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Connecticut Medicaid Managed Care Council

                                   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

Meeting Summary: March 9, 2007
Next meeting: Friday April 13, 2007 in LOB RM 1D
Attendees:  Sen. Edith Prague, Rep. Vicki Nardello, Rep. David McCluskey, David Parrella & Rose Ciarcia (DSS), Jeffrey Walter, Dr. Alex Geertsma, Mary Alice Lee, Ellen Andrews, Aurele Kamm (DCF), Thomas Deasy (Comptroller Office), Dorothy Lucas (MCO Rep.).

Also Attended:  Commissioner Michael Starkowski (DSS), William Diamond (ACS), Scott Markovich (Anthem), Sylvia Kelly (CHNCT), Robert Diaz (WellCare), Dr. Larry Loeb (DSS Dental Committee), Vicki Veltri (Office of Health Care Advocate), Paula Armbruster, MaryBeth Bonadies & Michael Sabados (Office of Health Care Access), Deb Poerio (School-based Health Centers), M. McCourt (legislative staff).
Office of Health Care Access Reports on Health Coverage: Michael Sabados
(Click on icons below to view OHCA survey briefs)
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Health Insurance Coverage

Michael Sabados presented highlights of the 2006 Household Survey and two target population surveys of Hispanic adults and young adults, ages 19-29 that have a high risk of uninsurance.
Overall Household survey key findings:
· Employer-sponsored health coverage remains widespread in CT.

· Compared to the 2004 uninsured rate (5.8%), 6.4% of CT residents were uninsured in 2006.  10% of CT residents were uninsured at some point in 2006.
· Most uninsured were working adults (61%) and 11% were children.

· For 65% of the working uninsured the employer did not offer insurance.

· The uninsured were most likely working, had lower incomes, were ages 19 -39, minorities and single or living with a partner.

Targeted Population Surveys:
Hispanic Adult Uninsured Survey key findings:
· Estimated that 36% of Hispanic adults were uninsured, 25% had HUSKY/State assistance, and only 28% had employer-based coverage, although 71% of uninsured Hispanic adults work.

· Key factors for the Hispanic adult uninsured rate: lack of employer-based coverage, lower incomes (50% earn <150% FPL) and immigration status (55% of Hispanic uninsured adults reported they are not U.S. citizens).
Young Adult Uninsured Key findings:
· 22% of young adults were uninsured. While three-quarters of young adults were working, only 15% were eligible for employer-based coverage. 

· Key factors for young adult uninsurance were loss of parental coverage, limited access to employer-based coverage and diminished eligibility for public coverage.

Uninsured rates contributed to lower use of health care services in both target population groups.

Child Health Coverage 2006

· 2.7% of children in the survey sample (24,700 of CT’s 901,000 children) were uninsured. These children were predominately in working families and in families with income 100% FPL (9%) and 150-185% FPL (9%)  (Of note, children in parent/caregiver income eligibility range of 100% - 150% FPL had a lower uninsured rate of 3%, which may suggest the probability of “family coverage” in public programs increasing the likelihood of the child being insured when the parent is also insured).
· Children are less likely to be uninsured compared to the rest of the CT population because they are either eligible for public programs (HUSKY A or B) or are enrolled in the state’s strong system of employer-sponsored insurance.
Uninsured Hospitalizations FY 2001-2005

· Over the past 5 years overall uninsured hospitalizations increased by 10% while uninsured children’s hospitalization rates fell by 20%.
· In FY 2005 63% of uninsured hospitalized individuals were admitted through the ED, compared to 49% in 2001.

· Since FY 2001, the number of uninsured hospitalizations for those 55-64 years increased 33%, for those 19-29 increased 23%.

· Since FY 2001 the number of uninsured minority hospitalizations increased by 24% while that of non-Hispanic whites fell by 1%.
· One of every 5 uninsured hospitalizations was related to pregnancy and childbirth.
· During 2001 -2005 the number of uninsured maternity and childbirth hospitalizations fell by 10%.
· In 2006 the trend changed in that there was a 23% increase in uninsured maternity and childbirth hospitalizations.  There were about 34% Hispanic uninsured maternity and childbirth hospitalizations, disproportionate to the percentage of the state’s Hispanic population. 

Council Comments:

· The role of Primary care provider (PCP) makes a difference in health coverage and care access.  According to OHCA, one-third of uninsured survey respondents reported having a regular PCP, one-third of Hispanic responders stated they received care regularly from a specific clinic while another third reported the ED as their regular source of care.

· 11% of inpatient services used by the uninsured were behavioral health services.  Psychosis (DRG 436) represented 6% of uninsured hospitalizations.

Health Coverage for Undocumented Pregnant Women: Mary Alice Lee, CTVoices
(See brief at www.ctkidslink.org)  
The report outlines Medicaid eligibility for pregnant women by income level (185% FPL) and citizen status (non-citizen legal residents of the US for < 5 years are covered under state-funded HUSKY coverage vs those with > 5 year residence period are eligible for Medicaid with federal match).  Undocumented immigrant pregnant women are only eligible for Medicaid Emergency Medical assistance for labor & delivery, although their unborn child will be a US citizen.  Prenatal care, including ancillary services, is an out-of-pocket expense  for these women that generally have low incomes. It is unclear how may women are in this category.  Based on 2003-2004 birth data match, only 25-30% of mothers in Medicaid Fee-for-Service are US-born.  Of the 1800+ that are born outside the US, a minimum of 900 women may be undocumented. The report suggests state-funding the maternal care for these women and use existing presumptive eligibility while the newborn’s Medicaid eligibility is determined.  Currently federal law does allow states to apply deemed newborn eligibility to newborns of non-Medicaid eligible mothers, which includes those that receive only Medicaid emergency services.
Addendum 3-20-07:  see attached CMS press release that modifies policy to allow the newborns of mothers in Medicaid Emergency Services to be deemed eligible for Medicaid)
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Department of Social Services

Governor’s proposal: Charter Oak Health Insurance plan (click on power point below for details)
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Commissioner Michael Starkowski (DSS) discussed Governor Rell’s Charter Oak Health Plan proposal that would provide universal access to affordable health insurance for CT adults of all incomes through coverage within a private model.  Participation is voluntary; there is neither a means or asset test nor pre-existing condition exclusion and there are premium subsidies on a sliding scale.  The proposed benefit design that has a maximum premium of $250/month includes a $1000 annual deductible, 20% coinsurance after the deductible is met up to $1000, a lifetime benefit of $1M, tiered pharmacy cop-pays, and office visit and ED non-emergent co-pays.  The current benefit proposal has limited coverage for skilled nursing, behavioral health outpatient visit limits and no coverage for dental, vision or hospice care.  The proposal is a ‘work-in-progress’ and may be refined through ongoing discussions and recommendations.
DSS next steps include:

· Pursue the new federal Affordable Choices for federal match although the Governor’s budget for this is not contingent on a federal match.  The CT Hospital Association has expressed concern about the federal Choice plan that impacts DSH dollars.  

· Refine the benefit package

· Invite the insurance industry to propose a benefit package for premiums of $250 or less.
· Work with stakeholders to publicize the plan including professional and advocacy organizations.

· Develop marketing material to address the 19-29 large uninsured group and partner HUSKY marketing initiatives with the Charter Oak Plan marketing.

Key Council comments/recommendations:

· Commend the Governor for her proposals to re-fund outreach to HUSKY and initiate steps to address the CT uninsured.  How will the state deal with cost containment given the industry’s past trend of double digit insurance premium increases?  DSS stated plans for disease management, chronic care management and preventive initiatives in Medicaid would be applied to this program and would bring costs down. A premium increase range would be in the participating insurers’ contract. 
· Strongly recommend DSS set up town meetings to explain the proposed Charter Oak health plan, benefits and consumer cost share and receive public feedback on consumer affordability of the plan.

· Concern was expressed about absent services (i.e. dental, hospice) and limited services such as outpatient behavioral health and skilled nursing home care.

· The Charter Oak plan doesn’t propose to supplant HUSKY, rather complement it by capturing other populations, especially childless adults.

· DSS was requested to assess premiums, deductibles and copays by percent of disposable income in order to realistically look at consumer cost share, affordability. 
· Council members articulated the state and insurers’ concerns about adverse selection in that initially individuals with chronic health problems would join the plan.  Mr. Starkowski acknowledged the importance of marketing the Charter Oak plan to the younger healthier consumer and/or parent of the young adult to convince them that health insurance is important and affordable through the Charter Oak Plan.

· Rep. McCluskey summarized commenting that this is an evolving plan and noting:

· The Legislature will be looking closely at the plan’s service mandates and any changes in these mandates going forward, especially if there appears a pattern of adverse selection which could result with further cost shift to participants.  
· Important to view this plan from the revenue side of the budget as well as appropriations, to provide consumer incentives such as an earned income tax credit or state income tax deduction that would attract a broader consumer market. It is clearly in the State’s interest to insure people.

· The importance of monitoring insurer’s medical loss ratio and administrative loss ratio.  While there is agreement that insurers should earn some profit the for-profit insurers should not benefit from high administrative costs.
Anthem Outreach (click on icon below to view the presentation)
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The Council had requested HUSKY MCOs describe outreach initiatives. Scott Markovich (Anthem) began by describing Anthem’s ongoing and new initiatives. Other MCOs will present at future Council meetings.  Mr. Markovich outlined current and enhanced initiatives including:
· Member incentives associated with prenatal and post-partum visits and member rewards for proactive efforts toward self health management and healthy life style changes for weight management, cardiac health and diabetes management.(New)
· New member self-care initiatives:  
· Emergency room program that focuses on decreasing overall ED rates, increasing inbound call volume to 24/7 NurseLine and increasing annual rate of outpatient primary care visits.
· Asthma program goals to increase members’ asthma self-management skills and promote member-provider relationship.  Success would be measured by reduction in asthma-related hospitalizations and ED visits and increase in asthma related primary care/specialist visits.
· HealthReach specialists have made 50,000 outbound calls/year and 32,843 mailings/year.  73% of appointments were kept after outreach contact.
· Community Outreach also includes:
· Partnership with community programs with Anthem donations to Reach Out and Read CT programs and in the Waterbury/Litchfield area, the New Haven Diaper Bank and Hartford Maternal & Infant Outreach program.
· Establishment of Anthem’s first community resource center in Hartford for members and providers.
Council members complemented Anthem on their new innovative programs.  Sen. Prague recommended future outreach target the southeastern part of the state including Willimantic, Norwich and New London.  Ellen Andrews suggested Hartford neighborhoods be included in the Hartford center activities.
Council Subcommittees:

Quality Assurance Subcommittee

Paula Armbruster, Chair of the QA Subcommittee presented two recommendations for Council review/action on perinatal depression and maternal oral health care.  Rep. McCluskey requested Council members be prepared to discuss and vote on these at the April meeting.
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Consumer Access Subcommittee (see report below)
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Medicaid Council Report

The report on the Council and Subcommittee activities for the last half of 2006 was approved without change.
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Testimony Before the Human Services Committee

 

S. B. No. 1127 AN ACT CONCERNING THE CHARTER OAK HEALTH PLAN AND HEALTH CARE ACCESS. 
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Testimony

S. B. No. 1127 AN ACT CONCERNING THE CHARTER OAK HEALTH PLAN AND HEALTH CARE ACCESS. 	 

	Good afternoon, Senator Harris, Representative Villano and distinguished members of the Human Services Committee.  My name is Michael P. Starkowski and I am Commissioner of the Department of Social Services.  I am before you today to testify on behalf of Governor M. Jodi Rell in support of Senate Bill No.1127, enabling legislation for the Charter Oak Health Plan, the Governor’s initiative to bring much-needed access to health coverage to Connecticut’s uninsured adults.

 

	First, Governor Rell asked me to extend her appreciation for your consideration of this bill and its vital importance to the future of tens of thousands of our state’s residents.  As the Governor said last week, “There is a critical need and pent-up demand by Connecticut residents for affordable health coverage…My administration continually hears from Connecticut citizens who are waiting anxiously for the Charter Oak insurance product because it is something they will be able to afford.”

 

The Governor announced her initiative for covering uninsured adults in late December, adding a premium assistance component for lowest-income participants in her February budget recommendation.  Nearly a month and a half later, the calls and emails asking (sometimes pleading) for Charter Oak continue to be received by the Governor’s Office and the Department of Social Services.

 

By supporting S.B. No.1127, this Committee has the opportunity to give initial legislative support to a practical, workable plan to give access to affordable health care to Connecticut’s uninsured adults.  With all due respect, other proposals being put forward are too complicated and too costly for success.  I join the Governor and many others across the health care and public policy field by submitting to you that we have a unique and historic chance as a state to take decisive action this session to provide real help to the uninsured.  And that help is the Charter Oak Health Plan.

 







Like Massachusetts, Connecticut intends to issue an invitation to health insurers and negotiate good benefits packages and affordable rates.  Massachusetts recently achieved a breakthrough in the cost range for individual coverage.  As Governor Rell has said, “If it can be done in the Bay State, it can be done in the Constitution State.”

 

Rather than favoring mandatory coverage, however, Governor Rell’s plan is based on a public-private partnership model that strikes a balance between individual responsibility and government assistance for the lowest-income participants.  In other words, the Charter Oak Health Plan is not universal health care in the sense that taxpayers and employers are funding another billion dollars in services.  

Rather, the Governor’s vision for Charter Oak blends reasonable cost for the participant with a ‘safety net’ subsidy for the lowest-income uninsured adults—those who either do not qualify for the HUSKY Plan because they are slightly over-income or because they do not have children, or both.  The administration looks forward to working with the health insurance industry to develop a low-cost benefit package that will result in a monthly cost of approximately $250 per month.  For lowest-income residents, premium assistance will drop the cost as low as $75 per month.

 

I know you are interested in how the Charter Oak Health Plan is actually going to work, so I will offer highlights from the PowerPoint presentation you have received.  The Governor has put forward a bold initiative that will actually work for the large group of uninsured adults who are ‘too old for HUSKY but too young for Medicare’—and it deserves your full consideration and support.  I look forward to hearing your comments and answering your questions.

Testimony
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“My goal is to make sure that every adult and child in Connecticut has access to health insurance.”

		    Governor M. Jodi Rell

(December 27, 2006)





	







The Problem

		Connecticut has approximately 222,000 residents who have no health insurance [OHCA data, 2006]



		While Connecticut has large populations covered by public programs (HUSKY A & B – approx. 312,000, Medicaid FFS – 88,400, Medicare – 600,000, SAGA – 34,600) many of the uninsured are too old for HUSKY, too young for Medicare and not eligible for Medicaid or SAGA.









Changes in the Health Insurance Environment

		At the same time, many employers are finding it harder to provide affordable coverage to their workers and dependents.



		Younger workers, self-employed or those employed by small employers, often choose to decline coverage due to high cost, even if it is available.









Goal of the Charter Oak Health Plan

		Universal access to affordable health insurance for Connecticut adults of all incomes



Challenge

		Can the insurance companies provide affordable, creditable coverage to the uninsured?









Key Characteristics

		Coverage through a private model.



		No asset test.



		No pre-existing condition exclusion.



		No individual or employer mandate.  

		Participation is strictly voluntary.



		State investment: premium subsidies on a sliding scale, administrative costs, & outreach

		All payments will be directly from members to Plans.













Charter Oak Graph


			0-150			0-150


			150-185			150-185


			185-235			185-235


			235-300			235-300


			300+			300+





Monthly DSS Contribution


Monthly Client Contribution


Recipient's Gross Income Range (Given as % of Federal Poverty Level)


Total Cost of Montly Premium


Charter Oak Plan Monthly Premiums


175


75


100


150


75


175


50


200


0


250









Charter Oak Plan Expenses SFY 2008/2009

		SFY 2008		SFY 2009

		Medical Expenses
(premium assistance)		$16.72 million		$33.44 million

		Administrative Support
(including eligibility center)		$2.14 million		$2.64 million

		Total 		$18.86 million		$36.08 million



























Proposed Benefit Design

for $250/Month Maximum

		Annual Deductible  -  $1,000



		Coinsurance – 20% for some services after the deductible is met up to $1,000.



		Lifetime Benefit - $1 million



		Members must have been without insurance for 6 months in order to purchase the product.

		The department will include a list of exclusions to the 6-month waiting period, similar to the exclusions included in the HUSKY B program.









Proposed Benefit Design (cont’d)

		Pharmacy – Tiered Co-pays



		$10 – 15 generics

		$35 brand name formulary

		$55 brand name non-formulary

		$35 brand name non-formulary with medical exception

		Mail order available at reduced co-pay



		Office visits - $25-50



		Visit limits on behavioral health



		Lab, X-ray, Surgery, Hospitalization, Maternity



		20% co-insurance after deductible







Proposed Benefit Design (cont’d)

		Emergency Room



		$100-150 co-pay for non-emergency visits

		Hospital



		No fee for emergencies

		Outpatient



		No fee if admitted to the hospital

		20% co-insurance for urgent visits

		$25 co-pay for prenatal and post-partum visits

		No subsidized coverage for dental, vision, hospice

		Limited coverage for skilled nursing









Next Steps

		Pursue the new federal opportunity called “Affordable Choices”  for financial participation

		Further refine the benefit design.

		Issue an Invitation to Propose (ITP) to the insurance industry, challenging them to put together a package for $250 month or less. 

		Will review potential suggested changes.

		Respondents will be free to offer additional benefit riders such as dental service riders, vision riders.









