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All women are healthy and have the opportunity to achieve a productive life, which may include pregnancy and parenting.  The Subcommittee will focus on strategies, which include but are not limited to evidence-based interventions before, during and after pregnancy.  Additionally, the Subcommittee will address established woman and child health indicators and associated outcome measures in consideration of woman's health across the life span.

Meeting Summary:  Oct. 19, 2009
Next meeting: Monday Dec. 7, 2009
Attendees:  Amy Gagliardi (Chair), Carol Stone (DPH), Dr. Janet Williams & Cheryl Wamou (DCF), Jennifer Robinson (CTBHP), Judy Blei (CTAPPlobbyist), Kimberly Sherman & Susan Davis (CHNCT), Lisa Honigfeid (CHDI), Maryellen Bocaccino (DSS), Sophiea Roache & Karen Eckert (Aetna), Monica Belyea (Middletwn WIC), Meagan Cowell (R&C lobbyist), M.McCourt (leg. Staff).
Perinatal Depression Screens for HUSKY Program

· Screening tools (click icon below to view list from Amy Gagliardi)
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The validated tools were briefly reviewed:  the EPDS – is a shortened Edinberg tool of 3 questions that capture anxiety, PHQ is a 2 question shortened version of the PHQ9 tool that was used in a DPH CHC depression screening pilot and is recommended by DPH. 
· Screening intervals: while there is no evidenced-based literature on the screening intervals, the following are recommended based on literature ‘best practices”, screen at:
· First prenatal care (PNC) intake visit.
· 6 weeks postpartum visit
· 2 month well baby visit
· 6 month well baby visit
The maternal screen at 2 & 4 month well visit avoids the developmental screen visits @ 9 months. 
States vary in implementing the maternal depression screens.  For example Illinois screens at every well baby visit, while New Jersey is mandated by law to screen on day 2 of hospitalization for delivery.  Specific questions/answers trigger an on-site psychiatric referral/consultation before the mother can be discharged.  Positive screens are referred to the hospital postpartum depression support group at the hospital.  In addition NJ has:

· Regional consortiums that assist practitioners with patients’ behavioral health coordination as well as provide community and medical professional education. 
· A consumer central help line

· Consultative services for practitioners.
CT already has some processes and resources in place to support HUSKY maternal depression screening and follow up:
· CTBHP/VO and CHNCT pilot postpartum depression screens: learn from their experiences, what works in connecting/engaging women in services. 

· HUSKY Managed Care Organizations (MCOs) and CTBHP/ValueOptions co-management process identifies member medical/BH needs and outreaches to the member to offer services, see if uptake has occurred.  The CTBHP/VO registration and outpatient authorization can track the member’s connection and engagement with BH services.
· CTBHP/VO has a Primary Care Provider advisory line to psychiatry at VO, which tracks call in this system.  Some PCPs may not be aware of this service. 
· CTBHP now has 37 Enhanced Care Clinics with contract provisions for timely service access,  MOUs with 2 primary care practices in the ECC’s area and an upcoming policy on ECC adopting DMHAS co-morbidity assessments (BH & Substance use).
· The HUSKY developmental screen implementation process can provide a format to guide implementing maternal depression screens. 

· CHDI has employed an effective EPIC (office-site practitioner training) model that would be critical to engaging community practitioners in screening/referral process.  

· MCOs have established mechanisms to communicate with their provider network, can collaborate in provider training, pregnant member outreach & education on PND.
Next steps:
1) Solicit support letters on maternal depression screening at the practitioner level and provider support from screen reimbursement and referral assistance from CTAAP, FP society, AGOG, Family APRNs, Nurse midwifes & 2 FQHC associations.

 2) Review recommendation to DSS reg. screening tool, intervals, reimbursement at Dec. 7th meeting.
3) Consider provider training resources, consultation line, integration of HUSKY maternal & PND processes. 
CT Family Planning Waiver
· CT Family Planning Waiver Proposal (click icon below to view)
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Susan Lane, CT Planned Parenthood, provided the SC with a history of Family Planning (FP) waivers and what states learned in the 1990’s from their waivers – essentially savings in the state Medicaid budget, reduction of teen births and unintended pregnancies.  FP waiver federal match is 90% for services consistent with CMS FP guidelines compared to CT Medicaid rate of 50% FMAP (time limited enhanced FMAP is ~62%) 
CT developed a FP waiver with advocates & practitioners in response to 2005 legislation. The draft went to CMS that had some concerns about presumptive eligibility provisions.  In the meantime, CT expanded pregnant women’s coverage to 250% FPL (had to be pregnant to become eligible for Medicaid at this income level).  The waiver was never implemented; this was addressed in the 2009 September Special session with projected savings after the first year estimated at $2M. 

