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Connecticut 


Medicaid Managed Care Council

Women’s Health Subcommittee
 
                                              Legislative Office Building Room 3000, Hartford CT 06106


                                                             (860) 240-0321     Info Line (860) 240-8329     FAX (860) 240-5306


                                                                                www.cga.ct.gov/ph/medicaid


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.

Chair: Amy Gagliardi
Meeting Summary: May 9, 2011

Next meeting: June 13, 2011

Attendees: 
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Abha Bernard, Women’s Health  Connecticut, recently joined the subcommittee and was asked to introduce her organization to the Subcommittee: 
Women’s Health Connecticut in Avon is a physician driven management services organization, managing the nation’s largest single specialty group practice. WHC provides comprehensive practice management services for  215  women’s health providers in   35 practices  that represent about 30% of OBGYNs practices in CT. The practices provide perinatal services as well as preventive health for women. The organization contracts with health plans on behalf of its providers, provides their practitioners with administrative assistance including billing, data collection and analysis and have established practice clinical guidelines. In  2004, Women’s Health  Connecticut developed one of CT’s first successful pay for performance programs for women’s health that has subsequently been replicated on a national basis. The organization also participates in P4P initiatives with other national and local health plans. Ms. Bernard said provider performance  (P4P) initiatives that reward clinical excellence are  key to ongoing quality care.
Pregnant Women’s Continued Eligibility HUSKY 
Amanda Saunders Brock (DSS Family Service division) discussed pregnant women’s Presumptive eligibility (PE) and continued eligibility HUSKY. 
· March 1, 2010, PE for pregnant women up to 250% FPL was implemented.  The process determines temporary Medicaid eligibility by DSS- approved Qualified Providers (QP), medical providers including hospital clinics, independent practitioners and community health centers (FQHCs).  The HUSKY application used for other health programs is used for PE: Medicaid coverage group (family or pregnancy group) is identified when eligibility is determined. The QP sends the application to the DSS Regional Processing Unit (RPU) with verified proof of pregnancy. Pregnant women and child PE applications are processed by three RPUs: Southern region, Middletown, Northern region, Hartford, Western region, Bridgeport.  Under PE, Medicaid provider would be reimbursed for services initially received thru a DSS voucher for all services (i.e. dental) for 5 days. PE turn around at RPU is rapid, the client is sent a Medicaid “Connect card” and information for plan choice thru ACS. 

Temporary Medicaid PE is effective the date of app, while regular HUSKY eligibility allows a 3 month look back, that could apply to pregnant women if they (client) demonstrate need, outstanding medical bills during pregnancy.   If the final Medicaid determination shows they are not eligible, DSS still pays for the 5 day PE period. In CT, applicant can self report income, DSS verifies income with other systems like Labor, although more information required for those self-employed.  DSS can match citizenship thru SSI numbers; clients do not have to provide birth certificate now to meet federal rules.
List of pregnant women’s providers QE is still being developed (Healthy Start, FQHCs, and hospital clinics) – Amanda will send me updated list.  Some IP send the client to the community FQHC for preliminary work up including QP process, and then takes client back – creates a discontinuity of care at the community level.  Also some IPs won’t see patient if they have outstanding bills prior to Medicaid eligibility. As long provider as Medicaid provider, can apply to be QP.  Staff within a QP may change although the organization stays the same.  Amy Gagliardi from a CHC, Inc, noted pregnant women’s PE is a seamless process. 
· How does provider perinatal global billing fit into PE voucher system?  DSS says codes would be unbundled it to cover initial services in PE.  Amanda Saunders-Brock offered to answer questions about QP qualifications via email: Amanda.Saunders@ct.gov  Providers that participate in children’s PE still need to sign up with DSS as QP even if provider is QE.  DSS will host provider trainings, updates in June.   

· Post partum care is covered for 60 days after delivery. If there are other children in the home, women would have been the in family coverage group, not pregnancy coverage group and would continue with HUSKY with no immediate redetermination process. 

· Undocumented women receive labor & delivery services via Medicaid Emergency Services. While the client may still be in the Medicaid system for a month, non-emergent care would not be paid for through Medicaid. Clarify the rules with DSS. 
· If a medical emergency occurs during or after pregnancy, a provider should contact central DSS medical director for review of Medicaid Emergancy Service 

· Continuation of Medicaid coverage after pregnancy:

·  If the father is in the home, his income counts towards the child’s HUSKY coverage. If the father is not in the home his income cannot be counted. 
· The mother has to give DSS information on paternity in order to continue to be covered in HUSKY or LIA. There are exceptions to this ( for example, in cases of domestic violence – the woman is not required to disclose paternity  to  DSS.) 
· At the end of Post Partum period, if the women isn’t in the family coverage group, does she get a redetermination with closure notice?  If not, the mother may not continue to be covered under HUSKY. DSS will follow up on the continued eligibility question. 
· Women covered during pregnancy at the higher income levels (>185% FPL to < 250% FPL) receive a notice informing them they need to re-apply for HUSKY family coverage and informed of the Charter Oak Health Plan in the post partum period.  Medicaid coverage ends at the 60-day post partum period. 
DSS Updates: Pat O’Hagan
· Access to breast pumps: If a HUSKY member has trouble accessing a hospital grade breast pump, the member should call her MCO case manager for assistance while the MCO should contact DSS if the MCO has difficulty getting this type of pump for their member.  Medicaid FFS clients would contact DSS directly if a pump is not obtained. 
· Pat O’Hagan offered the possibility of the sub-committee developing a protocol around Medicaid approval for different types of pumps to be considered for usage by DSS once the ASO is in place: The sub-committee agreed to consider assisting with this.  Those interested in a phone conference work group to do this, contact Amy Gagliardi by email this week.  gagliardi@chc1.com 