Next Steps

		Work with stakeholders to publicize the plan

		Ct. Med Society, Ct. Hospital Association

		Provider Organizations (incl. FQHCs, CPA…)

		Advocacy Organizations

		Continue discussions with Higher Education to determine how to attract students or former students

		Develop the marketing materials for the outreach campaign

		Engage potential client populations
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BlueCare Family Plan

Member Outreach and

Health Promotion Programs

Presentation to the Medicaid Managed Care Council

March 9, 2007













Agenda 



		HealthReach Services





		Current Member Outreach Programs





		The New BlueCare Family Plan





		Community Outreach





		Proposed Community Resource Center (CRC)















HealthReach Services is the member outreach department dedicated to BCFP.



		Outomes: 73% appointments kept after contact by HRS – Mary Ann will speak to these outcomes IF ASKED.













HealthReach Services 

Team of 12 outreach specialists dedicated exclusively to BlueCare Family Plan



Interventions:



		50,000 outbound calls/year

		32,843 mailings/year

		73% appointments kept after outreach contact





HealthReach Services is the member outreach department dedicated to BCFP.



		Outomes: 73% appointments kept after contact by HRS – Mary Ann will speak to these outcomes IF ASKED.













Current Outreach Services





		New member welcome calls





		Well-care visit reminders and follow-ups





		Transportation coordination for HUSKY A members





		Prenatal program (BabyReach)





		Emergency Room (ER) Usage Education





		Asthma management





			







Review HRS programs and services

Note that BabyReach – pilot program with 5 hospitals









BlueCare Family Plan



New!













New BlueCare Family Plan Programs



		BabyReach Rewards





		Self-Care Initiative- Emergency Room Program





		Healthy Habits Count With Asthma





		Healthy Rewards 4 Healthy Choices





New programs for 2007 aimed at helping members manage their health.

List programs   (details of each program on following slides)

		2007 program enhancements empower the member.

		Focus on “Self-care management” which means giving control to member.

		“Consumer-driven” programs that require the member to make choices

		Relies of partnership between member and providers and with BCFP











BabyReach Rewards



Prenatal and Post-Partum Care Incentive program



Goals

		To increase prenatal care visits among mothers-to-be leading toward healthy birth outcomes





		To increase post-partum visits for optimal wellness for the new mother





		An enhancement to current BabyReach program

		Incents moms-to-be to take care of themselves and their unborn babies.

		Goal is to increase the # of prenatal care visits to lead to healthier birth outcomes

		To increase member attendance at postpartum care to confirm proper healing and provide family planning education













BabyReach Rewards 



Prenatal Reward: 



		Diaper backpack with blanket, hat, bib, onesie, wipes, food container and stuffed Husky dog





Postpartum Reward:



		$20 National grocery chain gift card 





		Moms must  have enrolled in the BabyReach Rewards program by the 16th week of pregnancy and have attended 100% of prenatal visits to earn diaper backpack.

		All member new moms – whether or not they were enrolled in BabyReach Rewards program – can earn the post-partum reward.











BabyReach Rewards 





		Diaper backpack and contents











Self Care Initiative- Emergency Room Program



Program Focus





		Decrease overall annual rate of ER visits





		Increase annual inbound call volume to 24/7 NurseLine





		Increase annual rate of outpatient PCP visits



Sample



Review desired outcomes









Healthy Habits Count With Asthma 



Goals

		 Improve members’ asthma self-



  management skills



		 Promote member-provider care 



  relationship



Measures of Success

		Decrease inpatient asthma stays

		Decrease asthma ER visits

		Increase asthma PCP/SPC visits



Sample



Self-care management key to success. 

Empowers members to take control of asthma management. 

Discourages improper use of ER
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"Confidential Health Information Enclosed" 
 



IMPORTANT WARNING: 
This message is intended for the use of the person or entity to which it is addressed and may contain information that is privileged and 
confidential, the disclosure of which is governed by applicable law.  If the reader of this message is not the intended recipient, or the 



employee or agent responsible to deliver it to the intended recipient, you are hereby notified that any dissemination, distribution or copying of 
this information is STRICTLY PROHIBITED.  If you have received this message by error, please notify us immediately and destroy the 



related message.    You, the recipient, are obligated to maintain it in a safe, secure and confidential manner.  Re-disclosure without 
appropriate patient consent or as permitted by law is prohibited.  Unauthorized re-disclosure or failure to maintain confidentiality could 



subject you to penalties described in Federal and State law. 
  



  



FROM:  Health Services Deparment



FAX: FaxNumber



TO: ProvName



PURPOSE 
 



• To provide you with information on your assigned patients enrolled in the Anthem “Healthy Habits 
Count with Asthma” disease management program. 



 
DATA CONTENT 



• According to our records, you are the assigned primary physician for the patient listed. 
• Data is based on medical and/or pharmacy claims received by the health plan. 



 
PHYSICIAN’S OFFICE RESPONSIBILITY 



• Place each sheet in the appropriate medical record. 
• If you do not have a record for a patient listed, the patient assigned to you may be relying on the ER for 



all services.  Please take this opportunity to contact the patient for an appointment. 
• Fax-back response is not necessary. 



 



ProvHeader



State Sponsored Business
Camarillo, CA
Fax: 805-384-7031



This Initiative is being provided for general information purposes only and is not the practice of medicine or the substitute for the independent medical judgment of a treating 
physician.  Only a treating physician can determine what medications are appropriate for a patient.



In Indiana, Anthem Insurance Companies Inc., dba Anthem Blue Cross and Blue Shield is an independent licensee of the Blue Cross and Blue Shield Association. ® Registered 
marks Blue Cross and Blue Shield Association.











Health Plan ID 
Number



cert



Date of Birth



member_dob



Description Yes/No Count



Phone Number (per health plan record): sub_phone



PURPOSE 
 



• To provide you with information on your assigned patients enrolled in the Anthem “Healthy Habits Count with 
Asthma” disease management program. 



 
DATA CONTENT 



• According to our records, you are the assigned primary physician for the patient listed. 
• Data is based on medical and/or pharmacy claims received by the health plan. 



 
PHYSICIAN’S OFFICE RESPONSIBILITY 



• Place each sheet in the appropriate medical record. 
• If you do not have a record for a patient listed, the patient assigned to you may be relying on the ER for all 



services.  Please take this opportunity to contact the patient for an appointment. 
• Fax-back response is not necessary. 



FILE IN PATIENT CHART
For questions, call Anthem at: (800) 319-0662.



Last Name: member_last
First Name Member_first



Patient Information



ProvName
ProvAddressLong
CityLong



="Data Time Period: mo/dy/yr through mo/dy/yr"



Patient's Risk Stratification Level = 3



ASTHMA INFORMATION



YES
YES
YES
YES N/A



YES N/A



YES N/A



YES N/A



YES N/A



YES
YES



Total Diabetes ER Visits
Total Diabetes Inpatient Admissions
Total Diabetes Outpatient Physician Office Visits
Comorbid Condition:  Hypertension
Comorbid Condition:  Heart Disease
Comorbid Condition:  Stroke
Comorbid Condition:  Renal Disease
Comorbid Condition:  Diabetes
Patient is on asthma controller medication
Patient is on asthma reliever medication



(Based on the Anthem asthma disease management program criteria)



FAX BACK TO ANTHEM AT (805) 384-7031 ONLY IF (please check box):



I have never seen this patient. This patient is not asthmatic.



This Initiative is being provided for general information purposes only and is not the practice of medicine or the substitute for the independent medical judgment of a treating 
physician.  Only a treating physician can determine what medications are appropriate for a patient.



In Indiana, Anthem Insurance Companies Inc., dba Anthem Blue Cross and Blue Shield is an independent licensee of the Blue Cross and Blue Shield Association. ® Registered 
marks Blue Cross and Blue Shield Association.








			rptAsthmaInformation_PCP_FAX_Anthem_test















Healthy Returns 4 Healthy Choices

Consumer-Driven Program



		This unique program rewards members for their proactive efforts toward self health management





		This program promotes life style changes for:





 Weight management

 Cardiac Health

 Diabetes management



Program goal is to: 



		Motivate and support members to make healthy lifestyle changes 





		Increase member awareness and use of available health plan resources.











 





Consumer–directed program that rewards members for taking proactive steps towards health management and improvement.

Focus: obesity, diabetes, cardiovascular, including smoking cessation 

Program is being piloted in Connecticut.











Healthy Returns 4 Healthy Choices 



Healthy Choices



		 Free enrollment in Weight Watchers 





or	



		 Healthy Returns gym bag filled with   



    health and fitness items



Review rewards

Note: I did not include the suggested “free to HR4HC members” because a reward, by nature, is free. Can speak to this, if necessary









Community Outreach

Partnerships with: 



              Program				 Donation



		Reach Out And Read - CT        		 $50,000



    				

		New Haven Diaper Bank 	                        	 $31,000





		Maternal and Infant Outreach               	 $10,000



     Program 	



		Reach Out And Read- Waterbury/        	 $10,000



     Litchfield Area Providers





		BCFP delighted to work closely with organizations throughout the state who were equally devoted to quality and affordable health care for all children.

		Our calendar of community giving marks the start of several new wellness initiatives we will be introducing to our BCFP members in the months ahead with the theme “Growing up healthy. Growing up Anthem.” 

		The programs are aimed at giving children a healthy start, from pre-delivery right through young adulthood.











Proposed Community Resource Center (CRC)

  

Our first community resource center will be based in Hartford  and will provide: 



For MEMBERS				For PROVIDERS

Outreach Specialists			Contracting

Benefit education			Provider Relations

Health education 			Provider Education

Transportation Coordination		Quality of Care Initiatives			



Members will have one-on-one access to critical services.

CRC will provide network services.



CRC to rrovide convenient access to:

COMMUNITY PARTNERS

		Advocacy groups

		Schools

		Community leaders

		Social service agencies

		Religious organizations

		Government agencies

		County mental health



CRC venue for partnership events



[My computer is still preventing access to files. I don’t have Excel on my computer right now! So I couldn’t do a chart on this slide or on slide 18.]









Growing up healthy. Growing up Anthem.





Big wrap up!







.....

Anthem.

BlueCare Family Plan












BlueCare Family Plan
Growing apihealthy.
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Anthem. &9

FILE IN PATIENT CHART

For questions, call Anthem at: (800) 319-0662.
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Medicaid Managed Care Council QA Committee Recommendations Concerning Oral Health During Pregnancy

Presented to the Council 3/9/07

1.  Develop, through collaboration with the Department of Social Services, HUSKY managed care organizations and professional associations, practitioner training modules about issues related to oral health during pregnancy.  Trainings would follow the model of academic detailing, EPIC IC or other evidence-based models.  Trainings would initially target practices that have a high concentration of HUSKY patients and provide services to pregnant women.  Providers would include but are not limited to OB/GYN and family practitioners.  Trainings would address the importance of oral health during pregnancy, the effect of periodontal disease on the woman’s overall health, birth outcomes, infant oral health and the availability of periodontal coverage for adolescents under EPSDT “medically necessity”.


2. Expand the Medicaid benefit coverage to include periodontal services, specifically scaling and root planing and cleanings more frequent than every six months during pregnancy/postpartum period.


3. Track the provision of preventive dental and dental treatment including periodontal services for prenatal, pregnant and postpartum women on Medicaid.


4.  Expand the dental provider network that accepts HUSKY patients.


5. Increase low Medicaid dental reimbursement rates as a mechanism for increasing availability of dentists serving the Medicaid population in order to increase patient access.

6. Promote educational outreach to pregnant women and women of childbearing age, explaining the connections of oral health and a healthy pregnancy and positive birth outcome, infant oral health and the importance of oral health maintenance for the mother and child.
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Meeting Summary: Feb. 15, 2007

Chair: Paula Armbruster


Next meeting:  Thursday March 8, 2007

Opportunity Knocks Collaborative: Monica Belyea MPH, RD

Monica Belyea provided an overview of the Opportunity Knocks Collaborative in Middletown, CT and a nutrition program for children modeled after the Maine Keep Me Healthy initiative.

See information at http://www.mcph.org/KeepMEHealthy/keepmehealthy.htm

The Opportunity Knocks Collaborative goals to ensure that every Middletown child enters kindergarten ready to succeed are achieved through community linkage of pediatric health services and systems.  Focus areas are oral health, social and emotional health, nutrition and physical activity.  The Collaborative is now focused on the nutrition of the young child.  Programs often target families and children age 7 and over for education/intervention programs in healthy eating & activity.  This program will include families with children birth-5 years with the goal of helping them develop healthy eating and activity behaviors.  Practitioner intensive learning collaboratives will provide skills in implementing the family interactive model that can be applied at family well visits.  The 1st cohort of 15 practices will then mentor the next cohort; the goal is to train 45 practices around the state in this ‘best practices’ preventive approach.  The interest is high among practitioners.  The Collaborative is waiting for funding for the training collaborative.

The Subcommittee participants are very interested in this approach to preventing pediatric obesity through early preventive family-focused interventions and would like to hear more about this initiative.


CTBHP/ValueOptions: Care Management for HUSKY Behavioral Health and Medical Services.


The Subcommittee had requested an opportunity to meet with CTBHP/VOI staff to discuss care management and co-management services in HUSKY.  Diane Loomis Setts, Director of Intensive Care Management and Sandra Quinn Director of Utilization Management provided the materials below that explained managed care and MCO/VOI co-management of cases. 
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The MCOs and VOI meet monthly to review co-managed cases. There are various triggers for joint care management; referral from one of the 8 regional BH teams that include clinicians, peer specialists, system managers, MCO identification of a member with medical & BH service needs, member request, provider request, certain diagnoses.  The discussion provided the basis for future dialogue on this very important part of the system that seeks to maintain integration between medical and behavioral health services.

HUSKY Prenatal Care Quality Monitoring Processes


This item was deferred to the March meeting for developing recommendations to the Medicaid Council at the March 9th meeting.  Prenatal/maternal care will be the focus of the March 8th Subcommittee meeting that will include the MCO perspective on trends in HUSKY perinatal care and births.
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MCO AND CT BHP CO-MANAGEMENT CASES



CO-MANAGEMENT OF CASES 


· The Connecticut Behavioral Health Partnership (CT BHP) and the Managed Care Organizations (MCO’s) promote coordination of physical health and behavioral health care.  


· We support individuals who access behavioral health services and who also have special physical health care needs.



· We help to ensure that services are well coordinated.



· We work to ensure that duplication of services are eliminated 


· That lead management is established in cases where medical and behavioral needs are serious or complex. 


· We do this to ensure best practices for the physical and behavioral well being of our members.



KEY CONTACTS AT THE CT BHP FOR MCO COORDINATION



			Diane Loomis-Setts, LICSW


			Director, ICM Services


			Diane.Loomis-Setts@valueoptions.com





			Barbara Sheldon


			Manager, Peer Support Program


			Barbara.Sheldon@valueoptions.com





			Alexandra Nadeau, LCSW


			ICM



MCO Liaison


			Alexandra.nadeau@valueoptions.com





			Robyn Parisi


			Peer Specialist 



MCO Liaison


			Roberta.Parisi@Valueoptions.com





			Victoria Washington


			Clinical Support



MCO Meeting Coordinator


			Victoria.washington@valueoptions.com








* Our staff may also be reached by calling our Service Center @ 1-877-552-8247


CASES PRESENTING WITH ANY ONE (OR MORE) OF THE FOLLOWING DIAGNOSIS SHOULD BE REFERRED FOR CO-MANAGEMENT 


1. Substance Abuse and Neonatal Withdrawal



2. Child/Adolescent Obesity



3. Child/Adolescent Type II Diabetes



4. Sickle Cell



5. Eating Disorders



6. Medical Detox



OTHER TRIGGERS TO CO-MANAGEMENT: 


· Multiple Medical Diagnoses



· No Primary Care Provider



· Barriers to Medical Care



· Unable to get an Appointment



· No recent Early Periodic screening, Diagnosis and Treatment (EPSDT)



HOW REFERRALS ARE MADE:


· An MCO referral form is completed by either the MCO or by CT BHP staff. 


· The form is either phoned or fax’d into CT BHP and screened by the MCO Liaison – if the referral is made internally, it is submitted to the MCO Liaison.


· In many cases, the referral may be resolved by making a telephone call to the referral source or to the member by either an ICM or by a Peer Specialist.


· If the referral is determined to require ongoing case management, it is assigned to the ICM from the member’s area of residence.


· The ICM works closely with the Peer Specialist in order to coordinate care, resolve barriers to care, identifies and links the member to appropriate resources. 



· The ICM and the MCO work closely to facilitate care for complex medical and/or behavioral health needs.


· The CT BHP and the (4) MCOs meet one time monthly in order to review the status of referrals made, clinical updates and consultation as is necessary



· The CT BHP and MCOs consult on each case as is determined necessary and according to the member’s needs
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MCO’s and CT BHP



COORDINATED CARE/HIGH RISK CASE REFERRAL FORM


DATE                   ______________________        CT BHP INITIATED  FORMCHECKBOX 
  MCO INITIATED  FORMCHECKBOX 



MCO (Referral Source or Referring To)


               Anthem  FORMCHECKBOX 
                                                               Healthnet  FORMCHECKBOX 



               CHNCT FORMCHECKBOX 
                                                       Preferred One  FORMCHECKBOX 



Name and number of person referring the case



Name________________________________________   Number______________________________



Title ________________________________________    Fax Number __________________________


Member ID____________________________  

Member Name________________________________


Member DOB__________________________  

Address _____________________________________


Legal Guardian 



Name______________________________ 

Number____________________________



Medical; DX  Code(s)________________

Description__________________________________


Psych/SA DX   Code(s)_______________

Description__________________________________


Other DX detail: __________________________________________________________________________



_________________________________________________________________________________________



_________________________________________________________________________________________


Current level of care  __________________________  Provider  ______________________________



Provider Contact



Name__________________________________ Phone Number_______________________________


Where is client now? ______________________________________________________________________


Reason for referral _______________________________________________________________________


________________________________________________________________________________________


Clinical History__________________________________________________________________________


________________________________________________________________________________________


________________________________________________________________________________________


________________________________________________________________________________________


Social/Family Support____________________________________________________________________


Primary Language _________________                        Need for interpreter?  Y  or N


RESOLUTION:                                    

             If yes, who will your contact person(s) be for this case




                                                                                           Phone Number __________________________



ICM Referral?     Y   or   N    



Peer Referral?      Y   or   N



Phone Call Only? Y   or   N


Recommended Co-Management?:   Y or N         
 


ICM/Peer Specialist  Name: ___________________________________       Date Assigned __________           



Referral Form Updated February 2/07  
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CT BHP STAFF ROLES


Q. What is the Behavioral Health Partnership? 


The Behavioral Health Partnership (BHP) is a new initiative between the Department of Social Services (DSS) and the Department of Children and Families (DCF) for the development and implementation of an integrated behavioral health services system for HUSKY A and HUSKY B members and for children served by DCF. 



