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Meeting Summary:  March 2, 2006

Next meeting:  Thursday April 6, 2006 @ 9 AM in LOB RM. 3800
Women’s Health Forum
There has been a very positive response from participants at the women’s health forum.  The speakers provided valuable information that the Subcommittee will consider in future recommendations.  Amy Gagliardi, CHC, who organized the Forum, requested the subcommittee consider short-term working groups for maternal oral health and depression.  The Chair and attendees agreed to this.

Roberta Geller (CHNCT) was good to remember to send the SC the uniform obstetric form developed by the HMO association and being used for private and Medicaid clients.  The form has critical information that informs the HMO about the mother’s health risk, and opportunity for HMO case management.  The tool will be useful for future discussion in the Subcommittee as Medicaid low birth weights continue to be about 11% on average, in HUSKY (Nationally, Medicaid low birth and preterm deliveries exceed the private payer population). 
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Updates

Department of Social Services

· The EPSDT form revision is now complete. The form revision process originated from the Medicaid Council’s QA SC adolescent health recommendations that included adding more explicit anticipatory guidance items to the forms and was done for all ages under Hilary Silver’s (DSS) leadership and a work group of managed care organizations and providers.  

· The forms and the policy transmittal can be obtained on the DSS web site:  www.CTmedicalprogram.com  as well. 
· Next steps will be “getting the word out” to the provider community through MCOs & their provider networks, inclusion in medical professional meetings and presentation at the Medicaid Council (scheduled for the 4-21 Council meeting).
· The MCOs performance improvement projects (PIP) for persistent asthma was discussed.  DSS and the MCOs will meet to review the specifics of the PIPs.
· DSS will ask Mercer to identify HUSKY A adult utilization of Hospital, ED services.
CTVoices Update

CTVoices contract with DSS includes:
· Birth data match: Legislation allowed DSS and DPH to create a memorandum of understanding about sharing data that included timelier DPH/Medicaid birth data matches at 6 month intervals.  The request for this came from the Council Chair, given that 1) MCO birth data reports to DSS are administratively burdensome for plans and providers, 2) data reports are incomplete when there is missing information and 3) changes in programs (i.e. budgetary reductions in HUSKY and Healthy Start outreach dollars, implementation of pregnant women’s expedited eligibility rather than presumptive eligibility) have potential impact on timeliness of women’s enrollment in HUSKY and managed care. CTVoices new contract includes matching birth data on a yearly basis, stating that DPH data is often provisional for a period of time.  Annual 18 months old data reports will be presented to the Council. Since this was not the intent of this particular shared data, DSS was asked to review the process with DPH and report the data reporting plan to the Medicaid Council.  DPH will discuss the status of birth data at 6 month intervals internally and report back to the Subcommittee. DSS may continue ‘in-house’ MCO reports for half year.
· Extracting behavioral health services from the encounter database for children & adults for 2004, 2005 as bench mark data comparing it to 2006 services.  This topic is also appropriate for discussion at the BHP Quality Management & Access subcommittee.
·  Linkage of birth and infant health data to assess, longitudinally, early childhood health status.
HUSKY MCO Emergency Room Projects, Continued (Click on icons below for ABCFP, CHNCT, Health Net & WellCare/PONE project summaries).
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Each of the managed care organizations provided a brief overview of 2006 Emergency Department (ED) projects, which came from the plan’s analysis of member ED use.  
	Health Plan
	Project Focus
	Goals
	Interventions/target
	Measurement

	Anthem
	Non-emergent ED visits
	Reduce ED use for top 5 non-emergent diagnoses
	Quality pilot program targeting member/PCP interventions
	BCFP data: ED visits/diagnosis

	CHNCT
	ED visits
	Develop database for further analysis of ED visits
	Member:  ID reason for ED visit, follow up with client PCP appointments, transportation, education, CM/DM
	Member ED visits

	Health Net
	ED use; members with 5 or more ED visits in 6-month period.
	Reduce inappropriate ED visits, redirect care to appropriate setting, engage member with PCP
	*Member:  voluntary care management for coordination of care, assess health access issues, etc.
*PCP: contact for members in CM, develop care plan with PCP
	MCO data, member ED use for non-emergent care, , those with 5 or more ED visits in 6-month period

	WellCare/PONE
	Inappropriate ED visits.
	< unnecessary ED visits, 

> PCP visits,

 > calls to after hours nurse line.
	*Customer services telephonic outreach
*CM outreach

*PCP – fax alert for members that had ED care.
	ED visits per 1000 members.