· “High volume” Medicaid OBGYN providers: Identification of high volume OBGYNs in Medicaid is information which has been requested by the sub-committed.  Pat O’Hagan reported that CT Voices does a birth data match with DPH. When this match is complete (CY 2008-2009) DSS can use that data to look at claims/match providers to identify where most of women get their perinatal care and/or who is providing this care..  The match is expected to be completed by the end of June.  It was noted that there will be a federal initiative around needing to have the referring provider enrolled with DSS and this will help tease out this information. 

· Carol Stone (DPH) provided information on location of care for publically insured mothers.   This information is derived from data fields in the birth records that identify the payer source for prenatal care and site of care (click icon below to view preliminary report)::  
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· Total # 11, 484 births that were publically insured.

· Site of care: Windham shows “0” for hospital clinic. Beth Cheney noted that the data is skewed in that care is given at the clinic but is billed under independent practitioner (IP).  It was noted that this might be true in other areas of the state. 
·  It was noted that Middlesex County has 5.9% of deliveries from the hospital clinic but that there is no hospital clinic at the county Hospital and that number likely represents an additional percentage more likely associated with the total percentage women who receive care at a CHC. 
· Comments suggest the “Private” category percentages may actually include hospital clinics and/or CHCs.  Of note is the areas of the state that most publically insured women receive care from private practitioners.  Concern was expressed that these lower income pregnant women may not be receiving additional screenings and needed wrap around services through a ‘private practice’. It was also noted that women living in border towns may use hospitals outside of CT (especially RI and NY) due to geographic accessibility to services.
· Amy Gagliardi (CHC, Inc.) T4B National State Challenge:  Text 4 Baby (T4B) is launching a state challenge beginning May 10, 2011. According to the National Healthy Mothers Healthy Babies Coalition (HMHB), “The top three states that have enrolled the most users in text4baby between May 10 and October 20, 2011 will be announced at the American Public Health Association Annual Meeting in Washington, DC.  The prize for each of the winning states will be a sponsored luncheon/press event for text4baby partners in that state”. 
· Next meeting: June 13, 2011 agenda items suggested for the June meeting include 
· OOS deliveries: SC will continue discussion about this. 
· Progesterone compounds on Medicaid PDL, continue to discuss this.  

· Integrating women’s health into the medical home model.
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Percent of Publically-Insured Mothers Who Received Prenatal Care, by Site of Prenatal Care and County of Residence - Connecticut, 2008
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Number and Percent of Publically-Insured Mothers Who Received Prenatal Care, by Site of Prenatal Care and County of Residence - Connecticut, 2008

County of Residence
Site of PNC FAIRFIELD | HARTFORD | LITCHFIELD | MIDDLESEX | NEW HAVEN | NEW LONDON | TOLLAND | WINDHAM Total

PRIVATE 1,234 2,293 404 221 1,863 850 172 384 7,421
51.22 62.94 91.82 86.33 52.08 94.24 81.13 95.05

HOSPITAL CLINIC 766 1,193 30 15 1,251 45 39 20 3,362
31.8 32.75 6.82 5.86 34.97 5.32 18.4 4.95

CHC 379 144 2 18 432 1 1] 0 976
15.73 3.95 0.45 7.03 12.08 0.11 0 0

OTHER 30 13 4 2 31 3 1 0 84
1.25 0.26 0.91 0.78 0.87 0.232 0.47 0

Total 2,400 3,642 440 256 3,577 Q02 212 404 11,843

Frequency Missing =19

The majority of publically-insured mothers receiving prenatal care in each county received that care at private medical offices. However, there is great
variation in that percentage across counties. Within the three largest counties — Fairfield, Hartford, and New Haven — only about 50-60% of publically-insured
mothers received prenatal care in private settings. In comparison, 81-86% of publically-insured mothers in Tolland and Middlesex counties and 92 -95% in
Litchfield, Tolland, and Windham counties received their prenatal care at private medical settings

Between 30-35% of publically-insured mothers in Fairfield, Hartford, and New Haven counties received their prenatal care at a hospital clinic. In Tolland
County, 18.4% of publically-insured mothers received their prenatal care at a hospital clinic. In sharp contrast, only 5.0-6.8% of publically-insured mothers in
New London, Litchfield, Middlesex and Windham counties received their prenatal care at a hospital clinic.

A greater percentage of publically-insured mothers received their prenatal care at Community Health Centers (CHCs) in Fairfield (15.7%), New Haven
(12.1%), and Middlesex (7.0%) counties compared to Hartford (4.0%), New London (0.1%), Litchfield (0.5%), Tolland (0.0%) and Windham (0.0%)
counties.