Q. What are Peer Specialists and Family Peer Specialists? 


Family Peer Specialists are trained parents of children with behavioral health needs, and Peer Specialists are adult with personal experience of the behavioral health delivery system.  They will work in tandem with Intensive Care Managers, Care Managers and System Managers with their primary role to be as involved in member care as the family or member wishes.  They provide education and outreach to families, help families engage in treatment, help families navigate the service system, and identify natural supports.  They will provide information; identify individual barriers to care, and work with the Intensive Care Managers and Care Managers to help address those barriers.


Q. What is a System Manager? 


A System Manager’s primary responsibility is to promote the continuous development of the network capacity in each Local Area by identifying service access issues, gaps in the delivery system, system strengths and deficits, cultural issues affecting the local community, and any issues related to quality of care.  This is achieved by maintaining a strong Local Area presence and working effectively with the community collaboratives, Managed Service Systems (MSS), area providers, members/families, advocacy groups, community organizations, elected officials, Intensive Care Managers, Family Peer /Peer Specialists, and the Quality and Data Management departments within the CT BHP.  



Q. What are Intensive Case Managers? 



Intensive Care Managers are licensed behavioral health clinicians and will be assigned to a DCF local area.  The function of an ICM is to identify children and adults within the local area who are encountering barriers to care and to provide short term assistance and problem solving to eliminate those barriers. 



The criteria for referral to an Intensive Care Manager are currently being developed by the state and the CT BHP.  If the individual does not have a usual source of behavioral health care, the ICM will help connect them to care and follow-up to see that they stay connected.  If an individual is already receiving BH services, the ICM will case conference with the member/parent and/or providers with the goal of improving the member’s care.  If a child has complex service needs and would benefit from wraparound services, the ICM may refer the child to a Community Collaborative for care coordination.  If a child already has a Care Coordinator, Enhanced Care Coordinator or is DCF involved and has a caseworker, the ICM would offer assistance to help stabilize the member on an as needed basis.  Finally, for those members taken into ICM, with co-morbid medical conditions, the ICM will coordinate with the MCO.
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Medicaid Council Quarterly Report:  3rd & 4th Quarters 2006

   Date Accepted: March 9, 2007


This report of the Medicaid Managed Care Council is submitted to the General Assembly as required under CGS 17b-28.  This report is for the time period of July through December 2006. The Medicaid Managed Care Council is a collaborative body established by the General Assembly in 1994 to advise the Department of Social Services (DSS) on the development and implementation of Connecticut’s Medicaid Managed Care Program (HUSKY A) and in 1998, the State Children’s Health Insurance Program (SCHIP), which is HUSKY B.  The law also charges the Council with monitoring such planning and implementation and advising DSS on matters including, but not limited to, eligibility standards, benefits, access and quality assurance.  The Council consists of legislators, consumers, advocates, health care providers, representatives of managed care plans and state agencies.  The Council has several working subcommittees: Consumer Access and Quality Assurance Subcommittee.


The Medicaid Managed Care Council and Subcommittees met four times during the 3rd and 4th quarters of 2006.  A summary of the topics/themes during the last half of 2006 includes:


· Administration issues for the HUSKY A & B programs primarily focused on 2005 managed care (MCO) expenditures, the SFY 07 MCO rate adjustments, and member access to providers reported in the Mercer “Mystery Shopper” report.

· Policy changes including both state and federal law that impacted the HUSKY enrollment.


· Quality and access issues were identified in CTVoices reports on children’s ambulatory care, dental and maternal services.  Special reports included a presentation of the Results Based Accountability Model and potential application of this model to HUSKY and the work of the New Haven Diaper Bank that fills a gap in a service for families living in poverty.


· HUSKY A & B enrollment was reviewed monthly as well as an overview of changes in enrollment compared to the first half of 2006 and trends seen in the preceding year. 


Program Administration


HUSKY financial report and MCO rate adjustment


The audited managed care plan financial report for the HUSKY line of business for calendar year (CY) 2005 was reviewed and discussed.  There were several significant changes from CY 2004:


· In 2005 three of the four plans (Anthem, CHNCT and Health Net) experienced losses (negative margins) compared to the 2004 report.  

While member months increased for three of the four plans in CY 2005 compared to CY 2004, there was a greater increase in medical expenses for all four plans. DSS noted that Medicaid has traditionally focused more on treatment, less on preventive interventions that can have an impact on medical expenditures. Anthem plans to refocus more attention on preventive care to impact the escalating medical costs.


· Across the four plans:


· Member months increased by 10% in 2005 compared to 2004; Health Net had almost a 5% member month loss in 2005. 


· There was a 7.9% increase in medical expenses while administrative expenses increased by 14.6%.

· The overall medical loss ratio was 1.9% higher and the administrative loss ratio was 0.7% higher in 2005.


· There was significant variance across plans in that WellCare, compared to the other 3 plans, showed the lowest revenue, lowest medical expenses, highest administrative expense, lowest PMPM expenses and highest PMPM margins in both 2004 & 2005.  WellCare reported that the variance was related to case mix and less desirable access and quality indicators.  The plan gave DSS a quality improvement plan for 2005 that included increased reimbursement for dental and adolescent primary care providers and improvement in their data reporting systems.  

Based on past Revenue/Expense reports presented to the Council, changes from 2000 to 2005 show similar trends as changes seen in 2004-2005. Member months had an overall 38% increase while revenue increased by 70%. Total expenses increased by 79% in 2005 compared to 2000 with administrative expense increasing the most (82%).  Profit/loss margin has decreased from 2% in 2000 to a -1.2% in 2005.   The reasons for increased medical expenditures require further evaluation.  Increased utilization of Emergency Departments has been a focus in this last half of 2006, with each MCO seeking to contract with Urgent Care Centers at the recommendation of the Council as a way to deter non-emergent care away from crowded EDs. Anecdotal reports about more at-risk HUSKY pregnancies and increasing Neonatal Intensive Care Unit (NICU) utilization suggest higher costs in this area. According to DSS 5% of HUSKY A members use 40% of services/expenditures.  

· MCO rate adjustment for SFY 07 was 3.88% (about $27M when the rate increase is applied to the HUSKY budget minus the BH carve-out dollars). The SFY 07 budget had allocated a 2% adjustment in MCO rates for SFY 07.


Behavioral Health Service ’carve-out’ from managed care

DSS negotiated individual managed care organization’s PMPM amounts that will be deducted from the MCO PMPM rates, retroactive to January 1, 2006, for the removal of behavioral health services from the managed care delivery system to the Behavioral Health Partnership program.  (The MCOs retain responsibility for pharmacy, transportation, emergency room services and coordination of care management with the BHP Administrative Service Organization – ASO- for intensive care management of members).   


The MCO carve-out PMPM reductions are:


· Anthem: $19.22 


· Health Net: $20.00 


· CHNCT: $19.25 


· WellCare/PONE: $16.50


· Weighted average: $19.13


The PMPM ‘carve-out’ dollars vary among plans as the negotiations were based on what each plan was spending on BH services.  The BHP Oversight Council has been addressing 2005 BH claims run out under managed care that include unresolved legitimate claims for BH services.  DSS has taken a strong role in the resolution process and the MCOs have reported on claims projects.  These dollars will be coming out of the non-carve-out “pot” of PMPM MCO dollars.

HUSKY A “Mystery Shopper” Survey


At the recommendation of the Council DSS HUSKY quality review contractor Mercer did this survey that assesses timely access to care and the quality of MCO customer services and provider call process. The survey focused on NEWLY enrolled HUSKY A children ages 0-18 years. The provider type groups that were included were primary care providers and specials: dentists, dermatologists, neurologists and orthopedic surgeons.  Key findings of the study showed: 


· Deficiencies of overall access to care across all health plans ( 26% of the calls resulted in a scheduled appointment), 


· A reasonable call- response process; however two key barriers were identified:

· In 49% of the provider calls the staff attempted to deter the caller from scheduling an appointment


· MCO customer service staff offered new members assistance in getting a provider and/or appointment in only 2 of 48 calls.


· When an appointment was scheduled, specialty access that includes dental services, were generally within 6 week contract period, with the exception of dermatology. Seventy-three percent (73%) of primary care appointments met the contract time period.  Anthem and Health Net had the highest contract compliance in this provider category.

Mercer made key recommendations that addressed key deficiencies and the MCOs will complete Corrective Action Plans (CAP) for DSS and review the study results and CAP at future Council meetings. 


Policy Impact on HUSKY Enrollment


Several policy changes from state and federal legislation in 2005 and 2006 have had a direct impact on HUSKY family enrollment.  Among these three key changes were highlighted:

· Self-declaration of income was reinstated in 2006 state legislation and the policy was implemented in July 2006.  As early as August 2006 the number of pending applications at the end of a month and those denied or closed for incomplete documentation began decreasing in HUSKY B.  This change was attributed to the policy change.

· In 2005 state legislation reduced the transitional medical assistance (TMA) time period from two years to one year, impacting members’ enrollment at the end of June 2006.  The June-July 2006 reduction in HUSKY A enrollment was the largest in the history of the program.  Approximately 14,879 HUSKY enrollees lost coverage, 8,786 children and 6,093 adults.  This significant drop occurred despite managed care plans outreach to their members about to be dis-enrolled and DSS mailings 2 months prior to the enrollment end date, which encouraged clients to renew their HUSKY application.  Regional DSS offices observed a large number of DSS mailings returned undelivered. 

· HUSKY enrollment July-December 2006:

· As of October 1, 2007 approximately 6892 (45%) of previously enrolled HUSKY A clients that represent the TMA group had re-enrolled. 

· By December 2006 overall HUSKY A enrollment had increased by 8679 (58% of the number lost in July), enrollees under age 19 years increased by 5151 (59% of the July reduction) and adults/caregivers increased by 3528 (58% of the July loss).

· HUSKY B, a non-Medicaid program that citizenship documentation is not applied,  has had steady growth since July 2006, gaining 1,847 members, a 13% increase since July 2006.


· As part of the federal Deficit Reduction Act, states could no longer accept self-attestation of citizenship, but were required to obtain original citizenship and identity documents as of July 1, 2006.  Connecticut implemented the provisions on July 1, 2006 based on initial guidance released by the Centers for Medicare & Medicaid (CMS).  Current Medicaid enrollees would remain enrolled while they showed reasonable effort to obtain the required original documents; however new applicants otherwise eligible for Medicaid could NOT be enrolled without the documentation. The impact of this law on the backlog of Medicaid pending new and renewed applications continues to escalate.  In response to this administrative problem DSS reported:

· DSS and the Department of Public Health (DPH) are developing a vital statistics data match, which will allow Medicaid applicants/recipients citizenship status by place of birth to be validated for births beginning in 1988.  Manual matches need to be done for births prior to 1988.

· Designated outstation entities will be approved and trained to certify the receipt of applicants’ citizenship and identity documents, reducing delays at the regional DSS offices.

· DSS can now fill vacancies more quickly and the agency is moving forward with the development of an on-line application. 

· CT hospitals were invited to be Qualified Entities in order to grant Presumptive Eligibility (PE) for Medicaid for uninsured babies born to non-Medicaid eligible mothers as well as other children that seek health services at the hospital.  The Council requested DSS again contact the hospitals and Sen. Harp sent CT Hospital Association a letter urging them to work with their member hospitals on this.  As of December 2006, 10 of the 30 hospitals have agreed to do this.  


· The Governor released $1M on September 7, 2006 in new funding for HUSKY community and school outreach to uninsured children.  DSS released the RFP for the competitive process in October and successful bidders will be identified in February 2007.


Program Quality: Special Reports

· Encounter data for HUSKY A children continuously enrolled in HUSKY A and birth data was assessed in several reports from CTVoices: (reports at www.ctkidslink.org)

· HUSKY A and Medicaid fee-for-service birth data match 2004 (reported at the July 2006 meeting) findings included 

· 65% of HUSKY A mothers did not have documented risk factors, 


· Teen births remain about 20% of total HUSKY births, 


· Three-quarters of pregnant women are enrolled in HUSKY in the first trimester and receive adequate PNC.


· No increase in low birth weight, and a slight decrease of preterm births since 2000.


· Recommendations included expanding pregnant women’s income eligibility for Medicaid beyond 185% FPL, and extend the coverage period beyond 60 days post partum, state-fund PNC coverage for undocumented pregnant women as the baby is a US citizen and will most likely be Medicaid eligible, include tobacco dependence treatment in HUSKY.

· Infant Health Care in HUSKY A (Sept. 2006 council meeting) study connects prenatal period to early childhood care.  Key results included”


· Infant HUSKY enrollment drops precipitously by age 24 months with only 37% of the infant cohort still enrolled in HUSKY.


· 55% pf the HUSKY babies received 6 pr more well visits; 56% of the infants between 31 days and 15 months had at least one ED visit.  Well visits were not associated with decreased ED use.


· There were about 2500 Medicaid, non-managed care births in 2004. It was suggested that most of these births may represent undocumented women for whom labor & delivery costs only are covered.


The Council encouraged DSS to 1) evaluate a linkage between maternal/parents loss of HUSKY coverage and the child’s discontinuance in HUSKY and 2) assess Medicaid FFS birth outcomes as well as for those mothers that received only emergency medical assistance for labor & delivery.  The MCOs want increasing collaboration with practitioners, community-based organizations and the MCO team in promoting timely enrollment in an MCO, quality maternal/child care. It was noted that the RBA processes could apply to Maternal/child care issues (see model description below.).  


· HUSKY A children’s dental & ambulatory care (Nov. 2006 Council meeting) looked at children ages 2-19 continuously enrolled in HUSKY A in CY 2005:


· Ambulatory care report showed data similar  to trends from FFY 01 – CY 2004 with the exception that 57% of children in this age group had well visits compared to 49% in 2001, and 14% (17.6% in 2001) of children had no ambulatory care recorded.  Emergency care only remained at 4%.


· Children’s dental access remains unchanged since FFY01 with 48% of continuously enrolled children ages 3-19 having any dental care in the year, 41% received preventive care and 22% received dental treatment.  

· Results Based Accountability Model:  Bennett Pudlin, Charter Oak Group, presented an overview of the model that is a tool used to identify indicators, action steps and resulting program/service change over time.  No one entity or agency can be solely responsible for achieving ‘quality of life’ outcomes.  Since the Legislature has oversight over the budget, it has been exploring the use of results & performance accountability (RBA), decision-making and budgeting process, applying this to several programs, one of which is the Early Childhood programs. 

There were several HUSKY areas discussed at this meeting that Mr. Pudlin noted could lend themselves to the RBA process, including Emergency Department utilization issues, health coverage for children and healthy birth outcomes.  Mr. Pudlin commented that the Medicaid Council is an important partner that has critical information that involves children’s health issues covered in the Early Childhood Cabinet, Child Poverty/Prevention Council and New Futures committee.  There currently seems to be a disconnect between these entities and Council data.  The Council subcommittees may be asked to examine salient issues in the HUSKY program in more depth if the RBA process would be applied to HUSKY.  


· New Haven Diaper Bank:  Joanne Goldblum:  The New Haven Diaper Bank (NHDB) provides diapers for many very low-income families living in New Haven.  The not-for-profit NHDB receives donations to purchase the diapers as no federal or state program covers the costs of diapers or personal hygiene products for families living in poverty.  Access to diapers.  NHDB distributes 50,000 diapers monthly to 28 New Have community agencies.  Diaper supplies for an infant can cost over $100/month.  Inadequate diaper supplies can lead to infant/toddler health problems and become a barrier to child care as center require infants/toddlers to have disposable diapers, which can adversely impact parental self-sufficiency.  

· DSS described the Centers for Health Care Strategy (CHCS) “pay-for-performance” (P4P) technical assistance grant awarded to CT.  These programs would follow the CMS P4P definition of using payments/incentives for patient-focused, high value care areas.  DSS is in the process of developing stakeholder input into this process.  Sen. Harp expressed her view that given the lack of Medicaid reimbursement adjustments over the past 20 years, P4P financial incentives should not be considered in lieu of Medicaid rate increases.


Council Subcommittees


· Consumer Access has tracked the impact of the federal law on Medicaid citizenship & identity documentation and Agency efforts to minimize enrollment losses through DSS reports, followed up on progress with on-line applications with the Fall release of the RFI for interested applicants to present their programs, requests and receives episodic reports on children’s presumptive eligibility and pregnant women’s expedited eligibility.  About 500 cases per month are processed with 4% as emergency (24 hour Medicaid eligibility determination) and 60% have eligibility granted in less than 5 days. 

·  Both the Quality Assurance and Consumer Access SC met together in November 2006 to review alternatives to Emergency Department (ED) use for HUSKY members.  