 Some of the ED issues, from a practitioner’s perspective, include:

· Continuity of care:  frequent use of the ED disrupts continuity with the primary care provider; PCP notification of ED visits would assist PCP in follow-up care.

· Primary care after-hours care availability from independent, hospital clinic and other safety net clinical sites may contribute to ED use for working families with a sick child. 

· Is there an after-hours call system and are patient/HUSKY members encouraged to use this prior to going to the ED?
The health plans will elicit members’ perspective on the “whys” of ED visits, as well as connect with members’ primary care providers. The Subcommittee requested health plans provide bench mark data that influenced the plan’s ED pilot.
Department of Public Health: Overview of CT’s Statewide Health Promotion Plan

Christine Parker (DPH) reviewed key points of the statewide healthy lifestyle and obesity plan, developed by a diverse partnership and initially funded by CDC. (Please click on icon below for Ms. Parker’s presentation).
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The Subcommittee will continue with the meeting focus on the agreed upon areas of women’s health, obesity, ED use, dental access (from December 2005 SC meeting).
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OBSTETRIC NOTIFICATION/RISK.


ASSESSMENT FORM


Please complete initial assessment at member’s 1st prenatal visit or by the end of the first trimester and/or when insurance


coverage changes.  When completed, submit via mail or fax to Community Health Network Of Connecticut at 203-265-3830. 

Patient Name:________________________,  ____________________ Member ID#: __________________________DOB:__________

Last



First


Patient Address: ________________________________________ City: ____________________ State: _________ Zip: ___________

Patient Phone: ____-_________ Primary Language: ___________Race:______ Gravida: ______Para:_______AB:______LC:______


EDC: ____________ LMP: ______________ 1st Prenatal Visit DATE: _______________ 1st Visit under Plan: ___________________


Provider: ______________________________,  _______________________ Plan Provider ID Number: ________________________

Last




First


Office Phone: _____-______-____________ Office Fax: _____-_____-_______________ Contact Person: ______________________


Hospital for delivery: ________________________________ Hospital ID#: __________________  Other Insurance:  (  YES   (  NO


		HIV Test/Info Offered:
( YES 
( NO, Reason_____________________ 
( Pt Declined  
(  Will offer at a future appt.


WIC Referral Made:

( YES 
( NO, Reason_____________________  
( Pt Declined   
(  Will offer at a future appt.






		



		Please identify all risks that apply in this pregnancy or previous pregnancy 

		Circle if Yes or No



		(   Check here if no risk factors 

		

		



		RISK FACTORS (To Be Completed by Clinician)

		Early Risk Assessment

		History



		I. Demographic &  Psycho/Social

		

		



		· Age extreme <18 or >35


		Y

		N

		



		· Depression / Psychosocial disorder 

		Y

		N

		Y

		N



		· Obesity


		Y

		N

		Y

		N



		· Smoker


		Y

		N

		Y

		N



		· Substance Abuse (Alcohol / Drugs)


		Y

		N

		Y

		N



		· Transportation Issues

		Y

		N

		Y

		N



		· Trauma / Violence/ Homeless


		Y

		N

		Y

		N



		II. OB/Gynecological

		

		



		· Hyperemesis (Severe vomiting, weight loss, ketosis etc.)


		Y

		N

		Y

		N



		· Cervix Incompetent / Short (<2.5cm) / Cerclage



		Y

		N

		Y

		N



		· Multiple Gestation    2,    3,    4 ,    5     or other



		Y

		N

		Y

		N



		· Fetal Reduction

		Y

		N

		Y

		N



		· Preterm Labor 



		Y

		N

		Y

		N



		· Preterm Birth 



		Y

		N

		Y

		N



		· Gestational Diabetes/ Diabetes Mellitus



		Y

		N

		Y

		N



		· Pre-eclampsia/Eclampsia, Pregnancy Induced Hypertension, Chronic Hypertension


		Y

		N

		Y

		N



		· Previous poor pregnancy outcome (i.e.LBW, Fetal Death, Placenta Previa, NICU stay &/or other serious risk)


		Y

		N

		Y

		N



		III.  Other Identified Risks, including medical conditions, NOT LISTED ABOVE (Describe here):



		IV.  Prescription Medications:  



                                                                                                                                                                                                                                               



		V. Please check here if you wish a Case Manager to contact you about this patient.         FORMCHECKBOX 








�







Clinician’s Signature __________________________________________�_________�����  Date :_____________________















Confidentiality Note: The documents accompanying this facsimile transmission may contain confidential information. The information is intended only for the use of the individual or entity named above. If you are not the intended recipient, or the person responsible for delivering it to the intended recipient, you are hereby notified that any disclosure, copying, distribution or use of the information contained in this transmission is strictly PROHIBITED. If you have received this transmission in error, please notify the sender immediately by telephone or by return FAX and destroy this transmission, along with any attachments. Thank you.