CT Legislation on Medicaid family planning waiver, as amended in PA 09-5:
Reference:  September Special Session, Public Act No. 09-5
Sec. 62. Section 17b-260c of the general statutes is repealed and the following is substituted in lieu thereof (Effective from passage): 
(a) The Commissioner of Social Services shall apply for a Medicaid waiver, pursuant to Section 1115 of the Social Security Act, for the purpose of providing coverage for family planning services to adults in households with income that does not exceed one hundred eighty-five per cent of the federal poverty level and who are not otherwise eligible for Medicaid services. 
(b) If the commissioner fails to submit the application for the waiver to the joint standing committees of the General Assembly having cognizance of matters relating to human services and appropriations by February 1, 2010, the commissioner shall submit a written report to said committees not later than February 2, 2010. The report shall include, but not be limited to: (1) An explanation of the reasons for failing to seek the waiver; and (2) an estimate of fiscal impact that would result from the approval of the waiver in one calendar year.
The Administration in Washington may allow states to implement a FP program under a Medicaid State Plan change rather than a waiver, but for now states still have to submit a waiver.  
_1317462144.doc
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To: Woman’s Health sub-committee


From:  Amy Gagliardi


Re:  Information on Perinatal Depression Screening Tools for Use in the Primary Care Setting


Approved perinatal depression screening tools for reimbursement in Illinois:


Edinburg Postnatal Depression Scale (EPDS)


Beck Depression Inventory (BDI)


Primary Care Evaluation of Mental Disorders Patient Health Care Questionnaire 


Postpartum Depression Screening Scale


Center for Epidemiological Studies Depression Scale (CES-D)


Use of screening tools not on the approved list require written approval from the Illinois Department of Healthcare and Family Services approval


Additional Screens for committee consideration (please add to list):


PHQ-2


EPDS – 3 (captures anxiety)


_1317463834.pdf
Connecticut’s Family Planning Waiver Proposal

During the 2005 legislative session, House Bill 6542 was passed. The bill required the
Department of Social Services (DSS or Department) to apply for a federal Section 1115 waiver
to provide Medicaid coverage for family planning services to individuals in households with
income up to 185% of the Federal Poverty Level (FPL) who are not otherwise eligible for
Medicaid. The objectives of the program are to

* increase the availability and proper use of effective contraceptive methods

* increase the spacing between pregnancies

* decrease the number of unintended pregnancies

® decrease the number of Medicaid paid pregnancies and deliveries

* and improve reproductive health of enrollees.

As of February 2009, Connecticut’s family planning waiver had not been submitted to the
Centers for Medicare & Medicaid for approval. It is imperative that the State act now to
begin reaping the savings from this important expansion of preventive health care,

Cost Savings of Family Planning:

As of August 2007, there were 26 states with Medicaid family planning waivers. Seven states
provide services to both women and men. More than a dozen states base eligibility on income.
State and national evaluations have shown that Medicaid family planning waivers can produce
significant cost savings for states, through reduced rates of unintended pregnancy and improved
health outcomes. A 2003 evaluation of six states, commissioned by the federal Centess for Medicaid
and Medicare, found that all six states not only met Section 1115 budget neutrality standards, but
also realized millions of dollars in savings to state Medicaid programs.

Impact of Medicaid Family Planning Waivers

E State Year Births i Net Savings (in 000s)

é Averted E Total ’ State Share* ] Federal Share
| Alabama | 2000-2001 | 3612 | §19,020 |  $6982 $12,047

| Arkansas | 1998-1999 | 4486 | 29748 | 9412 | 20,336

| California | 19992000 | 21335 | 76,183 | 64314 11,868

| NewMexico | 2000-2001 | 1528 | 6511 | 2650 3,860

| Oxegon | 2000 5,414 19756 | 11,078 8,679

| South Catolina | 19961997 | 3769 | 23067 | 7403 15,663

*State share of savings calculated by The Alan Guttmacher Institute, based on the total savings and the
federal share of savings m the final report by the CNA Corporation. Source: Edwards |, Bronstein | and
Adams K, Evaluation of Medicaid Family Planning Demonstrations, Vieginia: The CNA Corporation, 2003.

Financial Incentives for States
As an incentive to further encourage states to make family planning services widely available to
Medicaid beneficiaties, the federal government has established a special matching rate of 90% for

family planning services and supplies. The savings generated by these expansion programs far
outstrip the costs of providing the family planning care to enrollees.