· There was majority agreement to have the MCOs pursue contracts with “urgent care centers” for episodic care only, not as a replacement for primary care.  A practitioner cautioned that introducing another site of care outside primary care would further fragment continuity of care.  

· More HUSKY information is need related to MCO ‘Advice line’ use, when and how PCP are informed of a patient’s ED visit and look further at external ‘evidenced-based’ telephonic systems that take patient calls, advise per established protocols and inform PCP of the call and disposition.

· Quality Assurance:


·  Had requested and received from each MCO nutritional service billing codes.  This information was requested because hospital-based nutrition clinics have reported reimbursement difficulty.  The MCO provider relations staff was to bring appropriate codes to the providers’ attention.  

· Obesity related issues: SC members identified the need to have BMI collected from the school records and organized for assessment and data trends, identify targeted approaches to overweight management in the HUSKY program.

· Finalized recommendations for perinatal depression and oral health during pregnancy to be presented to the Medicaid Council in early 2007.  Perinatal depression recommendations were accepted by the BHP OC Quality subcommittee and were distributed to the BHP OC Coordination of Care SC.
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Medicaid Council Quality Subcommittee Recommendation Concerning Perinatal Depression


Presented to the Medicaid Council 3/9/07


For the HUSKY population, the Department of Social Services would:


1.  Support and collaborate with the Department of Public Health to establish a pilot Consultation Line. This consultation line will be specifically for providers and will assist with questions concerning medication and treatment of perinatal depression.  The consultation line will be staffed by behavioral health professionals such as psychiatric residents and psychiatric nurse practitioners that work under the supervision of a psychiatrist.


2.  Develop, through collaboration with the Behavioral Health Partnership agencies and the Administrative Service Organization, ValueOptions, HUSKY managed care organizations and professional associations, practitioner training modules for screening for perinatal depression, referrals for treatment, and services provided through the Behavioral Health Partnership.  Providers would include but not be limited to OB/GYN, Family Practice and Pediatric practitioners.                                                                      


Training would target providers whose patient population includes a high percentage of HUSKY patients during pregnancy, the postpartum period and at well-baby visits.  Trainings would follow the model of academic detailing, EPIC IC or other similar evidence based model.


3.  Expand service providers who are eligible for reimbursement for screening, referrals and treatment of perinatal depression.  This would include primary care providers such as OB/GYN, Family Practice and Pediatric practitioners.  Reimbursement for screening and referral services could be considered.  Office staff that work under physician supervision could be trained in the administration and scoring of perinatal depression screens and referral resources and processes. 
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Meeting Summary:  Feb. 21, 2006

Co-Chairs:  Christine Bianchi & Carla Taymans

Next meeting:  Wednesday March 21, 2007 at 10 AM   

Department of Social Services

· Online application status:  The DSS Request For Information (RFI) response deadline was the end of January; there were 14 letters of interest sent to DSS that were reviewed by a DSS team. Four respondents may be invited to demonstrate their systems, probably at the end of Feb.  A Request For Proposal (RFP) for developing an online application system release is expected in March or April 2007.  May need to carry forward the $800,000 in the SFY 07 budget to the SFY08 budget.

· Centralized address changes has lower priority at this time, given that CHNCT pilot showed a majority of changes do get into the system and each plan can now save member change information separate from the monthly files sent to each MCO.

·  HUSKY Outreach Grants (click on icon below to read Governor’s release of the awards):   
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DSS reviewed the grants awarded.  The Governor added another $100,000 to the initial $1M grants to schools and community agencies to “get the word out to parents” and grass roots organizations about the HUSKY program.  Grant applicants not chosen can request to meet with DSS to review their grant and identify areas that could be strengthened.

      Rose Ciarcia provided an update on the Medicaid Council & DSS “HUSKY Q&A Informational           Forum” taped by CTN:  DSS has taped two consumer vignettes, one on pediatric asthma and one          on pregnancy that will eventually be added for brief HUSKY informational segments for local               cable stations.


· Medicaid Pending & Overdue Applications: Dan Buckson, Stephanie Marino and Millicent Fenn (DSS) discussed the application activity, addressing the continued impact of the federal law on citizenship and identity. (click on icon for DSS report presented at the Feb. MMCC).



[image: image3.emf]Medicaid Mngd Care  Council App Update 2-9-07.ppt




Discussion points:

· Two-thirds of pending/overdue case load trends can be attributed to the citizenship law implemented in July 2006. DSS has worked diligently to minimize the harm to clients and case workers have followed up with applicants/clients regarding the new required documentation, yet:


.

· Family medical assistance-FMA- (HUSKY parent/child) pending apps have almost doubled to 4157 assistance units since June 2006, one month prior to implementation of the federal law.


· FMA overdue apps. are 5 times the number in June 06 (374 vs. 1730) in Jan. -07.


· As of Jan. 2007, 4157 applications pending:  these could include one or more people in the application, so more than 4,157 individuals are waiting for entry into the Medicaid health coverage system; original citizenship & identity documentation account for the majority of enrollment delays for otherwise Medicaid eligible families & children. 

· Federal interim regulations exempt presumptively eligible children & pregnant women from the initial documentation so as not to delay Medicaid enrollment and health care access.  Applicants with a medical emergency that are waiting for eligibility/enrollment can be enrolled in Medicaid as an emergency.


· 11 hospitals have agreed to be qualified entities for children’s presumptive eligibility.  Data provided by OHCA to Sen. Harp on the burden of uninsured deliveries was distributed. See below.
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· Some of the reasons for family difficulty in complying with the law include cost of purchasing an original document(s), especially from another state(s) and proving parent identity has been the most troublesome, especially when the parent has lost their SS card. (click on icon below to view CBPP report on some states experience with citizenship law).
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· Steps that should reduce the backlog of pending/overdue applications overtime include:


· DSS has hired 60 new staff, Governor’s budget proposes an additional 30 staff, with 6 dedicated to the citizenship issue and there will be added staff from the resolution of the Raymond vs. Rowland law suit.


· DPH & DSS plan to begin the vital statistic/Medicaid data match in March 2007 for births since 1988.  DCF has provided a staff person to work with DSS on these matches. 

· DSS/DMV memorandum of understanding for Medicaid/DMV match is about to be completed; this match will assist DSS in verifying client identity.


· Since Feb. 1, 29 Community Partners have been trained and are documenting the applicant/renewing members’ presentation of original documents as part of completing the application/renewal process within federal regulations. (Please see email note from DSS & lists of outstation locations sent per SC request)

From DSS:  Attached please find the list of Designated Outstation Locations that have been approved to certify the receipt of citizenship and identity documents as referenced in Program Informational Bulletin 07-02 for the Department of Social Services. Please make note that the lists contain Outstation Locations that are awaiting approval to be designated to accept the citizenship and identity documents. It is easy to distinguish the approved from non-approved Outstation Locations - the approved sites are shaded.
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This is the updated list of Qualified Entities as of February 20, 2007. Those sites that are shaded are the latest additions.
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DSS was urged not to make policy changes regarding pending/overdue applications until the impact of the DPH/DSS data match can be assessed.  The Department stated no immediate changes are planned.

· HUSKY MCOs offered (as they did in June 2006 when members lost coverage due to TMA changes) to send their members in the ‘overdue renewal group’ reminders about the documentation requirements and resources to get assistance in complying with the law.  Rose Ciarcia (DSS) will bring this back to DSS for consideration.

Managed Care Updates


· Urgent care center contracting:  Anthem reported that the urgent care centers in their commercial network are interested in contracting to provide HUSKY services. The MCO plans to request the centers to send a fax of the member’s visit to the PCP.  The intent of this, as suggested by Sen. Prague, is to divert non-emergent cases away from overburdened EDs to these centers.  CHNCT and WellCare are continuing to work on this.

· Mystery Shopper MCO response update:  Anthem, CHNCT and WellCare discussed their new initiatives to improve member access to services and agreed to provide data at the next meeting related to some of these assessments:  

· Each plan has focused on customer service (CS) training that includes directives for CS staff to make an appointment with a medical provider at the time of the member’s call (a member would be put on hold while CS calls the provider) if the member cannot obtain medical appointment.  

· The plans have also reminded providers of their contractual obligations regarding informing the MCO when they no longer accept Medicaid patients and 

· Each plan is in the process of reviewing the accuracy of their network panels and recruiting needed providers.  As the PCP/member ratio increases, the MCO will check if the provider can manage the patient numbers and then check with members to assess if they can secure appointments. 

· The plans will be doing their own ‘mystery shopper’ survey.


New business items deferred to a future meeting.
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DEPARTMENT OF SOCIAL SERVICES



117 Main Street Extension



Middletown, CT 06457






Middletown Regional Processing Unit



QUALIFIED ENTITIES



			Fair Haven Community Health Center



374 Grand Avenue



New Haven, CT 06513



203-777-7411 ext. 5272(ph) 



contact: Victoria Restrepo*, Social Services


			Wilbur Cross High School



181 Mitchell Drive



New Haven, CT 06511



203-



contact: Clarice Begemann* site manager





			Fair Haven Middle School



169 Grand Avenue



New Haven, CT 06513



203-



contact: Sue Peters* site manager


			Clinton Avenue School



293 Clinton Street



New Haven, CT 06513



203-



contact: Ivette Becerra-Ortiz* site manager





			John S. Martinez School



100 James Street



New Haven, CT 06513



203-



contact: Rebecca Bunnell* site manager


			Riverside Academy



540 Ella T. Grasso Boulevard



New Haven, CT 06519



203-



contact: Alison Wittenberg* site manager





			Kelgwin School Based Health Center



99 Spruce Street



Middletown, CT 06457



860-632-8103(ph) 860-632-0376(fax)


contact: **


			Community Health Center of New London



One Shaw’s Cove



New London, CT



860-447-8304(ph) 860-443-8720(fax)


contact: **





			Community Health Center of Meriden



134 State Street



Meriden, CT 06450



203-237-2229(ph) 203-686-1677(fax)


contact: **


			Community Health Center of Clinton



114 East Main Street



Clinton, CT 06413



860-664-0767(ph) 860-664-1982(fax)


contact **





			Rita Hayes Wellness Center



MacDonough Elementary 66 Spring Street



Middletown, CT 06457



860-344-9821(ph) 860-347-0135(fax)


contact: **


			Community Health Center of Groton



333 Long Hill Road



Groton, CT 06340



860-446-8858(ph) 860-405-2140(fax)



contact: **





			Woodrow Wilson School Based Health Center



1 Wilderman’s Way



Middletown, CT 06457



860-343-0333(ph) 860-343-0402(fax)


contact: **


			Community Health Center of Middletown



635 Main Street



Middletown, CT 06457



860-347-6971(ph) 860-347-2043(fax)


contact: **





			Community Health Center of Old Saybrook



263 Main Street



Old Saybrook, CT 06457



860-388-4433(ph) 860-388-4434(fax)


contact: **


			Family Wellness Center



635 Main Street



Middletown, CT 06457



860-347-6971(ph) 860-347-2043(fax)


contact: **








*Site Managers may be contacted through Victoria Restrepo, Main Site Contact 203-777-7411


**These sites are associated with Community Health Center, Inc. 635 Main Street, Middletown, CT 06457



			United Community & Family Services, Inc



47 Town Street



Norwich, CT 06360



860-



contact: Charles Seeman, President/CEO


			Generations Family Health Center, Inc.



330 Washington Street, Suite 510



Norwich, CT 06360



860-885-1308(ph) 860-889-1982(fax)



contact: 





			Bennie Dover Jackson Middle School***



36 Waller Street



New London, CT 06320



860-701-3772(ph)



contact: Nancy Grant


			Claude Chester Elementary School***



1 Harry Day Drive



Groton, CT 06340



860-445-2133(ph)



contact: Janet Cray





			Early Child Development Center***



591 Poquonnock Road



Groton, CT 06340



860-449-8217 ext 1105(ph)



contact: Janet Cray


			Eastern Point Elementary School***



130 Shennecossett Road



Groton, CT 06340



860-445-2191(ph)



contact: Janet Cray





			Edgerton Elementary School***



120 Cedar Grove Avenue



New London, CT 06320



860-701-3777(ph)



contact: Marque Setevage


			Fitch Senior High School***



101 Groton Long Point Road



Groton, CT 06340



860-446-9543(ph)



contact: Donna Colquhoun





			Friendship School***



24 Rope Ferry Road



Waterford, CT 06385



860-447-4049(ph)



contact: Vanessa Reid


			Harbor Elementary School***



432 Montauk Avenue



New London, CT 06320



860-701-3770(ph)



contact: Tamara Hirshberg





			Jennings Elementary School***



100 Cedar Grove



New London, CT 06320



860-447-6050 ext 5101(ph)



contact: Nancy Grant


			Kelly Middle School***



25 Mahan Drive



Norwich, CT 06360



860-885-1587(ph)



contact: Jean Enderle





			Nathan Hale Elementary School***



37 Beech Drive



New London, CT 06320



860-701-3771(ph)



contact: Vanessa Reid


			New London High School***



490 Jefferson Avenue



New London, CT 06320



860-701-3771(ph)



contact: Beth Podsobinski





			Norwich Free Academy***



305 Broadway



Norwich, CT 06360



860-204-0442(ph)



contact: Kathy Nelson


			Regional Multicultural Magnet School***



1 Bulkeley Place



New London, CT 06320



860-447-2788(ph)



contact: Tamar Hirshberg








***These sites are school based health centers associated with the Child Family Agency of Southeastern Connecticut, Inc., 255 Hempstead Street, New London, CT 06320, 860-443-2896



			Smith Bent Children’s Center***



7 Vauxhall Street



New London, CT 06320



860-442-2797 ext. 1254(ph)



contact: Joann Eaccarino


			Teachers Memorial Middle School***



15 Teachers Drive



Norwich, CT 06360



860-887-8712(ph)



contact: Anna Tielsch





			West Side Middle School***



250 Brandegee Avenue



Groton, CT 06340



860-446-1775(ph)



contact: Rebecca Murray


			Winthrop Elementary School***



74 Grove Street



New London, CT 06320



860-701-3778(ph)



contact: Marque Setevage





			Hill Health Center****



428 Columbus Avenue



New Haven, CT 06519



203-503-3116(ph)



contact: Renee Dinkins


			Hill Health Center – Dixwell****



226 Dixwell Avenue



New Haven, CT 06511



203-503-3420(ph)



contact: Kim Wilkins





			West Haven Health Center****



285 Main Street



West Haven, CT 06516



203-503-3400(ph)



contact: Berit Mann


			Community Health Connection****



121 Wakelee Avenue



Ansonia, CT 06401



203-503-3570(ph)



contact: Linda Bernardi





			Griffin Hospital



130 Division Street



Derby, CT 06418



203-723-1193(ph) cbrobeil@griffinhealth.org


contact: Christine Gamble, Eligibility Specialist


			Yale New Haven Hospital



789 Howard Avenue



New Haven, CT 06519



203-688-2011(ph) 203-688-3325(fax) vann@ynhh.org


contact: Cheryl Vann





			Middlesex Hospital Outpatient Center



534 Saybrook Road



Middletown, CT 06457



860-344-6000 x2401



contact: Patty Duguay


			Middlesex Medical Center, Shoreline



260 Westbrook Road



Essex, CT 06426



860-344-6000 x2401



contact: Patty Duguay





			


			





			


			








***These sites are school based health centers associated with the Child Family Agency of Southeastern Connecticut, Inc., 255 Hempstead Street, New London, CT 06320, 860-443-2896



****These sites are associated with the Hill Health Corporation, 428 Columbus Avenue, New Haven, CT 06519



The shaded areas represent organizations that have recently been approved to participate as a QE.
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The shaded locations have been approved as Designated Outstation Locations to receive citizenship and identity documents for DSS.





