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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: June 13, 2011
Next meeting July 11, 2011 @ 9:30 AM -11 AM in LOB Room 3800
Attendees:
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· Perinatal best practices:
· Medicaid – member breast pump access. At the May meeting the SC participants (that did not include some of the attendants at the June meeting) agreed there was need to develop draft guidelines for breast pumps based on type of pump and maternal breast feeding status.  Some community practitioners noted that women request an electronic pump before delivery and/or upon hospital discharge before breast feeding is established.  At the June meeting Aetna said they had drafted guidelines in the fall of 2010 and that they are part of a DSS breastfeeding group which developed similar guidelines. The other 2 plans have “similar” guidelines.  The Subcommittee Chair will contact Laura Victoria Barrera (DSS) to identify status of guidelines/provider policy for discussion at the July meeting.  Key points to be considered in a policy were again outlined:
· Pump type to be determined based on reason for need such as separation/non-separation between mother & newborn, initiation/non-initiation of breast feeding in hospital. 

· NICU hospitals/availability of hospital grade pumps.  Ability of women to access hospital grade pumps when they are separated from their newborn for medical reasons before their milk supply is established. 
· Mid-level electronic pumps such as “purely yours’ and pump in style are approved by FDA for single client use.

· MCO/ASO needs to document access problems 

· Patient education critical to appropriate use of pumps/type and client access. 
· National ‘Text 4 Baby (T4B) challenge:  Amy Gagliardi informed the SC that House Speaker Rep. Chris Donovan will take the lead for a press conference on the  text4baby state challenge which is designed to increase enrollment in the text4baby program.. Sub-committee members will be updated when a date is identified for the press conference. 
· Integrating women’s health into the new Medicaid health care delivery system
· Dr. Mark Schaefer (DSS) outlined the 4 Medicaid initiatives the State will implement with the intent of improving the quality of care for all Medicaid populations. 
· Patient Centered Medical Home (PCMH) beginning January 2012: while this provider level model is being planned in the private sector insurers, Medicaid is planning on developing standards, measures and remuneration for Medicaid primary care providers that will entail use of evidenced based practice and patient care coordination.
· Health Homes (HH) is viewed as an extension of the PCMH model in that the within the HH model, practitioners devote more intensive resources/care coordination for their patients that have complex, chronic co-morbidities. 
· January 2012, DSS will move from a capitated managed care plan model (currently in place for HUSKY A, B & Charter Oak Health Plan members) to a non-risk based Administrative Service Organization (ASO) model for ALL Medicaid populations.
· Parallel process involves an Integrated Care Organization (ICO) delivery model for the “dual eligible” (full/partial Medicaid coverage and Medicare) population, beginning with those 65 years and older. CT received a $1M planning grant from CMS to design the model.  DSS has been working with a diverse stakeholder group through the Medicaid Council’s Aged, Blind & Disabled (ABD) subcommittee to develop the model parameters.  DSS stated the ICO model is similar to the Affordable Care Act Accountable Care Organizations; since these guidelines had not been defined early in 2011, the ICO model became part of the planning grant. The ICO model has the future potential for application to all of the Medicaid health care system. 
 DSS acknowledged that the ASO and PC MH models provide an opportunity to focus on the quality of Women’s Health for the Medicaid population, both for perinatal care as well as preventive care measures.  In addition, CT is unique in developing a single system of care for the Medicaid population.  Some states are now reconsidering their management approach in favor of a similar model.  When Medicaid medication management is included, there is a projected savings of ~$90-100M in the 2nd year of the model implementation.
Subcommittee Questions included:

· Concerns about measurement of network adequacy in the PC MH model.  How will DSS define the PCMH/member ratio?  DSS responded that the agency is assessing MCO PCP network compared to the Medicaid Fee for Service (FFS) network.  DSS and the ASO will monitor enrollment/provider gaps.  While specialty provider access has been the focus of service gaps in Medicaid, Beth Cheney (Windham area) stated that PCP access is a problem in this area, noting that a number of PCPs are retiring.  There is also only one IP OBGYN in that area that accepts Medicaid and in Waterbury there are MDs that do not accept Medicaid patients.  Dr. Schaefer will bring this to the attention of his DSS team that is evaluating Medicaid CTMAP network in preparation for the ASO Jan. 2012.   Dr. Schaefer suggested there needs to be a discussion with practitioners related to access before performance measure discussion that address provider concerns related to Medicaid participation that can involve a requirement to take all Medicaid patients once enrolled in the Medicaid network and the streamlining effect of the new delivery system model.
· Who would have oversight over performance incentives; DSS believes these initiatives would be jointly designed by providers, ASO & DSS, based on the successful process applied in the BHP OC and ASO. 

· Oral health during pregnancy was identified as but one issue not typically screened for during the perinatal period.  Dr. DeFrancesco suggested this could be a P4P initiative that includes oral health screen rates and PCP role in educating the patient on the importance of oral health, develop provider profiles on performing dental screens. This can be part of a PC MH design or involve OBGYN providers that are not medical homes.  Selective implementation, refine the performance measure overtime, measure the screens and develop a P4P financial incentive that may not be linked to MH but relate to perinatal care and risk reduction of adverse birth outcomes. 
· Dr. Mark DeFrancesco, Women’s Health CT; discussed approaches to OBGYN participation in the new system:
· GYN practitioners regularly see most women ages 15 -65 years for preventive care, cancer screens, STD screens, etc. and could take on the PC MH role, referring women for other services as needed, similar to what is done in PCP medical practices.
· OBs: ~half see their practice as a specialty practice that accepts referrals and would not classify their practice as a potential PC MH while another 50% may consider PC MH appropriate to their practice similar to the GYN approach. 
· Women’s Health CT is beginning the discussion with specialty practices to create a virtual network (Accountable Care Organization –ACO type model) where an expedited process for specialty access would be agreed upon by all the practices. 
The options for OBGYNs to participate in the new delivery system to improve care quality and obtain appropriate financial reimbursement performance achievements and/or care coordination include:
· North Carolina offers a “pregnancy’ medical home recognition process – information about the experience with this model will be gathered.
· P4P incentives within or outside a PCMH that might focus on:
· Assessment of specific risk factors such as periodontal disease and depression/anxiety, IOM guidelines for weight gain during pregnancy, with appropriate referrals as indicated. Question of care coordination will need to be addressed.
· Discouragement of elective C-sections, reduction of primary C-section numbers by say 20% by 2013 – these practice changes would allow the same payment for vaginal/C-Sections if cesarean delivery was not medically indicated. Need to balance maternal/fetal safety with reduction of C-section rates.  
· Appropriate use of 17P for at risk PTB now that it is available as compound. 
· Dr. Schaefer noted there are different approaches to ensuring woman’s health practices  meet quality standards that will reduce unfavorable birth outcomes:
· Pregnancy “ medical home vs. PC MH designation

· P4P performance measures

· Consider increased rates if practice agrees to do X and achieves the identified quality standards (similar to BHP OC Enhanced Care Clinic rate increase process).

Dr. Schaefer suggested OBGYN practitioners meet to define best practices, quality measurement methodology.  Consider what benchmark data is available; consider 1st year as bench year, implementation of recommendations in the 2nd year.  
Plan:  Dr. DeFrancesco and Amy Gagliardi will identify a small group of IP and “safety net’ OBGYNs to look at best practices, and options to best integrate women’s health services in the new health care system. Options to be discussed will include pay for performance measures and women’s health services as medicals homes and as PPC.   The women’s health provider advisory group will include Dr. Zavoski (DSS Medical Director). .  DSS would need the recommendations by early September in order to address the incentives/projected costs & savings for budget adjustment for next FY.  
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