Connecticut Need and Anticipated Savings

According to The Guttmacher Institute, there are approximately 720,000 women of childbearing age
in CT. Neatly 10% will become pregnant each year with 63% of those resulting in live births and
23% in abortions. Guttmacher researchers estimate that establishing parity between the Medicaid
eligibility level for family planning and the level for pregnancy-related care (250% of FPL) in
Connecticut would result in:

Expansion participants: 39.900
Unplanned pregnancies averted: 5,800
Abortions averted: 2,300
Medicaid-funded births averted: 2,700
Savings from Medicaid-funded births averted:  $ 33.2 million
Cost of expansion program: $ 7.7 million
Total net savings: $ 25.5 million
Federal savings: $ 9.9 million
State savings: $ 15.5 million

Note: Data are the estimated annual impact of an expansion by the third year. In 2006, when this
study was conducted, the income ceiling for Medicaid coverage was 157% of poverty, while the
ceiling for pregnancy-related care was 185% of poverty.

Family Planning and the Charter Oak Health Plan

While it is true that some young women eligible for a family planning expansion program would choose
instead to enroll in Connecticut’s Charter Oak Health Plan, most would not be unlikely to afford the $75
to $250 monthly premium and the annual deductible. This is a generally healthy young population of
women: their primary health visits are for reproductive health care and birth control. Helping them
prevent pregnancy via a Medicaid family planning expansion will not only reap the 90 cents per dollar
reimbursement {not available for Charter Oak) but could, if properly designed, become a way of
introducing family planning clients to the health care system, encouraging Charter Qak membership by
marketing the program to them.

Sources:
Edwazds, J., Bronstein, ., and Adams, K., “Livaluation of Medicaid Family Planning
Demonstrations,” The CNA Corporation, CMS Contract No. 752-2-415921, November 2003.

Alan Guttmacher Institute. hitp://www.guttmacher.otg/pubs/ter/07/1/¢r070101 html

National Academy for State Health Policy,
hitn:/ Swww.nashp.ore/Files /shpmonitor 1115amilyplanning.pdf

CT Voices for Children, “Births to Mothers with HUSKY Program and MCO Coverage: 2006”

CT DSS concept paper, 2005





TMACHER IN STIUTE
State Medicaid Family Planning Eligibility
Expansions

BACKGROUND: In recent years, several states have expanded eligibility for Medicaid coverage of family
planning services by securing approval (officially known as a “waiver” of federal policy) from the Centers for
Medicare and Medicaid Services (formerly the Health Care Financing Administration). Some states have obtained
approval to continue Medicaid coverage of family planning services for women who would otherwise lose
Medicaid coverage postpartum. (All states ate required to fund pregnancy-related care, including family planning
services, for 60 days postpartum to women with incomes up to at least 133% of the federal poverty level—far
above states’ regular Medicaid eligibility ceilings.) Other states have granted coverage solely on the basis of
income to individuals not previously covered under Medicaid.

HIGHLIGHTS:
= 27 states have obtained federal approval to extend Medicaid eligibility for family planning services to

individuals who would otherwise not be eligible.

v 4 states have extended eligibility for family planning services to women losing Medicaid postpartum;
eligibility generally lasts for two years.

» 2 states provide family planning benefits for women losing Medicaid for any reason.

= 2] states provide family planning benefits to individuals based on income; most states set the income
ceiling at or near 200% of poverty.

= 8 states provide family planning benefits to men and women.
= § states limit their programs to women who are at least 19 years of age; 3 states limit their programs to
women who are at least 18 years of age.

* 6 states have adopted procedures allowing clients to apply and receive services at an initial family planning
visit while assuring reimbursement to providers.

» 16 of the states with income-based waivers assist providers or clients with application costs.
= |5 states access necessary documentation at no cost to the applicant.
& 4 states reimburse providers for the cost of assisting with the application process.
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FOR MORE INFORMATION:

For information on state legislative and policy activity chck
on Guttmacher’s Monthly State Update and for state level -

Guttmacher’s State Center. = -

Gold RB et al., Next Steps for America’s Family Planning

Program: Leveraging the Potential of Medicaid and Title X
in an Evolving Health Care System, New York: Guttmacher

Institute, 2009,

Gold BB, Breaking new ground: ingenuity and innovation

in Medicaid family planning expansions, Guftmacher
Policy Review, 2008, 11(2).7-12.