OUTSTATION LOCATIONS



Bridgeport Region



			Park City Primary Care Center (BCHC Inc)



64 Black Rock Avenue



Bridgeport, CT 06605



203-



contact: Ludwig M. Spinelli* CEO


			Bridgeport Community Health Center, Inc



471 Barnum Avenue



Bridgeport, CT 06608



203-696-3260 ext 3349(ph)


contact: Ludwig M. Spinelli* CEO





			Bridgeport Community Health Center, Inc



982 East Main Street



Bridgeport, CT 06608



203-696-3260(ph) 



contact: Ludwig M. Spinelli* CEO


			JP Morgan Chase Wellness Center



1071 East Main St



Bridgeport, CT 06608



203-



contact: Ludwig M. Spinelli* CEO





			Ralphola Taylor Health Center



790 Central Avenue



Bridgeport, CT 06607



203-332-4567(ph) 



contact: Ludwig M. Spinelli* CEO


			Stamford Community Health Center



137 Henry Street



Stamford, CT 06902



203-327-5111(ph) 


contact: Ludwig M. Spinelli* CEO





			Stamford Community Health Center



245 Selleck Street



Stamford, CT 06902



203-359-6990(ph) 



contact: Ludwig M. Spinelli* CEO


			Stratford Community Health Center



727 Honeyspot Road



Stratford, CT 06615



203-375-7242(ph) 



contact: Ludwig M. Spinelli* CEO





			Southwest Community Health Center



361 Bird Street



Bridgeport, CT 06605



203-330-6000(ph) 203-576-8444(fax)


contact: John Pagluiso jpagluiso@swchc.org


			Southwest Community Health Center



743 South Avenue



Bridgeport, CT 06604



203-330-6010(ph) 203-330-6013(fax)


contact: Katherine S. Yacavone** CEO/President





			Southwest Community Health Center



510 Clinton Avenue



Bridgeport, CT 06605



203-366-4000(ph) 203-382-2954(fax)


contact: Katherine S. Yacavone** CEO/President


			Southwest Community Health Center



1046 Fairfield Avenue



Bridgeport, CT 06605



203-330-6054(ph) 203-331-4716(fax)


contact: Katherine S. Yacavone**CEO/President





			Norwalk Community Health Center



121 Water Street



Norwalk, CT 06854



203-899-1770 ext 261(ph) 203-852-3984(fax)



contact: Tricia Wood, twood@norwalkcommunityhealthcenter.org


			Stamford Hospital – Healthy Start


Shelbourne& West Broad Street



Stamford, CT 06904



203-



contact: Sharon Librandi





			Staywell Health Center, Inc



80 Phoenix Avenue



203-756-8021 x3053



Waterbury, CT 06702



contact: Ruth E. Suarez rsuarez@staywellhealth.org


			New Opportunities, Inc. Early Childhood Division


444 North Main Street



Waterbury, CT 06702



203-759-0841(ph) 203-759-0628(fax)


contact: Dona Ditrio, Director








*These sites are associated with the Bridgeport Community Health Center, Inc. 471 Barnum Ave, Bridgeport, CT 06608


**These sites are associated with the Southwest Community Health Center, Inc. 361 Bird St., Bridgeport, CT 06605



			Dental Health Center, Norwalk Smiles



165 Flax Hill Road



Norwalk, CT 06854



203-852-9625(ph) 203-853-7338(fax)


contact: Flor Quinones quinonf@chc1.com


			Head Start



11 Ingalls Avenue



Norwalk, CT 06854



203-852-9625(ph) 203-853-7338(fax)


contact: ***





			Dental Center of Stamford



587 Elm Street



Stamford, CT 06902



203-969-0802(ph) 203-326-2990(fax)



contact: Sabrina Vega vegas@chc1.com***


			Nathan Hale Middle School****



Strawberry Hill Avenue



Norwalk, CT 06851



203-



contact: Karyn Leviner





			Norwalk High School****



55 County Street



Norwalk, CT 06851



203-



contact: Ms. Dale Ford


			Brien McMahon High School****


300 Highland Avenue



Norwalk, CT 06854



203-



contact: Dorleen Fabin





			Briggs High School****



350 Main Street



Norwalk, CT 06851



203-



contact: Lesley Eisenberg


			A.B.C.D., Inc., Inner City Children’s Center



1070 Park Avenue



Bridgeport, CT 06604



203-366-8241 ext. 273



contact: Thomas Haith





			Lucille Johnson Child Care Center*****



816 Fairfield Avenue



Bridgeport, CT 06



203-331-4543



contact: Monette Ferguson


			Cesar Batalla Child Care Center*****



927 Grand Street



Bridgeport, CT 06



203-336-2153 or 336-2156



contact: Patricia Chlebowski





			Children’s Garden, St. Dimitrie’s Church*****



539 Clinton Avenue



Bridgeport, CT 06



203-336-6603



contact: Elizabeth Williams


			Holy Name of Jesus Child Care Center*****



1950 Barnum Avenue



Bridgeport, CT 06



203-385-1127



contact: Angie Bailey





			Jamie A. Hulley Child Care Center*****


460 Lafayette Street



Bridgeport, CT 06



203-367-6801



contact: Hector Burgos


			Wheeler Center*****


115 Highland Street



Bridgeport, CT



203-338-9640 or 338-9692



contact: Doris Tompkins





			Bassick Head Start*****



Bassick High School


1181 Fairfield Avenue



Bridgeport, CT 06



203-367-7004



contact: Sheila Gallimore


			Johnson Head Start*****



Johnson Academy


719 Birdseye Street



Stratford, CT 06



203-385-3821 or 385-3819



contact: Christine Williams








***These sites are associated with Community Health Center, Inc. 635 Main St. Middletown, CT 06457



****These sites are associated with The Dr. Robert E. Apply School Based Health Centers, Carla Gisolfi, Program Director, c/o Human Services Council One Park Street, Norwalk, CT 06851



*****These sites are associated with ABCD Inc. Child Care, 1070 Park Ave., Bridgeport, CT 06604



			Trumbull/Monroe Regional


Head Start Program*****



220 Middlebrooks Avenue



Trumbull, CT 06611



203-452-4423



contact: 


			Bridgeport Health Department



School Based Health Centers******


752 East Main Street



Bridgeport, CT 06608



203-576-7446



contact: Kate Gredinger





			Bassick High School Based Health Center******



1181 Fairfield Avenue



Bridgeport, CT 066



203-576-7446



contact: Kate Gredinger


			Harding High School Based Health Center******


1732 Central Avenue



Bridgeport, CT 066



203-576-7446



contact: Kate Gredinger





			Central High School Based Health Center******


1 Lincoln Boulevard



Bridgeport, CT 066



203-576-7446



contact: Kate Gredinger


			Blackham School Based Health Center******



425 Thorme Street



Bridgeport, CT 066



203-576-7446



contact: Kate Gredinger





			Columbus School Based Health Center******



275 George Street



Bridgeport, CT 066



203-576-7446



contact: Kate Gredinger


			John F. Kennedy Campus



School Based Health Center******


700 Palisade Avenue



Bridgeport, CT 066



203-576-7446



contact: Kate Gredinger





			Luis Munoz Marin School Based Health Center******


479 Helen Street




Bridgeport, CT 066



203-576-7446



contact: Kate Gredinger


			Read School Based Health Center******



130 Ezra Street



Bridgeport, CT 066



203-576-7446



contact: Kate Gredinger





			Roosevelt School Based Health Center******



680 Park Avenue



Bridgeport, CT 066



203-576-7446



contact: Kate Gredinger


			St. Vincent’s Medical Center (Hospital)



2800 Main Street



Bridgeport, CT 06606



203-576-5399



contact: Donna Giaquinto, Mgr Patient Access





			St. Vincent’s Family Health Center (Clinic)



762 Lindley Street



Bridgeport, CT 066



203-576-5130



contact: Nancy Busch, Director


			Danbury High School Based Health Center


43 Clapboard Ridge Road



Danbury, CT 06811



203-797-4625



contact: Melanie Bonjour





			Broadview Middle School Based Health Center


72 Hospital Avenue



Danbury, CT 06810



203-797-4625



contact: Melanie Bonjour


			City of Bridgeport – Healthy Start



752 East Main Street



Bridgeport, CT 06608



203-576-7471



contact: Iris Molina, molini0@ci.bridgeport.ct.us








*****This site is associated with ABCD Inc. Child Care, 1070 Park Ave., Bridgeport, CT 06604



			St. Mary’s Hospital



The Children’s and Family Health Center



95 Scovill Street, Pavillion B, 3rd FL



Waterbury, CT 06706



203-709-7022(ph) 203-709-7754(fax)


contact: Nydia Johnson, Financial Counselor


			St. Mary’s Hospital



Patient Financial Services


56 Franklin Street



Waterbury, CT 06706



203-709-3795(ph) djames@stmh.org


contact: Dolton James, Patient Financial Services Manager





			The Charlotte Hungerford Hospital



540 Litchfield Street



Torrington, CT 06790



860-496-6384(ph) Jmckenna@hungerford.org


contact:: Joyce McKenna, Outpatient Financial Counselor


			Bridgeport Hospital



267 Grant Street



Bridgeport, CT 06610



203-384-3144(ph)



contact: Doris Alicia





			Family and Children’s Agency, Inc



9 Mott Avenue



Norwalk, CT 06850



203-604-1230 x312 (ph) 203-604-1229 (fax)



contact: Tiffany McCarthy tmccarthy@fcagency.org


			Family and Children’s Agency, Inc


149 Water Street



Norwalk, CT 06854



203-604-1230 x318 k.reininger@fcagency.org


contact: Kanina Reininger





			Hall-Brooke Behavioral Health Services


47 Long Lots Road



Westport, CT 06880



203-221-8859



contact: Tiajuana Fogel


			Hall-Brooke at Lois Street



1 Lois Street



Norwalk, CT 06851



203-221-8836



contact: Demetra Hammett, Office Mgr





			The Center at Bridgeport (St. Vincent’s Medical Center)


2400 Main Street



Bridgeport, CT 06606



203-362-3900



contact: Demetra Hammett, Office Mgr


			Community Health & Wellness of Greater Torrington


157 Litchfield Street



Torrington, CT 06790



860-489-0931(ph) 860-489-3325(fax)


contact: Heidi Gauger, hgauger@chwctorr.org





			Family Strides



350 Main Street



Torrington, CT 06790



860-482-3236 jgarcia@familystrides.org


contact: Jenny Garcia


			








Do not accept documents from Community Health & Wellness of Greater Torrington – certification form needed.
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The shaded locations have been approved as Designated Outstation Locations to receive citizenship and identity documents for DSS.





OUTSTATION LOCATIONS



Hartford Region



			East Hartford Community Healthcare, Inc



94 Connecticut Boulevard



East Hartford, CT 06108



860-528-1359(ph) 


contact: Valerie Bozzi, vbozzi@ehchc.org


			Manchester Community Health Services



150 North Main Street, Suite 230



Manchester, CT 06040



860-646-8117(ph) 



contact: Valerie Bozzi, vbozzi@ehchc.org





			Charter Oak Health Center, Inc



21 Grand Street



Hartford, CT 06106



860-550-7500 x6557 wreyes@thecharteroak.org


contact: Wanda Reyes, Eligibility Coordinator


			Charter Oak Health Center, Inc



801 New Britain Avenue



Hartford, CT 06106



460-550-7500



wreyes@thecharteroak.org


contact: Wanda Reyes, Eligibility Coordinator





			Charter Oak Health Center, Inc at



CT Children’s Medical Center


282 Washington Street



Hartford, CT 06106



860-545-9300



contact: Alfreda D. Turner, Pres & CEO


			Community Health Services, Inc



500 Albany Avenue



Hartford, CT 06120



860-808-8786(ph) 860-808-1581(fax)


contact: Zenia Oslan, zenia.oslan@chchartford.gov





			New Britain High School Based Health Center



110 Mill Street



New Britain, CT 06051



860-826-8845(ph) 



contact: *


			Community Health Center of New Britain



One Washington Square



New Britain, CT 06051



860-224-3642(ph) 



contact: Jahaira Rivera, riveraj@chc1.com*





			Windham School Based Health Center Program



355 High Street



Willimantic, CT 06226



860-465-2465/2467(ph) 860-465-2638(fax)



contact: Shawn Grunwald, sgrunwald@wcmh.org


			Generations Family Health Center, Inc.



23 Wauregan Road Suite 2



Brooklyn, CT 06234



860-779-3080(ph) 860-774-5690(fax)



contact: 





			Generations Family Health Center, Inc.



1315 Main Street



Willimantic, CT 06226



860-450-7471 x214 860-450-7396(fax)



contact: Deb Crane


			Generations Family Health Center, Inc.



54 Reynolds Street



Danielson, CT 06239



860-774-7501(ph) 860-779-2191



contact:





			Johnson Memorial Hospital



201 Chestnut Hill Road



Stafford Springs, CT 06076



860-684-8189(ph)



contact: Suzanne Harriman, Financial Services


			St. Francis Hospital & Medical Center



114 Woodland Street



Hartford, CT 06105



860-714-6585(ph)



contact: Barbara Sullivan, Business Office Manager





			St. Francis Hospital & Medical Center



Grengras Ambulatory Care Center



1000 Asylum Avenue



Hartford, CT 06105



860-714-4153(ph)



contact: Gay Gueverez-Caceres


			St. Francis Hospital & Medical Center



Burgdorf Bank of America Health Center



131 Coventry Street



Hartford, CT 06112



860-714-2754(ph)



contact: Carmen Rivera








*These sites are associated with the Community Health Center of Middletown, 635 Main St., Middletown, CT



			Day Kimball Hospital



320 Pomfret Street



Putnam, CT 06260



860-963-6415(ph) 860-928-9758(fax)


contact:: Mary Ellen Davis Rock mrock@daykimball.org


			City of Hartford Day Care



2 Holcomb Street



Hartford, CT 06112



860-



contact: Renee Hamilton-Jones, Day Care Administrator





			Bristol Community Organization, Inc



55 South Street



Bristol, CT 06010



860-584-2725 x23



contact: Tanya Ledesma, tledesma@bcoinc.org





			Hartford Hospital



80 Seymour Street



Hartford, CT 06102-5037



860-545-4549 (ph) 860-545-4024 (fax)


contact: Lisa Maurice, lmauric@harthosp.org





			Hartford Public Schools



School Based Health Centers (8 sites)


960 Main Street



Hartford, CT 0613



860-695-8760(ph) 860-722-8630(fax)


contact: Pam Clark, pclark@hartfordpublicschools.org


Sandra Cruz-Serrano, Chief Operating Officer 860-695-8425


			Bulkeley High School Based Health Center



300 Wethersfield Avenue



Hartford, CT 06114



860-695-1005



contact: Roseangel Colon





			Fox Middle School Based Health Center



305 Greenfield Street



Hartford, CT 06112



860-695-6593



contact: Darlene Jacobs


			Fox Elementary School Based Health Center


470 Maple Avenue



Hartford, CT 06114



860-695-3609



contact: Eileen Murray





			M. L. King School Based Health Center



25 Ridgefield Street



Hartford, CT 06112



860695-3988



contact: Darlene Jacobs


			Hartford Public School Based Health Center



55 Forest Street



Hartford, CT 06105



860-695-1360



contact: Lin Anderson





			Quirk Middle School Based Health Center



85 Edwards Street



Hartford, CT 06120



860-695-2315



contact: Sally Farrell


			Sanchez Elementary School Based Health Center



176 Babcock Street



Hartford, CT 06106



860-695-4964



contact: Linda Williams





			Weaver High School Based Health Center



415 Granby Street



Hartford, CT 06112



860-695-1799



contact: Kris Rusin


			Hartford Health & Social Services – Healthy Start



131 Coventry Street



Hartford, CT 06483



860-543-8834 (ph) 860-722-6719 (fax)



contact: Evelyn Guzman, eguzman@hartford.gov





			Hispanic Health Council – Healthy Start



175 Main Street                (need certification)



Hartford, CT 06106



860-527-0856 x313 or 303(ph) 860-724-0437(fax)



contact: Darlene Rodriguez, darlenr@hispanichealth.com


or Karen Perez-Rivera, karemr@hispanichealth.com


			John Dempsey Hospital


263 Farmington Avenue



Farmington, CT 06030-6150



860-679-3398 (nicole) 860-679-8192 (christine)



contact: Nicole DeJoseph or Christine Alvarado Judd








Do not accept documents from Hispanic Health Council – certification form needed.



			Womens Health Center



340 Pomfret Street



Putnam, CT 06260



860-963-6699



contact: Mary Ellen Rock
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February 2, 2007 
 



NEW MEDICAID CITIZENSHIP DOCUMENTATION 
REQUIREMENT IS TAKING A TOLL: 



States Report Enrollment is Down and Administrative Costs Are Up 
 



by Donna Cohen Ross 
 
IntroductionIntroductionIntroductionIntroduction    



 
A new federal law that states were required to implement July 1 is creating a barrier to health-care 



coverage for U.S. citizens — especially children — who are eligible for health insurance through 
Medicaid.  The new law, a provision of the Deficit Reduction Act of 2005, requires U.S. citizens to 
present proof of their citizenship and identity when they apply for, or seek to renew, their Medicaid 
coverage.  Prior to enactment of the law, U.S. citizens applying for Medicaid were permitted to attest 
to their citizenship, under penalty of perjury. 



 
In the six months following implementation of the new requirement, states are beginning to 



report marked declines in Medicaid enrollment, particularly among low-income children.  States also 
are reporting significant increases in administrative costs as a consequence of the requirement.  



 
This analysis presents the data available so far on this matter.  The available evidence strongly 



suggests that those being adversely affected are primarily U.S. citizens otherwise eligible for 
Medicaid who are encountering difficulty in promptly securing documents such as birth certificates 
and who are remaining uninsured for longer periods of time as a result.   
 
The new requirement also appears to be reversing part of the progress that states made over the 



past decade in streamlining access to Medicaid for individuals who qualify, and especially for 
children.  For example, to improve access to Medicaid and reduce administrative costs, most states 
implemented mail-in application procedures, and many states reduced burdensome documentation 
requirements.  The new Medicaid citizenship documentation requirement now appears to be 
pushing states in the opposite direction, by impeding access to Medicaid.  Families must furnish 
more documentation and may be required to visit a Medicaid office in person to apply or renew 
their coverage, bypassing simpler mail-in and on-line enrollment opportunities, because they must 
present original documents such as birth certificates that can take time and money to obtain.  This is 
likely to cause the most difficulty for working-poor families that cannot afford to take time off from 
work to visit the Medicaid office and for low-income families residing in rural areas.   



 
Laura Cox, Leighton Ku and Melanie Nathanson contributed to this paper. 
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What State Officials Are Saying AboutWhat State Officials Are Saying AboutWhat State Officials Are Saying AboutWhat State Officials Are Saying About    
tttthe Citizenship Documentation Requirementhe Citizenship Documentation Requirementhe Citizenship Documentation Requirementhe Citizenship Documentation Requirement    



 
“[Kansas] Gov. Kathleen Sebelius … recently said the state's enrollment has declined by 18,000 
people since the citizenship documentation requirement took effect. Many of those people are 
likely citizens who simply lack documents, she said, who may experience a harmful gap in health 
insurance coverage.”  



United Press International (UPI) 
Friday December 1, 2006 



 
"While we understand that the new law targets illegal immigrants, we must point out that the 
impact of the law in our state is mostly falling on eligible citizens." 