_1204982346.doc
PerferredOne/WellCare Emergency Department Utilization Program

Purpose 

The focus of the ED Utilization program is to reduce inappropriate visits to the ED.  The intent is for the Members to get health care assessment and intervention at the appropriate ambulatory setting with a provider familiar to the Member.   Educating Members and physicians about the alternative to ED care, when appropriate, will improve continuity of care and reduce unnecessary medical costs. 

Goals


· Reduce unnecessary emergency department visits 


· Increase number of PCP visits


· Increase urgent care facility use where available and if appropriate 

· Identify physician outliers


· Increase calls to the after hours nurse line


· Improve continuity of care

Data Sources


· Hospital generated ED reports received by the health plan 

· Monthly  report of Members who utilize the ED 5 or more times in a 6 month period, based on paid claims 


Measurement 


· ED visits per 1000 members 


Interventions 


· Members 


· Stratified based on diagnosis code for visit  


· Customer services telephonic outreach 



· Determine what the  barriers are to receiving care in the ambulatory outpatient  setting 

· Assistance in selecting a PCP if necessary


· Assistance in scheduling a PCP visit 


·  Reinforcement of the availability of 24 hour nurse line 

· Reinforcement of the availability of transportation  services   


· Correspondence to members with invalid phone numbers 


· Case Management Outreach 


· Assess the need for Disease Management or Case Management Services 


· Determine what the  barriers are to receiving care in the ambulatory outpatient  setting 


·  Reinforcement of the availability of 24 hour nurse line   


· Correspondence to members with invalid phone numbers 


· Providers 


· Fax alert sent to all PCPs whose Members have sought ER care the includes the following 


· Date of service 


· Reason for visit


· Reminder of 24 hour nurse lines and free member transportation 


· Reminder to schedule a follow up appointment with the Member 


· Contact health plan if not the correct PCP


Baseline Measurement  


		Year 

		ED Visits per 1000 



		2004

		716



		2005

		895 





Attachments:


Fax alerts


Member correspondence 


Customer Services Script 


mtoomey
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INITIATIVE NAME:
EMERGENCY ROOM REPEAT VISIT PROGRAM


INITIATIVE LOCATION:


Health Net, Northeast (HNNE)






Connecticut


BACKGROUND / RATIONALE: 


Members receive coordinated medically necessary care from their PCPs.  The relationship between a member and their PCP promotes continuity of care and improved outcomes.  When members repeatedly seek services from an ER, fragmenting their care, leading to less than optimal outcomes, including inadequate follow-up care.


The purpose of the Emergency Room (ER) Repeat Visit Program is to identify and redirect members who are utilizing the emergency room for urgent and non-urgent care that could be provided in a less acute, more appropriate setting. 


Emergency room utilization is monitored by the Plan on a monthly basis.  The report captures enrollees with five or more ER visits over a six-month period.  The Care Manager attempts to contact Members for the purpose of identifying those members who would benefit from coordination of care from a PCP or dentist.  The Care Manager determines:


· if there are access to care issues;


· if there is a need for case management intervention due to a lack of an established or ineffective treatment plan, non adherence to treatment or medications, lack of medical/psychosocial functional complications, or lack of education of disease course or process;


· whether inappropriate utilization is related to drug seeking behaviors that may benefit from the pharmacy lock in program


The Care Manager provides support, assistance and advocacy as a resource to the Member and the health care team.  Continuity and coordination of care between the Member’s PCP and behavioral health specialists is facilitated.  For those Members requiring case management intervention, contact with treating providers is initiated to discuss the Member’s treatment plan and develop a Case Management care plan. The individualized health care plan addresses the individual’s needs with respect to self-management, education, physician care, durable medical equipment, and all other inpatient and outpatient clinical needs. 

GOALS:


The goal of the program is to reduce inappropriate visits to the emergency room, to redirect care to a more appropriate setting, and to encourage the use of the PCP for continuity of care.  


ENROLLMENT CRITERIA:


This program is voluntary and there is no charge to the member or the provider.
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EMERGENCY CARE INTERVENTIONS


OUTREACH


· Calls made to all members with ED visits.


