seek a waiver under federal law to provide health insurance coverage to pregnant women, who do not otherwise have creditable coverage, as defined in 42 USC 300gg(c), and who have income above one hundred eighty-five per cent of the federal poverty level but not in excess of two hundred fifty per cent of the federal poverty level. Following approval of such state plan amendment or approval of such waiver application, the commissioner, on or before January 1, 2008, shall implement the provisions of subsections (a) and (b) of this section.

      (d) Presumptive eligibility for medical assistance shall be implemented for any uninsured newborn child born in a hospital in this state or a border state hospital, provided (1) the parent or caretaker relative of such child resides in this state, and (2) the parent or caretaker relative of such child authorizes enrollment in the program.

      (e) The commissioner shall submit biannual reports to the council, established pursuant to section 17b-28, on the department's compliance with the administrative processing requirements set forth in subsection (b) of this section.



_1314098616.doc
covering connecticut’s kids & families

c/o Connecticut Voices for Children


53 Oak Street • Suite 15 • Hartford, CT 06106 • 860.548.1661


July 8, 2009


Michael P. Starkowski, Commissioner


State of Connecticut


Department of Social Services


25 Sigourney Street


Hartford, CT 06106


Re:   
DSS implementation of new federal Medicaid citizenship


documentation rules in HUSKY A 


Dear Commissioner Starkowski:


First, on behalf of the Steering Committee of Covering Connecticut’s Kids and Families, we welcome your return to the Department of Social Services and hope you enjoy continued, improved health.  As of this writing I am aware that you will be retiring from state service once a replacement has been named.  We hope you can join us at our next quarterly meeting on September 14th where we plan on honoring you, as well as other recently retired Department staff, for your collective commitment to health care coverage for children and families in the HUSKY program and to the work of the Coalition.   


The Steering Committee also urges you (and your replacement), as well as your staff, to continue to be full partners in the work of the CCKF Coalition.  Together we have built up a tremendous amount of goodwill and collaboration over the past decade.  The meetings continue to attract around 150 people.  I think you would agree that this work is more important than ever during these difficult fiscal times for Connecticut’s families.  We are here to help the Department and other community partners continue to get the word out about coverage and access in HUSKY and to constructively discuss how policies and procedures affect enrollees, health care providers, and Department staff.  


The Department staff reported to the CCKF Steering Committee on June 8th about how the Department was to implement the Medicaid citizenship “reasonable opportunity” rule under the CHIPRA legislation.  We welcome the new federal law which requires states to grant Medicaid eligibility to applicants claiming U.S. citizenship and allow them a reasonable amount of time to submit the requested proof of citizenship later.  As you know under the Deficit Reduction Act of 2005 states were required to hold up applications until the required proof of citizenship was submitted by the applicant.  It is our understanding that the Department will grant eligibility and give the individual 90 days to submit the missing citizenship information.  Initially, we had some concerns about how the Department was going to implement the new law. 


We are relieved that the Department has decided to jettison the idea of requiring that a family submit a completed renewal form at the end of the 90-day reasonable opportunity period.  This would have created confusion for families, unnecessary paperwork for staff, run counter to the ARRA maintenance of efforts provisions (which prohibit states from changing eligibility rules, including shortening renewal periods) and the overall goals of CHIPRA - to streamline eligibility and help eligible families get on and stay on the HUSKY program. 


We have the remaining questions, however, about when and how the “reasonable opportunity” period will be implemented:


1. When will the 90-day reasonable opportunity period be implemented?  The law became effective five months ago, on February 1, 2009.  


2. When does the 90 days begin to run?  Does the 90-day period run from the effective date of eligibility or the date the person is granted eligibility?  This matters because if the 90 days runs from the effective date of eligibility, the 90 days could be up as soon as the person is granted eligibility. 


For example, if a person applies on July 1st (and is otherwise eligible as of that date) but the application isn’t granted until September 1st  and the family is notified that they must submit the citizenship information, then the 90 days will be up October 1st –  only 30 days after the family receives a notice approving their coverage.  However, if the 90 days run from September 1st – the date of grant – then the 90 days will end December 1st.  The latter example gives the person the full 90 days to submit the missing information.  


3. Before Kevin Loveland left state service at the end of June, he informed me that the Department was exploring an RPU tracking method, Medicaid download file, or an alert system to flag cases that need follow-up.  Has a decision been made as to the method to be used?  What type of notice will the individual be sent?  Would your staff be willing to share the draft notice with the CCKF Steering Committee?   

You and your staff  (with the help of HUSKY Infoline) implemented the DRA citizenship documentation rules in a thoughtful way so as to minimize confusion and harm.  We trust that you will again make sure that otherwise eligible children and parents will keep their HUSKY coverage under this latest federal rule. 


On behalf of the Steering Committee, I look forward to your response to our questions about the implementation of the “reasonable opportunity” procedures.   Please also let me know whether you will be able to join us on September 14th.  


Very truly yours, 
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Sharon D. Langer, Coordinator


Covering Connecticut’s Kids & Families


C:  Claudette Beaulieu, Deputy Commissioner


      Frances Freer, Acting-Deputy Commissioner 


      CCKF Steering Committee  
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Department of Social Services:  Out-of-Network Provider Communication 

Purpose: Notice to providers explaining the process to follow when a provider or MCO requests the delivery of care by a provider who is not participating with the member’s MCO. 

As part of their contractual requirements, HUSKY/Charter Oak Managed Care Organizations (MCO) offer their members, on exception basis, the opportunity to see an out-of-network (OON) provider under certain limited circumstances:


· When a specialty or subspecialty provider is not available within the MCO’s contracted provider network, or


· When a contracted provider who is able to meet the member’s needs is not available within a reasonable geographic distance.


To be guaranteed payment, an OON provider must obtain prior authorization from the patient’s MCO.  To request an OON authorization for a HUSKY or Charter Oak patient, the primary care provider or specialist must call the MCO at the phone number on the back of the patient’s MCO member card prior to providing services. 

Once care by an OON provider is approved, the MCO must continue paying this provider as long as the services remain medically necessary and the MCO’s network providers are unable to provide the service.

Please note:  Once prior authorization is given by the MCO based on the criteria outlined above, several other factors must be agreed to in order for the provider to receive reimbursement:


· The provider must be willing to accept the OON referral;

· Agreement on reimbursement rates must be reached between the OON provider and the MCO; and


· The OON provider must agree to not balance bill the patient for any amounts other than the allowable cost share.


For your convenience, the MCO contact information is listed below:


· Aetna Better Health – 1-866-742-3120


· AmeriChoice by UnitedHealthcare – 1-866-315-2323


· Community Health Network of CT – 1-800-859-9889