Andrew Allison,  
Deputy Director, Kansas Health Policy Authority 
Lawrence Journal World 
Friday January 19, 2007 



 
“There is no evidence that the [enrollment] decline is due to undocumented aliens leaving the 
program.  Rather, we believe that these new requirements are keeping otherwise eligible citizens 
from receiving Medicaid because they cannot provide the documents required to prove their 
citizenship or identity.”  



Anita Smith 
Chief of the Bureau of Medical Supports Iowa Department 
of Human Services  
December 8, 2006 



 
“These numbers [the Medicaid enrollment decline] are not driven primarily by the loss of 
population from New Orleans and other parishes affected by Hurricane Katrina…We are quite 
confident that the overwhelming majority of these children are citizens — born right here in 
Louisiana — and not ineligible alien children.”   



J. Ruth Kennedy 
Deputy Medicaid Director 
Louisiana Department of Health and Hospitals 
November 13, 2006 



The new citizenship documentation requirement — which the Bush Administration did not 
request and the Senate initially did not adopt, but which the House of Representatives insisted upon 
in conference — was presented by its proponents as being necessary to stem a problem of 
undocumented immigrants securing Medicaid by falsely declaring themselves to be U.S. citizens.  
The new requirement was adopted despite the lack of evidence that such a problem existed.  In 
response to a report in 2005 by the Inspector General of the Department of Health and Human 
Services, Mark McClellan, then the Administrator of the Centers for Medicare and Medicaid Services 
at HHS, noted:  “The [Inspector General’s] report does not find particular problems regarding false 
allegations of citizenship, nor are we aware of any.”1 



                                                 
1 U.S. Department of Health and Human Services, Office of Inspector General, "Self-declaration of U.S. Citizenship for 
Medicaid," July 2005. 
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Impact of the Citizen Documentation Requirement on Medicaid Applicants and Impact of the Citizen Documentation Requirement on Medicaid Applicants and Impact of the Citizen Documentation Requirement on Medicaid Applicants and Impact of the Citizen Documentation Requirement on Medicaid Applicants and 
BeneficiariesBeneficiariesBeneficiariesBeneficiaries: The Early Evidence: The Early Evidence: The Early Evidence: The Early Evidence    



 
Medicaid enrollment figures for all states for the period since the new requirement was 



implemented on July 1 are not yet available.  By contacting several individual states that do have 
such data, however, we were able to secure enrollment information from Wisconsin, Kansas, Iowa, 
Louisiana, Virginia and New Hampshire.  The data show the following: 
 



• All six states report a significant drop in enrollment since implementation of the requirement 
began. 



 
• Medicaid officials in these states attribute the downward trend primarily or entirely to the 



citizenship documentation requirement.   
 



Two types of problems are surfacing: 
 
• Medicaid is being denied or terminated because some beneficiaries and applicants cannot 



produce the specified documents despite, from all appearances, being U.S. citizens; and  
 



• Medicaid eligibility determinations are being delayed, resulting in large backlogs of applications, 
either because it is taking time for applicants to obtain the required documents or because 
eligibility workers are overloaded with the new tasks and paperwork associated with 
administering the new requirement.   



 
Some states have designed mechanisms specifically to track enrollment changes resulting from the 



new procedures. Wisconsin, for example, has established computer codes to distinguish when 
Medicaid eligibility is denied or discontinued due to a lack of citizenship or identity documents.  In 
other states, a comparison of current and past enrollment trends strongly suggests that the new 
requirement is largely responsible for the enrollment decline.  For example, in many states aggressive 
“back to school” outreach activities conducted in August and September usually result in increased 
child enrollment in September and October.  In 2006, however, states such as Virginia and 
Louisiana reported that child enrollment declined despite vigorous promotional campaigns, 
indicating that the new requirement undermined the value of the outreach efforts.   
 



The Medicaid enrollment declines identified in this memo do not appear to be driven by broader 
economic trends or a change in the employment of low-income families.  If that were the case, 
parallel enrollment decline trends would appear in the Food Stamp Program, which is the means-
tested program whose enrollment levels are most responsive to such developments.  Instead, Food 
Stamp caseloads have been increasing slightly in recent months.  Moreover, each of the states 
identified in this memo as having sustained a drop in Medicaid enrollment saw its food stamp 
caseload rise during a similar period (Figure 1).2  An example comparing Food Stamp and Medicaid 
enrollment in Wisconsin is shown (Figure 2).3  



 



                                                 
2 Data from Food and Nutrition Service, USDA, June 2006 through October 2006. 



3 Wisconsin Department of Health and Family Services 
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Figure 1



Food Stamp Caseloads Have Been Rising as



Medicaid Enrollment Has Declined
Percentage Food Stamp Program Growth,



June and October 2006
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Source: Food and Nutrition Service, USDA.  Data for October are initial.



Figure 2



Wisconsin: Medicaid Enrollment Dropped When Citizenship 



Documentation Began, Even as Food Stamp Enrollment Climbed
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Both Medicaid and the Food Stamp Program serve similar populations of low-income families 



and are often administered by the same agencies and caseworkers. A key difference is that the 
citizenship documentation rules were applied to Medicaid but there were no such changes in the 
Food Stamp Program.  It thus appears that the changes in Medicaid enrollment are a result of 
changes in Medicaid policies — particularly citizenship documentation — that do not affect 
eligibility for food stamps.   
 



The following states have documented declines in Medicaid enrollment since the implementation 
of the Medicaid citizenship documentation requirement4: 
 



• Wisconsin:  In five months — between August and December 2006 — a total of 14,034 
Medicaid-eligible individuals were either denied Medicaid or lost coverage as a result of the 
documentation requirement.  The loss of Medicaid coverage occurred despite Wisconsin’s 
efforts to minimize the impact of the requirement by obtaining birth records electronically from 
the state’s Vital Records agency.  Obtaining proof of identify, rather than proof of citizenship, 
was the major problem for people in Wisconsin who were otherwise eligible during this period: 
69 percent of those who were denied Medicaid or who lost Medicaid coverage due to the new 
requirement did not have a required identity document, as compared to 17 percent who did not 
provide the required citizenship documents and 14 percent who were missing both a citizenship 
and identity document.5  This indicates that most of those who were denied were, in fact, U.S. 
citizens. 



 
• Kansas:  The Kansas Health Policy Authority (KHPA) reports that between 18,000 and 20,000 



applicants and previous beneficiaries, mostly children and parents, have been left without health 
insurance since the citizenship documentation requirement was implemented.  About 16,000 of 
these individuals are “waiting to enroll” or “waiting to be re-enrolled;” the state says these 
eligibility determinations are being delayed because of a large backlog of applications related to 
the difficulties confronting individuals and eligibility workers alike who are attempting to 
comply with the new rule.  Documents on the KHPA website state that the “majority of 



                                                 
4 Data from Iowa, Louisiana, Virginia  and New Hampshire first published in: Resuming the Path to Health Coverage for 
Children and Parents: A 50 State Update on Eligibility Rules, Enrollment and Renewal Procedures, and Cost-Sharing Practices in 
Medicaid and SCHIP in 2006 by Donna Cohen Ross, Laura Cox and Caryn Marks, Kaiser Commission on Medicaid and 
the Uninsured, January 2007.   
5 Wisconsin Department of Health and Family Services 
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of families with pending applications will qualify for coverage under the new requirements 
when we are able to complete processing.”6  In the meantime, these children and parents are 
barred from getting the health coverage for which they qualify and are, in most cases, 
uninsured. 



 



• Iowa:  Iowa has identified an unprecedented decline in Medicaid enrollment that state officials 
attribute to the Medicaid citizenship documentation requirement.  Prior to July 1, 2006, overall 
Medicaid enrollment had steadily increased for the past several years.  While sporadic declines 
occurred in rural counties, no county in the state’s larger population centers experienced a 
decline in the months leading up to the implementation of the new requirement.  However, 
between July and September 2006, Medicaid enrollment sustained the largest decrease in the past five 
years; this also was the first time in five years that the state has experienced an enrollment 
decline for three consecutive months.   



 
Although other factors may contribute to the recent decrease in enrollment, state officials point 
out the state is now experiencing a more severe effect on enrollment than it has following any 
of the Medicaid changes that have occurred over the past several years.  The state’s conclusion 
that the citizenship documentation requirement is driving the decline is supported by the fact 
that enrollment has dropped among the populations subject to the requirement (children and 
families) but has remained steady among groups not affected by the requirement (individuals 
receiving Medicare and SSI).7 



 
• Louisiana:  In two months — September and October of 2006 — Louisiana experienced a net 



loss of more than 7,500 children in its Medicaid program despite a vigorous back-to-school 
outreach effort and a significant increase in applications during the month of September.  



                                                 
6 Kansas Health Policy Authority, Factsheet, www.khpa.ks.gov , December 4, 2006. 



7 Communication with Anita Smith, Bureau Chief, Bureau of Medical Supports, Iowa Department of Human Services, 
December 8, 2006. 



“We recently saw a toddler in our pediatrics clinic.  Her grandmother, who has custody, brought her 
in.  She was worried that her granddaughter was behind in her immunizations, and since the little girl 
has no health insurance, the grandmother turned to us for help.  We then discovered that the child, 
who had been born prematurely, suffers from chronic lung disease and her development is 
considerably delayed.   She needs a nebulizer to deliver the medication to help her breathe and she 
also needs speech and other therapy.  This child is eligible for Medicaid, but because her 
grandmother does not have the required birth certificate, she could not be enrolled.  The child will 
get Medicaid coverage when we obtain her birth certificate, most likely at least a month from now. 
But in the meantime, necessary treatment has been delayed because her grandmother cannot afford 
to pay the bills during the wait for an eligibility determination.  For a child with developmental 
delays, every day without the necessary therapy and treatment makes it more difficult for her to 
catch up with her peers…   It has gotten so complex that we’ve added a lawyer to our clinic to help 
sort things out.” 



 Pam Shaw 
 Chief of the Division of Ambulatory Pediatrics  
 KU Medical Center  
 January 31, 2007 
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According to state officials, the enrollment decline is not driven by population loss from 
Hurricane Katrina and contrasts dramatically with enrollment spikes that usually occur in 
September and have reached up to 13,000 in the past.8  The reason for the drop-off is two-fold, 
according to the state: for some people, Medicaid is being denied or terminated because they 
have not presented the required citizenship or identity documents.  In addition, the additional 
workload generated by the new requirement is diverting the time and effort eligibility workers 
normally would spend on activities to ensure that Medicaid beneficiaries do not lose coverage at 
renewal. 



 
• Virginia:  Since July, enrollment of children in the state’s Medicaid program has declined 



steadily each month.  By the end of November, the total net decline stood at close to 12,000 
children.  During the same period, 
enrollment of children in the state’s 
separate SCHIP program, not subject 
to the new requirement, increased 
(Figure 3). Virginia also reported a 
substantial backlog in application 
processing at its central processing 
site, with 2,600 cases pending 
approval for Medicaid in September, 
when normally no more than 50 such 
cases are pending at the end of a 
month.   



 
After the plunge in children’s 
Medicaid enrollment over several 
months, a small increase occurred in 
December 2006 (although Medicaid 
enrollment for children then began dropping again in January). State officials say the December 
“up-tick” suggests that some families are finally “getting over the hurdles” imposed by the new 
law and children (who were eligible at the time they applied but lacked the required 
documentation) are getting health coverage after a significant delay during which they were 
without coverage.9   



 
• New Hampshire:  Data from the New Hampshire Healthy Kids Program, a private 



organization that processes mail-in applications for the state’s Medicaid and SCHIP programs, 
indicate that the percentage of applications submitted with all necessary documents in 
September of this year dropped by almost half compared to the percentage of complete 
applications submitted in September 2005.  If applicants do not supply missing documentation 
within 28 days, New Hampshire closes the application.  The percentage of applications closed 
due to missing documents has also increased significantly:  from around 10 percent of 
applications before the new requirement to 20 percent in August 2006.  In addition, New 
Hampshire Healthy Kids reports that between June 2006 and September 2006, enrollment of 



                                                 
8 Communication with J. Ruth Kennedy, Deputy Medicaid Director Louisiana Department of Health and Hospitals, 
November 13, 2006. 



9 Communication with Linda Nablo, Director, Division of Maternal and Child Health, Virginia Department of Medical 
Assistance services, November 13, 2006 and January 16, 2007. 



Figure 3



Virginia: Medicaid Enrollment of Children Fell



When Citizenship Documentation Began, While



Enrollment in SCHIP Continued to Rise
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children in Medicaid dropped by 1,275.10 
 
 
Impact on StaImpact on StaImpact on StaImpact on State Administrative Costste Administrative Costste Administrative Costste Administrative Costs    



 
Data on state Medicaid administrative costs for the months since July 1 are not available from 



CMS or any other national source.  Several states, however, have examined the impact of the new 
Medicaid citizenship documentation requirement on their administrative expenditures.  Their 
findings are as follows:   



 
• Illinois:  Illinois is projecting $16 million to $19 million in increased staffing costs in the first 



year of implementation of the requirement.11 
 



• Arizona: The Arizona legislature has allocated $10 million to implement the citizenship 
documentation requirement.  This included the costs associated with staffing, training and 
payments for obtaining birth records.12 



 
• Colorado: The FY07-08 budget request for the Colorado Department of Health Care Policy 



and Financing includes a request for an additional $2.8 million for county administration costs. 
This request is based on an assumption by the Centers for Medicare and Medicaid Services 
(CMS) that it will take an additional 5 minutes per application for a caseworker to process 
citizenship and identity documents.  The Department stated in a Joint Budget Committee 
Hearing that this amount “may not be sufficient for Colorado counties and special record 
storage needs.”13 



 
• Washington: Washington State is projecting additional costs associated with hiring 19 



additional FTEs in FY07 due to the new requirement, and retaining seven of them in FY08 and 
FY09.  The state estimates that the costs will be $2.7 million on FY07 and $450,000 in each of 
the succeeding two years.14 



 
• Wisconsin: Wisconsin is expecting increased costs of $1.8 million to cover the increased 



workload associated with administering the requirement in FY07 and $600,000 to $700,000 per 
year for the two years after that.15 



 
• Minnesota:  Minnesota is estimating that it will spend $1.3 million in FY07 for new staff, birth 



record fees and other administrative expenses.16 



                                                 
10 Communication with Tricia Brooks, President and CEO, New Hampshire Healthy Kids, November 14, 2006. 



11 Illinois Department of Healthcare and Family Services 



12 Communication with Tom Betlach, Deputy Director, Arizona AHCCCS, October 23, 2006. 



13  Colorado Center on Law and Social and Social Policy, December 14, 2006. 



14 Communication with Mary Wood, Office Chief, Washington Health and Recovery Services Administration, 
December 21, 2006. 



15 Communication with James Jones, Director, Bureau of Eligibility Management, WI Department of Health and Family 
Services, December 21, 2006. 



16 Communication with Pat Callaghan, Minnesota Department of Human Services, December 21, 2006. 
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ConclusionConclusionConclusionConclusion    



 
Based on these findings and reports, and strong anecdotal evidence, it seems increasingly clear 



that the new Medicaid citizenship documentation requirement is having a negative impact on 
Medicaid enrollment, especially among children.  Insufficient information is available to determine 
the precise extent to which individuals whose Medicaid eligibility has been delayed, denied or 
terminated are U.S. citizens, eligible legal immigrants, or ineligible immigrants.  However, the fact 
that significant numbers of individuals are being approved for Medicaid after delays of many 
months, during which they were uninsured, demonstrates that the requirement is adversely affecting 
substantial numbers of U.S. citizens, especially children who are citizens.  Moreover, a large body of 
research conducted over a number of years has conclusively shown that increasing documentation 
and other administrative burdens generally results in eligible individuals failing to obtain coverage as 
a result of the enrollment and renewal processes having become more complicated to understand 
and more difficult to navigate.17  Regarding the Medicaid enrollment declines, Anita Smith, Chief of 
the Bureau of Medical Supports for the Iowa Department of Human Services has stated: “There is 
no evidence that the [enrollment] decline is due to undocumented aliens leaving the program.  
Rather, we believe that these new requirements are keeping otherwise eligible citizens from receiving 
Medicaid because they cannot provide the documents required to prove their citizenship or 
identity.”18 



 
 A number of governors across the nation are announcing their intentions to push new initiatives 



to cover the uninsured, particularly children.  These proposals are being designed to build upon 
existing public coverage programs, of which Medicaid is the largest, and invariably these proposals 
call for the enrollment of individuals who are currently eligible for existing programs but remain 
uninsured.  Success will depend, in large measure, on policies and procedures that facilitate rather 
than frustrate such efforts so that eligible individuals can obtain the benefits for which they qualify.  
The Medicaid citizenship documentation requirement, which appears to be an extremely blunt 
instrument, stands to undercut such efforts by placing a daunting administrative obstacle in the way 
of many low-income U.S. citizens who otherwise have shown that they qualify or by discouraging 
potentially eligible citizens from applying because the process appears too complex or intimidating.  
The requirement also appears to be deflecting state human and financial resources away from 
activities designed to reach eligible children and families and to enroll them in the most efficient and 
effective manner.   



 
 
 
 



                                                 
17 Michael Perry, Susan Kannel, R. Burciaga Valdez and Christina Chang, "Medicaid and Children Overcoming Barriers 
to Enrollment:  Findings from a National Survey," Kaiser Commission on Medicaid and the Uninsured, January 2000; 
Zoë Neuberger, "Reducing Paperwork and Connecting Low-Income Children With School Meals: Opportunities Under 
the New Child Nutrition Reauthorization Law," Center on Budget and Policy Priorities, November 2004. 