· Reason for ER visit determined.   Examples:


· Unable to contact PCP


· Injury/accident


· Acute illness


· Transportation to PCP 


· Instructed by provider (FQHC, PCP) to go to ER.


· Follow up includes:


· Scheduling appointments with new PCP


· Education re: transportation availability.


· Member/Patient education (verbal) re follow up care/post ED care.


· Interventions as needed.


· Referral to DM/CM as appropriate.


DISEASE MANAGEMENT


· Asthma:  3+ ED visits per quarter meet criteria for members > 5 yo. ( Under 5yo managed by CM)


· Pregnancy:  ED visit triggers DM interventions to prevent add’l ED visits and improve outcomes.


LONG TERM PLANNING


· Data Management:  Develop data base with reportable fields for analysis of ER visits.
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Department of Public Health

Connecticut’s Obesity Plan – Vision is that Connecticut residents are eating healthy and engaging in physical activity for better health.


The Plan identifies strategies to implement nutrition and physical activity interventions with emphasis on strategies that are population based such as:


· Policy level changes


· Environmental supports


· And a Social Marketing Approach


The Plan highlights four settings for implementation strategies, which include the following:


· Communities


· Schools


· Health Care


· Worksite and Industry


Three Goals include:


1. Develop state infrastructure – Internal and Partnerships 


2. Develop, implement, and evaluate community-level model programs for replication in other CT communities. – Best Practices


3. Create a mechanism for tracking environmental and policy changes and outcomes related to increased PA and improved nutrition. – Surveillance

Two issues best practices and surveillance


Best Practices


The Center for Disease and Control and Prevention’s Morbidity and Mortality Weekly, October 7, 2005 - Public Health Strategies for Preventing and Controlling Overweight and Obesity in School and Worksite Settings.


A Report on Recommendations of the Task Force on Community Prevention Services. – Conducted a systematic review of the evidence on nutrition, physical activity, combinations of these interventions and behavioral interventions.


Results demonstrated that multicomponent interventions that include nutrition, PA, and skills development conducted has some level of effectiveness in the worksite setting whereas due to the limited number of qualifying studies the same cannot be determined in the school setting.


ConnectiFIT:  

Program Description and Goal:  ConnectiFIT is a collaborative project between the Connecticut Department of Public Health and the Department of Health Promotion at the University of Connecticut that provides worksite health promotion programs for state employees. The overall program goal is to improve the health and productivity of state employees through various wellness interventions that meet the needs of the employee.  This voluntary, culturally-appropriate program will seek to increase employee awareness of healthy behaviors, motivate them to adopt and maintain these behaviors, and provide resources and an environment for employees to learn about and implement healthy lifestyle changes.


Long-Term Benefits:  Worksite health promotion programs have shown to reduce employee healthcare costs, reduce absenteeism, and increase productivity through improved morale and overall improved health and fitness.  Based on the train the trainer concept, benefits of ConnectiFIT will have a far-reaching impact on friends, families, and communities of program participants.


Surveillance


DPH Obesity Program has begun to explore all data sources in Connecticut that currently collect demographic information that can be used to calculate BMI or has the potential to function as an instrument to collect BMI on children in Connecticut.  One option is the Connecticut School Health Survey that includes the following components:


Connecticut School Health Survey – Youth Behavior Component is intended to monitor priority health risk behaviors that contribute markedly to the leading causes of death, disability, and social problems among youth and adults in the United States.  The survey is voluntary and schools must agree to participate.  Students in grades 9 – 12 are surveyed.  Limitations:  self-reported data, only administered every other year in odd years.


Connecticut School Health Survey – Youth Tobacco Component is a comprehensive survey of tobacco use, access, cessation, knowledge and attitudes, and exposure. .  The survey is voluntary and schools must agree to participate.  Students in grades K – 12 are surveyed.  Limitations:  self-reported data, only administered every other year in odd years.


DPH worked with Commission on Children on legislative issues related to BMI collection for grade K-12.  Also looking at survey administered by SDE.
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BCFP Non-Emergent E.D. Utilization Reduction Pilot Program

Based on BCFP data, 40% of all ER visits were for non-emergency diagnoses.  The top 5 non-emergency diagnoses identified were: otitis media, acute upper respiratory infections, fever of unknown origin, acute pharyngitis, and unspecified viral infection.


In 2006, BCFP will implement a pilot quality program aimed at reducing the use of facility based emergency department utilization for non-emergent diagnoses while  increasing PCP visits via varying levels of member and provider interventions. 