Sonfield A, Alrich C and Gold RB, State Government
Innovation in the Design and Implementation of Medicaid

Frost J1, Sonfield A and Gold RB, Estimating the Impact of

| Expanding Medicaid Eligibility for Family Planning
information and data on reproductlve health 1ssues chck on

-| Institute, 2006, No. 28.

Services, Occasional Report, New York: Guttmacher

Sonfield A and Gold RB, Conservatives’ agenda threatens
public funding for family planning, The Guttinacher Report
on Public Policy, 2005, 8(1):4-7.

Frost I, Frohwirth L and Purcell A, The availability and

use of publicly funded family planning clinics: 1).S. trends,
1994--2001. Perspectives on Sexual and Reproductive

Health, 2004, 36(5):206-215.

Gold RB, Doing more for less: study says state Medicaid
family planning expansions are cost-effective, The

Fomily Planning Expansions, New York: Guttmacher
Institute, 2008.

Gold RB and Richards CL, Medicaid’s Role in Family
Planning, Menlo Park, CA: Henry J. Kaiser Family
Foundation, 2007.

Gold RB, Sironger together: Medicaid, Title X bring

different strengths to family planning effort, Gutimacher
Policy Review, 2007, 10(2): 13-18.

Gold RB, Rekindling efforts to prevent unplanned
pregnancy: a matter of ‘equity and common sense’,

Guttmacher Policy Review, 2006, 9(3):2-7.

Sonfield A, One million new women in need of publicly
funded contraception, Guitmacher Policy Review, 2006,
9(3): 20.

Guttmacher Report on Public Policy, 2004, 7(1):1-2 & 14,

Gold RB, Medicaid family planning expansions hit stride,
The Guttrmacher Report on Public Policy, 2003, 6(4):11—
14.

Gold RB, Administration softens stance on Medicaid
family planning waivers, The Guttmacher Report on Public
Policy, 2001, 4(5):13.

Gold RB, Administration’s new Medicaid rules could Hmit
family planning, The Guttmacher Report on Public Folicy,
2001, 4(4):12-13.

Gold RB, California program shows benefits of expanding
family planning eligibility, The Guttmacher Report on
Public Policy, 2000, 3(5):1-2 & 11.

Gold RB, State efforts to expand Medicaid-funded family
planning show promise, The Guttimacher Report on Public
Policy, 1999, 2(2):8-11.

The State Policy in Brief series is made possible in part by support from The John Merck Fund.
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STATE MEDICAID FAMILY PLANNING ELIGIBILITY
EXPANSIONS
STATE BASIS FOR ELIGIBILITY ELIGIBLE CLIENTS APPLICATION/ ACCESS REIMBURSE WAIVER
ENCLUDES REIMBURSEMENT NECESSARY PROVIGERS | EXPIRATION
Losing Losing Based Men | Limited to AT FIRST VISEY DOCUMENTS FOR DATE
Coverage | Coverage Salely Those 19 FOR CLIENTS | APPLICATION
Postpartums |  for Aay on and Older ASSISTANCE
Reason Income
Alabama - : S 133% X X 9/30/11
Arizona 2 years 10/25/09
Arkansas - T 200% X' 1/31/12
California 200% X X 12/31/09
Delaware - 2 years 12/21/09
Florida _ 2 yeats 11/30/09
ilinois -~ ' ¥ 200% X 8/31/09
Iowa 1 200% X X 1/31/11
Louisiana -~ 1 200% X X X 7111
Maryland 5 years 6/30/11
‘Michigan - Lo 185% X X 3/1/11
Minnesota 200% X X X 6/30/11
‘Mississippi 185% %30/11
Missouri 185% X 9/30/10
New Mexico ~| = 185% Xt 9/30/09
New York T 200% X X 9/30/11
North Carolina | : 185% X X X 9/30/10
Oklahoma 185% X X X 3/31/10
Oregon . 185% X X2 X X 10/31/09
Pennsylvania 185% XY x4 X 6/1/12
Rhode Island * | 2 years ' 9/30/11
South Carolina 185% X 12/31/10
Texas - : 3 185% XY X' 12/31/11
Virginia ¥ 133% X X 10/30/10
Washingion " 200% X ' X X 9/30/09
Wisconsin 200% X X 12/31/10
SWyoming ¢ | Unlimited - X ' ' : 8/31/13
¥ QOnly for clients born in state.
T State also extends Medicaid eligibility for family planning services to these individuals.
i Applies to women ages 18-50.
Q  Use state funds to reimburse for some or afl initial visits.
w  Expansion includes women who are at least 18 years of age.
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