18 Communication with Anita Smith, Bureau Chief, Bureau of Medical Supports, Iowa Department of Human Services, 
December 8, 2006. 
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			Uninsured childbirth or delivery discharges, FYs 2004 - 2006


			Hospital			2004			2005			2006			Change 04-06 (%)			06 top 10 rank


			Bradley Memorial Hospital and Health Center			<6			<6			<6			-


			Bridgeport Hospital			50			87			66			32.0


			Bristol Hospital			15			8			<6			-


			Charlotte Hungerford Hospital			12			11			20			66.7


			Connecticut Children's Medical Center			17			<6			6			-64.7


			Danbury Hospital			66			68			65			-1.5


			Day Kimball Hospital			11			<6			<6			-


			Greenwich Hospital			249			198			187			-24.9			5


			Griffin Hospital			6			8			<6			-


			Hartford Hospital			455			307			262			-42.4			3


			Hospital of Saint Raphael			13			24			48			269.2


			John Dempsey Hospital			14			14			9			-35.7


			Johnson Memorial Hospital			14			10			<6			-


			Lawrence and Memorial Hospital			174			125			129			-25.9			7


			Manchester Memorial Hospital			16			8			15			-6.3


			Middlesex Memorial Hospital			81			41			77			-4.9


			MidState Medical Center			121			110			129			6.6			7


			Milford Hospital			12			21			25			108.3


			New Britain General Hospital			39			43			51			30.8


			New Milford Hospital			14			6			7			-50.0


			Norwalk Hospital			233			329			411			76.4			1


			Rockville General Hospital			9			17			26			188.9


			Saint Francis Hospital			24			25			73			204.2


			Saint Mary's Hospital			120			154			139			15.8			6


			Saint Vincent's Medical Center			165			152			267			61.8			2


			Sharon Hospital			14			23			14			0.0


			Stamford Hospital			88			158			233			164.8			4


			Waterbury Hospital			25			41			26			4.0


			William W. Backus Hospital			79			77			97			22.8			8


			Windham Community Memorial Hospital			<6			11			92			-			9


			Yale-New Haven Hospital			70			69			90			28.6			10


			Total			2209			2153			2579			16.7


			Source: CT Office of Health Care Access Inpatient Acute Care Hospital Discharge Database.


			Delivery and Childbirth DRGs 370-391.


			Uninsured hospitalizations whose primary payer was either self-pay, no charge, and other.


			Entries with less than six hospitlizations have been replaced with "<6" to protect patient confidentiality.
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The shaded locations have been approved as Designated Outstation Locations to receive citizenship and identity documents for DSS.





OUTSTATION LOCATIONS



New Haven Region



			Fair Haven Community Health Center



374 Grand Avenue



New Haven, CT 06513



203-777-7411 ext. 5272(ph) 203-777-8506



contact: Victoria Restrepo* vrestrepo@sbc.net


			Wilbur Cross High School



181 Mitchell Drive



New Haven, CT 06511



203-



contact: Clarice Begemann* site manager





			Fair Haven Middle School



169 Grand Avenue



New Haven, CT 06513



203-



contact: Sue Peters* site manager


			Clinton Avenue School



293 Clinton Street



New Haven, CT 06513



203-



contact: Ivette Becerra-Ortiz* site manager





			John S. Martinez School



100 James Street



New Haven, CT 06513



203-



contact: Rebecca Bunnell* site manager


			Riverside Academy



540 Ella T. Grasso Boulevard



New Haven, CT 06519



203-



contact: Alison Wittenberg* site manager





			Kelgwin School Based Health Center



99 Spruce Street



Middletown, CT 06457



860-632-8103(ph) 860-632-0376(fax)


contact: **


			Community Health Center of New London



One Shaw’s Cove



New London, CT



860-447-8304(ph) 860-443-8720(fax)


contact: **





			Community Health Center of Meriden



134 State Street



Meriden, CT 06450



203-237-2229(ph) 203-686-1677(fax)


contact: **


			Community Health Center of Clinton



114 East Main Street



Clinton, CT 06413



860-664-0767(ph) 860-664-1982(fax)


contact **





			Rita Hayes Wellness Center



MacDonough Elementary 66 Spring Street



Middletown, CT 06457



860-344-9821(ph) 860-347-0135(fax)


contact: **


			Community Health Center of Groton



333 Long Hill Road



Groton, CT 06340



860-446-8858(ph) 860-405-2140(fax)



contact: **





			Woodrow Wilson School Based Health Center



1 Wilderman’s Way



Middletown, CT 06457



860-343-0333(ph) 860-343-0402(fax)


contact: **


			Community Health Center of Middletown



635 Main Street



Middletown, CT 06457



860-347-6971(ph) 860-347-2043(fax)


contact: Sue Greeno, greenos@chc1.com**





			Community Health Center of Old Saybrook



263 Main Street



Old Saybrook, CT 06457



860-388-4433(ph) 860-388-4434(fax)


contact: **


			Family Wellness Center



635 Main Street



Middletown, CT 06457



860-347-6971(ph) 860-347-2043(fax)


contact: **








*Site Managers may be contacted through Victoria Restrepo, Main Site Contact 203-777-7411


**These sites are associated with Community Health Center, Inc. 635 Main Street, Middletown, CT 06457



			United Community & Family Services, Inc



47 Town Street



Norwich, CT 06360



860-892-7042x361(ph)



contact:Mary Webb, mwebb@ucfs.org


			Generations Family Health Center, Inc.



330 Washington Street, Suite 510



Norwich, CT 06360



860-885-1308(ph) 860-889-1982(fax)



contact: 





			Bennie Dover Jackson Middle School***



36 Waller Street



New London, CT 06320



860-701-3772(ph)



contact: Nancy Grant


			Claude Chester Elementary School***



1 Harry Day Drive



Groton, CT 06340



860-445-2133(ph)



contact: Janet Cray





			Early Child Development Center***



591 Poquonnock Road



Groton, CT 06340



860-449-8217 ext 1105(ph)



contact: Janet Cray


			Eastern Point Elementary School***



130 Shennecossett Road



Groton, CT 06340



860-445-2191(ph)



contact: Janet Cray





			Edgerton Elementary School***



120 Cedar Grove Avenue



New London, CT 06320



860-701-3777(ph)



contact: Marque Setevage


			Fitch Senior High School***



101 Groton Long Point Road



Groton, CT 06340



860-446-9543(ph)



contact: Donna Colquhoun





			Friendship School***



24 Rope Ferry Road



Waterford, CT 06385



860-447-4049(ph)



contact: Vanessa Reid


			Harbor Elementary School***



432 Montauk Avenue



New London, CT 06320



860-701-3770(ph)



contact: Tamara Hirshberg





			Jennings Elementary School***



100 Cedar Grove



New London, CT 06320



860-447-6050 ext 5101(ph)



contact: Nancy Grant


			Kelly Middle School***



25 Mahan Drive



Norwich, CT 06360



860-885-1587(ph)



contact: Jean Enderle





			Nathan Hale Elementary School***



37 Beech Drive



New London, CT 06320



860-701-3771(ph)



contact: Vanessa Reid


			New London High School***



490 Jefferson Avenue



New London, CT 06320



860-701-3771(ph)



contact: Beth Podsobinski





			Norwich Free Academy***



305 Broadway



Norwich, CT 06360



860-204-0442(ph)



contact: Kathy Nelson


			Regional Multicultural Magnet School***



1 Bulkeley Place



New London, CT 06320



860-447-2788(ph)



contact: Tamar Hirshberg








***These sites are school based health centers associated with the Child Family Agency of Southeastern Connecticut, Inc., 255 Hempstead Street, New London, CT 06320, 860-443-2896



			Smith Bent Children’s Center***



7 Vauxhall Street



New London, CT 06320



860-442-2797 ext. 1254(ph)



contact: Joann Eaccarino


			Teachers Memorial Middle School***



15 Teachers Drive



Norwich, CT 06360



860-887-8712(ph)



contact: Anna Tielsch





			West Side Middle School***



250 Brandegee Avenue



Groton, CT 06340



860-446-1775(ph)



contact: Rebecca Murray


			Winthrop Elementary School***



74 Grove Street



New London, CT 06320



860-701-3778(ph)



contact: Marque Setevage





			Hill Health Center**** (need certification)



428 Columbus Avenue



New Haven, CT 06519



203-503-3114(ph) 203-503-3121(fax)


contact: Jean Castillo, jcastillo@hillhealthcent.com


			Hill Health Center – Dixwell****



226 Dixwell Avenue



New Haven, CT 06511



203-503-3420(ph)



contact: Kim Wilkins





			West Haven Health Center****



285 Main Street



West Haven, CT 06516



203-503-3400(ph)



contact: Berit Mann


			Community Health Connection****



121 Wakelee Avenue



Ansonia, CT 06401



203-503-3570(ph)



contact: Linda Bernardi





			Griffin Hospital



130 Division Street



Derby, CT 06418



203-732-1193(ph)


contact: Christine Gamble cbrobeil@griffinhealth.org


			Griffin Hospital – Valley Women’s Health Center


67 Maple Avenue



Derby, CT 06418



203-732-1330 x17 (ph) 203-732-1331 (fax)



contact: Margarita Valverde mvalverde@vwhcc.org





			Lawrence & Memorial Hospital – Healthy Start



365 Montauk Avenue



New London, CT 06321



860-442-0711 x2486(ph) 860-437-8852(fax)



contact: Lydia St. Hilaire lsthilaire@lmhosp.org


			Yale New Haven Hospital


East Pavilion Admitting Office



20 York Street



New Haven, CT 06504



203-688-2011(ph) 203-688-3325(fax)


contact: Cheryl Vann vann@ynhh.org





			New Haven Department of Health – 



Maternal and Child Health Division


54 Meadow Street



New Haven, CT 06519



203-948-5950(ph) 203-946-7521(fax)


contact: Pam Hansen phansen@newhavenct.net


			Naugatuck Valley Health District – Healthy Start



98 Bank Street



Seymour, CT 06483



203-881-3255(ph) 203-881-3261(fax)


contact: Deborah Horvath dhorvath@nvhd.org





			United Community & Family Services



William W. Backus Hospital – ED



320 Washington Street



Norwich, CT 06360



860-425-3804



contact: Ann Marie Macken, Director of Comm. Programs


			Valley Women’s Health Access Program



67 Maple Avenue



Derby, CT 06418



203-



contact: Susan Rosen, Exec. Director








***These sites are school based health centers associated with the Child Family Agency of Southeastern Connecticut, Inc., 255 Hempstead Street, New London, CT 06320, 860-443-2896



****These sites are associated with the Hill Health Corporation, 428 Columbus Avenue, New Haven, CT 06519


Do not accept documents from Hill Health Center – certification forms needed.
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DEPARTMENT OF SOCIAL SERVICES



270 Lafayette Street



New Britain, CT 06053






New Britain Regional Processing Unit



QUALIFIED ENTITIES



			East Hartford Community Healthcare, Inc



94 Connecticut Boulevard



East Hartford, CT 06108



860-528-1359(ph) 


contact: Valerie Bozzi


			Manchester Community Health Services



150 North Main Street, Suite 230



Manchester, CT 06040



860-646-8117(ph) 



contact: Valerie Bozzi





			Charter Oak Health Center, Inc



21 Grand Street



Hartford, CT 06106



860-550-7500 x6557 wreyes@thecharteroak.org


contact: Wanda Reyes, Eligibility Coordinator


			01 New Britain Avenue



Hartford, CT 06106



8 Charter Oak Health Center, Inc



460-550-7500



wreyes@thecharteroak.org


contact: Wanda Reyes, Eligibility Coordinator





			Charter Oak Health Center, Inc at



CT Children’s Medical Center


282 Washington Street



Hartford, CT 06106



860-545-9300



contact: Alfreda D. Turner, Pres & CEO


			Community Health Services, Inc



500 Albany Avenue



Hartford, CT 06120



860-808-8786(ph) 



contact: Marcolina Garcia





			New Britain High School Based Health Center



110 Mill Street



New Britain, CT 06051



860-826-8845(ph) 



contact: *


			Community Health Center of New Britain



One Washington Square



New Britain, CT 06051



860-224-3642(ph) 



contact: *





			Windham School Based Health Center Program



355 High Street



Willimantic, CT 06226



860-465-2465/2467



contact: Shawn Grunwald, Coordinator


			Generations Family Health Center, Inc.



23 Wauregan Road Suite 2



Brooklyn, CT 06234



860-779-3080(ph) 860-774-5690(fax)



contact: 





			Generations Family Health Center, Inc.



1315 Main Street



Willimantic, CT 06226



860-450-7471 x214 860-450-7396(fax)



contact: Deb Crane


			Generations Family Health Center, Inc.



54 Reynolds Street



Danielson, CT 06239



860-774-7501(ph) 860-779-2191



contact:





			Johnson Memorial Hospital



201 Chestnut Hill Road



Stafford Springs, CT 06076



860-684-8189(ph)



contact: Suzanne Harriman, Financial Services


			St. Francis Hospital & Medical Center



114 Woodland Street



Hartford, CT 06105



860-714-6585(ph)



contact: Barbara Sullivan, Business Office Manager





			St. Francis Hospital & Medical Center



Grengras Ambulatory Care Center



1000 Asylum Avenue



Hartford, CT 06105



860-714-4153(ph)



contact: Gay Gueverez-Caceres


			St. Francis Hospital & Medical Center



Burgdorf Bank of America Health Center



131 Coventry Street



Hartford, CT 06112



860-714-2754(ph)



contact: Carmen Rivera








*These sites are associated with the Community Health Center of Middletown, 635 Main St., Middletown, CT



			Day Kimball Hospital



320 Pomfret Street



Putnam, CT 06260



860-928-6541 x2219(ph)



contact:: Jane Tingley 



(Paul Chausse Jr, Dir of Patient Financial Services (x2127)



pchausse@daykimball.org)


			City of Hartford Day Care



2 Holcomb Street



Hartford, CT 06112



860-



contact: Renee Hamilton-Jones, Day Care Administrator





			Bristol Community Organization, Inc



55 South Street



Bristol, CT 06010



860-



contact: Tanya Ledesma


			Hartford Hospital



80 Seymour Street



PO Box 5037



Hartford, CT 06102-5037



860-696-6107




contact:: Margaret Little, Dir of Patient Financial Services





			Hartford Public Schools



School Based Health Centers (8 sites)


960 Main Street



Hartford, CT 0613



860-695-8760(ph) 860-722-8630(fax)


contact: Pam Clark, pclark@hartfordpublicschools.org


Sandra Cruz-Serrano, Chief Operating Officer 860-695-8425


			Bulkeley High School Based Health Center



300 Wethersfield Avenue



Hartford, CT 06114



860-695-1005



contact: Roseangel Colon





			Fox Middle School Based Health Center



305 Greenfield Street



Hartford, CT 06112



860-695-6593



contact: Darlene Jacobs


			Fox Elementary School Based Health Center


470 Maple Avenue



Hartford, CT 06114



860-695-3609



contact: Eileen Murray





			M. L. King School Based Health Center



25 Ridgefield Street



Hartford, CT 06112



860695-3988



contact: Darlene Jacobs


			Hartford Public School Based Health Center



55 Forest Street



Hartford, CT 06105



860-695-1360



contact: Lin Anderson





			Quirk Middle School Based Health Center



85 Edwards Street



Hartford, CT 06120



860-695-2315



contact: Sally Farrell


			Sanchez Elementary School Based Health Center



176 Babcock Street



Hartford, CT 06106



860-695-4964



contact: Linda Williams





			Weaver High School Based Health Center



415 Granby Street



Hartford, CT 06112



860-695-1799



contact: Kris Rusin


			Windham Hospital



112 Mansfield Avenue



Willimantic, CT 06226



860-456-6974



contact: Francine Boulay, fboulay@wcmh.org





			Middlesex Medical Center, Marlborough



14 Jones Hollow Road



Marlborough, CT 06447



860-344-6000 x2401



contact: Patty Duguay


			








The shaded area represents organizations that have recently been approved to participate as a QE.
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Feb. 16th, 2007   Press Release from the Governor’s oofice:



Governor Rell Announces $1.1 Million to Boost 


Children’s Enrollment in HUSKY Health Care 



 



Governor M. Jodi Rell today announced the awarding of $1.1 million in grants to schools and community agencies as part of her wide-ranging initiative to make sure that all Connecticut children are covered by health insurance.  


 



“Our goal is to help parents of uninsured children and teenagers learn about the HUSKY program and sign their kids up for the health coverage they need,” Governor Rell said.  “We now have more than 221,600 children covered by HUSKY, but thousands who are eligible are not enrolled.  They are going without health coverage, which means they are probably going without regular health care.


 



“This needs to change once and for all,” the Governor said.  “The innovative outreach projects I am announcing today will help get the word out to more parents and result in more uninsured children coming into the HUSKY program.”


 



Community, regional and statewide outreach grants totaling $600,000 are being awarded through competitive selection by the Department of Social Services, administering agency of the HUSKY Plan.


 



In addition, 15 statutorily-defined ‘priority school districts’ are receiving a total of $370,000 to conduct personnel training and student/parent outreach activities about the HUSKY Plan, in conjunction with the Department of Education.  Regional education service centers will be receiving $130,000 to provide outreach and training services under the grant program. 


 



Governor Rell, who promoted a highly successful HUSKY outreach campaign as lieutenant governor in 2001, noted that community education was effective in spreading the word to parents in the early years of the HUSKY Plan.


 



“These new grants are based on the same philosophy that worked so well to get the program started,” the Governor said.  “Parents listen to people and organizations they know and trust in their own communities.  These are the best ambassadors of the HUSKY program, and I look forward to seeing the positive impact on enrollment of new children into health coverage.”          


 



Community-based outreach contracts will be awarded to:


 



Wheeler Clinic, Plainville--$50,000 for New Britain HUSKY outreach initiative, a grassroots approach to raising awareness and increasing program enrollment.  Includes outreach and enrollment events, bilingual information and outreach, ‘Tell-a-Friend’ door hanger campaign, telephone outreach to re-enroll families who have dropped HUSKY coverage and to prevent loss of coverage, local media campaign.  Program contact:  Judith Stonger, 860-793-9791; jstonger@wheelerclinic.org.


 



Optimus Health Care Inc., Bridgeport--$50,000 for Stamford HUSKY outreach initiative, using Stamford Community Health Center and community lay health worker model to conduct person-to-person outreach and education to low-income, immigrant and other eligible uninsured groups.  Activities will include outreach to make sure families follow through on annual renewal of HUSKY coverage.  Program contact:  Patricia Gallegos, 203-696-3260, ext. 3381; pgallegos@opthc.org.


 



City of Bridgeport School-Based Health Centers--$50,000 for Bridgeport HUSKY outreach initiative aimed at reaching parents through application seminars, information materials though community organizations and a public awareness radio campaign. The staff consists of bilingual/bicultural members to enable communication with diverse populations.  Program contact: Kate Gredinger, school-based health centers director, 203-576-8442.


 



Community Renewal Team, Hartford--$50,000 for Hartford HUSKY outreach initiative to promote public awareness and increase enrollment of eligible children through such measures as delivery of information through schools, case managers, WIC, Foodshare distribution sites, community presentations and follow-up to ensure that the family takes the action steps to enroll. Presentations will be made in a variety of languages, in partnership with community organizations serving diverse populations. Program contact:  James Pestana, 860-560-5769; JimP@crtct.org


 



New Life Corporation, New Haven--$50,000 for New Haven HUSKY outreach initiative to link consumer information and assistance with health coverage enrollment and renewal to the organization’s Low Income Tax Clinic workshops, Earned Income Tax Credit campaign, faith-based outreach, outreach with area hospitals and community health clinics, employers with low-wage workers, local media, and other measures.  Program contact:  Ariel Martinez, 203-777-0313; amartinez@newlifecorp.org.


 



 



Regional outreach contracts will be awarded to:


 



Allied Community Resources Inc., East Windsor--$75,000 for outreach activities in the Northern Region to provide program information and support with applications and enrollment/re-enrollment through outreach sessions held in a variety of settings, including neighborhood centers, churches, job centers, clinics, town social service offices and other locations around the region.  Outreach sessions will be publicized through several media, including Spanish-language radio, television and newspapers throughout the region.  Program contact:  Carol A. Bohnet, 860-749-8833; cbohnet@alliedgroup.org


 



 



CT Association for Community Action, Inc. (CAFCA), Hartford - $75,000 for outreach activities in the Southern Region and $75,000 for outreach activities in the Western Region.   CAFCA, the umbrella organization of Connecticut’s Community Action Agencies (CAAs) will subcontract with its member agencies, Community Action Agency of New Haven; Community Renewal Team (Hartford); New Opportunities (Waterbury), TEAM (Derby); Thames Valley Council for Community Action (New London); Community Action Committee of Danbury, CTE (Stamford), Norwalk Economic Opportunity Now; and Action for Bridgeport Community Development) to have a designated outreach coordinator responsible for the organization of local outreach efforts within the cities and towns serviced by the CAAs.  Outreach coordinators will utilize the state’s ‘Human Services Infrastructure’ process to monitor and track clients, provide backup and support to the outreach workers with client follow-up and HUSKY application assistance.  Program contact: David MacDonald, 860-560-5487; david@cafca.org  


 



A statewide outreach contract will be awarded to:


 



Allied Community Resources Inc., East Windsor--$125,000 for statewide outreach activities to conduct outreach sessions that will provide program information to employers and individuals, and provide support with applications and enrollment/re-enrollment.  The marketing of the outreach sessions will be through various media, including websites, local newspapers, chamber newsletters and emails, school bulletins, community posters, Infoline – 211, cable television and local radio stations.  Outreach sessions will be held in a variety of settings, including businesses, neighborhood centers, churches, job centers, clinics and town social service offices.   Contact:  Carol A. Bohnet, 860-749-8833; cbohnet@alliedgroup.org.


 



 



Fifteen Priority School Districts will be awarded contracts totaling $370,000 to


designate an outreach coordinator for the purpose of collecting information on insured versus uninsured within their school district, and to reach out to those identified as uninsured to provide HUSKY information, client follow-up and application assistance.  Each priority school district may request that their funds be directed to its area Regional Educational Services Center for the performance of these tasks. The priority school districts and funding allocations are:


 



$40,000 to Hartford, New Haven and Bridgeport;


$30,000 to Waterbury; and


$20,000 to Ansonia, Bristol, Danbury, East Hartford, Meriden, New Britain, New London, Norwalk, Norwich, Stamford and Windham/Willimantic   


 



 



The state Department of Education’s six Regional Educational Service Centers (RESCs) are: Area Cooperative Education Services (ACES) in North Haven; Capitol Region Education Council (CREC) in Hartford; Cooperative Educational Services (CES) in Trumbull; EASTCONN in Hampton; Education Connection  in Litchfield; and LEARN in Old Lyme.  Through a single contract with ACES, the Department of Social Services will provide $130,000 to be used by each RESC to develop and implement a training plan to provide education and training on the HUSKY program to school social workers, nurses, counselors and teachers.  Contact: Joshua Smith,  ACES, 203-407-4454; jsmith@aces.k12.ct.us .


 



* * *


 



Governor Rell recently announced that nearly 8,800 new children and teenagers have been enrolled in Connecticut's HUSKY health care program since July, accompanied by nearly new 4,400 parents and relative caregivers.  The expanding children's enrollment numbers in that time span, coupled with more parents signing up, suggest that the state's renewed efforts to raise awareness among to families about the HUSKY Plan are bearing fruit.


  


Enrollment of children in HUSKY Part A - which provides totally free coverage for children in families with incomes up to 185% of the federal poverty level (for example, up to $37,000 for a family of four) - has increased by about 6,450 since July and now stands at approximately 205,700.  In addition, HUSKY A is covering over 89,300 eligible parents, relative caregivers and pregnant women, up from 84,930 in July.


 



Enrollment in HUSKY Part B - which provides coverage on a sliding fee scale for children in families with incomes over 185% of the federal poverty level - has increased by 2,330 since July and is currently at its highest level ever at approximately 17,200.  Another 2,208 children have been determined eligible for HUSKY B and will be enrolled after parents select a HUSKY managed care plan.


 



Information about HUSKY services and enrollment is available at 1-877-CT-HUSKY and www.huskyhealth.com.
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DEPARTMENT OF SOCIAL SERVICES



925 Housatonic Avenue



Bridgeport, CT 06606






Bridgeport Regional Processing Unit



QUALIFIED ENTITIES



			Park City Primary Care Center (BCHC Inc)



64 Black Rock Avenue



Bridgeport, CT 06605



203-



contact: Ludwig M. Spinelli* CEO


			Bridgeport Community Health Center, Inc



471 Barnum Avenue



Bridgeport, CT 06608



203-696-3260 ext 3349(ph)


contact: Ludwig M. Spinelli* CEO





			Bridgeport Community Health Center, Inc



982 East Main Street



Bridgeport, CT 06608



203-696-3260(ph) 



contact: Ludwig M. Spinelli* CEO


			JP Morgan Chase Wellness Center



1071 East Main St



Bridgeport, CT 06608



203-



contact: Ludwig M. Spinelli* CEO





			Ralphola Taylor Health Center



790 Central Avenue



Bridgeport, CT 06607



203-332-4567(ph) 



contact: Ludwig M. Spinelli* CEO


			Stamford Community Health Center



137 Henry Street



Stamford, CT 06902



203-327-5111(ph) 


contact: Ludwig M. Spinelli* CEO





			Stamford Community Health Center



245 Selleck Street



Stamford, CT 06902



203-359-6990(ph) 



contact: Ludwig M. Spinelli* CEO


			Stratford Community Health Center



727 Honeyspot Road



Stratford, CT 06615



203-375-7242(ph) 



contact: Ludwig M. Spinelli* CEO





			Southwest Community Health Center



361 Bird Street



Bridgeport, CT 06605



203-330-6000(ph) 203-576-8444(fax)


contact: Katherine S. Yacavone** CEO/President


			Southwest Community Health Center



743 South Avenue



Bridgeport, CT 06604



203-330-6010(ph) 203-330-6013(fax)


contact: Katherine S. Yacavone** CEO/President





			Southwest Community Health Center



510 Clinton Avenue



Bridgeport, CT 06605



203-366-4000(ph) 203-382-2954(fax)


contact: Katherine S. Yacavone** CEO/President


			Southwest Community Health Center



1046 Fairfield Avenue



Bridgeport, CT 06605



203-330-6054(ph) 203-331-4716(fax)


contact: Katherine S. Yacavone**CEO/President





			Norwalk Community Health Center



121 Water Street



Norwalk, CT 06854



203-899-1770 ext 255(ph) 



contact: Lawrence Cross, Exec. Director


			Valley Women’s Health Access Program



67 Maple Avenue



Derby, CT 06418



203-



contact: Susan Rosen, Exec. Director





			Staywell Health Center, Inc



80 Phoenix Avenue



203-756-8021



Waterbury, CT 06702



contact: Donald Thompson, CEO/President


			New Opportunities, Inc. Early Childhood Division


444 North Main Street



Waterbury, CT 06702



203-759-0841(ph) 203-759-0628(fax)


contact: Dona Ditrio, Director








*These sites are associated with the Bridgeport Community Health Center, Inc. 471 Barnum Ave, Bridgeport, CT 06608


**These sites are associated with the Southwest Community Health Center, Inc. 361 Bird St., Bridgeport, CT 06605



			Head Start



165 Flax Hill Road



Norwalk, CT 06854



203-852-9625(ph) 203-853-7338(fax)


contact: ***


			Head Start



11 Ingalls Avenue



Norwalk, CT 06854



203-852-9625(ph) 203-853-7338(fax)


contact: ***





			Dental Center of Stamford



587 Elm Street



Stamford, CT 06902



203-969-0802(ph) 203-326-2990(fax)



contact: ***


			Nathan Hale Middle School****



Strawberry Hill Avenue



Norwalk, CT 06851



203-



contact: Karyn Leviner





			Norwalk High School****



55 County Street



Norwalk, CT 06851



203-



contact: Ms. Dale Ford


			Brien McMahon High School****


300 Highland Avenue



Norwalk, CT 06854



203-



contact: Dorleen Fabin





			Briggs High School****



350 Main Street



Norwalk, CT 06851



203-



contact: Lesley Eisenberg


			A.B.C.D., Inc., Inner City Children’s Center



1070 Park Avenue



Bridgeport, CT 06604



203-366-8241 ext. 273



contact: Thomas Haith





			Lucille Johnson Child Care Center*****



816 Fairfield Avenue



Bridgeport, CT 06



203-331-4543



contact: Monette Ferguson


			Cesar Batalla Child Care Center*****



927 Grand Street



Bridgeport, CT 06



203-336-2153 or 336-2156



contact: Patricia Chlebowski





			Children’s Garden, St. Dimitrie’s Church*****



539 Clinton Avenue



Bridgeport, CT 06



203-336-6603



contact: Elizabeth Williams


			Holy Name of Jesus Child Care Center*****



1950 Barnum Avenue



Bridgeport, CT 06



203-385-1127



contact: Angie Bailey





			Jamie A. Hulley Child Care Center*****


460 Lafayette Street



Bridgeport, CT 06



203-367-6801



contact: Hector Burgos


			Wheeler Center*****


115 Highland Street



Bridgeport, CT



203-338-9640 or 338-9692



contact: Doris Tompkins





			Bassick Head Start*****



Bassick High School


1181 Fairfield Avenue



Bridgeport, CT 06



203-367-7004



contact: Sheila Gallimore


			Johnson Head Start*****



Johnson Academy


719 Birdseye Street



Stratford, CT 06



203-385-3821 or 385-3819



contact: Christine Williams








***These sites are associated with Community Health Center, Inc. 635 Main St. Middletown, CT 06457



****These sites are associated with The Dr. Robert E. Apply School Based Health Centers, Carla Gisolfi, Program Director, c/o Human Services Council One Park Street, Norwalk, CT 06851



*****These sites are associated with ABCD Inc. Child Care, 1070 Park Ave., Bridgeport, CT 06604



			Trumbull/Monroe Regional


Head Start Program*****



220 Middlebrooks Avenue



Trumbull, CT 06611



203-452-4423



contact: 


			Bridgeport Health Department



School Based Health Centers******


752 East Main Street



Bridgeport, CT 06608



203-576-7446



contact: Kate Gredinger





			Bassick High School Based Health Center******



1181 Fairfield Avenue



Bridgeport, CT 066



203-576-7446



contact: Kate Gredinger


			Harding High School Based Health Center******


1732 Central Avenue



Bridgeport, CT 066



203-576-7446



contact: Kate Gredinger





			Central High School Based Health Center******


1 Lincoln Boulevard



Bridgeport, CT 066



203-576-7446



contact: Kate Gredinger


			Blackham School Based Health Center******



425 Thorme Street



Bridgeport, CT 066



203-576-7446



contact: Kate Gredinger





			Columbus School Based Health Center******



275 George Street



Bridgeport, CT 066



203-576-7446



contact: Kate Gredinger


			John F. Kennedy Campus



School Based Health Center******


700 Palisade Avenue



Bridgeport, CT 066



203-576-7446



contact: Kate Gredinger





			Luis Munoz Marin School Based Health Center******


479 Helen Street




Bridgeport, CT 066



203-576-7446



contact: Kate Gredinger


			Read School Based Health Center******



130 Ezra Street



Bridgeport, CT 066



203-576-7446



contact: Kate Gredinger





			Roosevelt School Based Health Center******



680 Park Avenue



Bridgeport, CT 066



203-576-7446



contact: Kate Gredinger


			St. Vincent’s Medical Center (5 sites)



2800 Main Street



Bridgeport, CT 06606



203-576-5399



contact: Donna Giaquinto, Mgr Patient Access





			St. Vincent’s Family Health Center (Clinic)



762 Lindley Street



Bridgeport, CT 06606



203-576-5130



contact: Nancy Busch, Director


			The Center at Bridgeport (St. Vincent’s Medical Center)


2400 Main Street



Bridgeport, CT 06606



203-362-3900



contact: Demetra Hammett, Office Manager





			Hall-Brooke Behavorial Health Services



47 Long Lots Road



Westport, CT 06880



203-221-8859



contact: Tiajuana Fogel


			Hall-Brooke at Lois Street



1 Lois Street



Norwalk, CT 06851



203-221-8836



contact: Demetra Hammett, Office Manager








*****This site is associated with ABCD Inc. Child Care, 1070 Park Ave., Bridgeport, CT 06604



			St. Mary’s Hospital



The Children’s and Family Health Center



95 Scovill Street, Pavillion B, 3rd FL



Waterbury, CT 06706



203-709-7022(ph) 203-709-7754(fax)


contact: Nydia Johnson, Financial Counselor


			St. Mary’s Hospital



Patient Financial Services


56 Franklin Street



Waterbury, CT 06706



203-709-3795(ph) djames@stmh.org


contact: Dolton James, Patient Financial Services Manager





			The Charlotte Hungerford Hospital



540 Litchfield Street



Torrington, CT 06790



860-496-6384(ph) Jmckenna@hungerford.org


contact:: Joyce McKenna, Outpatient Financial Counselor


			Bridgeport Hospital



267 Grant Street



Bridgeport, CT 06610



203-384-3775(ph)



contact: Patrick McCabe, Senior V.P. & CFO





			Broadview Middle School Based Health Center


72 Hospital Avenue



Danbury, CT 06810



203-797-4625



contact: Melanie Bonjour


			Danbury High School Based Health Center


43 Clapboard Ridge Road



Danbury, CT 06811



203-797-4625



contact: Melanie Bonjour





			City of Bridgeport Healthy Start



752 East Main Street



Bridgeport, CT 06608



203-576-8181



contact: Debbie Santos


			





			


			








The shaded areas represent organizations that have recently been approved to participate as a QE.
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ALL LOW-INCOME NEWBORNS TO RECEIVE EQUAL ACCESS TO MEDICAID 


WASHINGTON --All babies born in the United States whose deliveries are covered by Medicaid may remain eligible under certain circumstances for Medicaid for up to a year after their birth, announced Leslie V. Norwalk, Acting Administrator of the Centers for Medicare & Medicaid Services.         


The Medicaid statute provides that a child born to a mother receiving Medicaid will automatically be eligible for Medicaid for one full year, if certain conditions are met.


Typically, newborn eligibility for Medicaid is “deemed” as long as the mother remains Medicaid eligible, and the child is a member of the mother’s household.  Under this “deemed” status, the States do not make a new eligibility determination for the infant at the time of birth; rather, eligibility is continued under the mother’s status for the first year.  After one year, the child’s own eligibility must be established pursuant to previously announced criteria.


Certain non-citizens, who ordinarily can not be eligible for Medicaid, can be eligible for emergency Medicaid services, including the labor and delivery of a child.  Statements made by CMS in a July 2006 interim final rule stated that in these circumstances this “deeming” process would not extend to those infants born to mothers receiving such emergency Medicaid services.         


CMS will modify this policy in an interim final rule that will be issued shortly.  Any newborn whose mother files an application and is determined eligible for emergency Medicaid for the delivery could be deemed eligible for their first year of life. Documentation of eligibility would be required at redetermination in the same manner as for all deemed newborns.     


“Health care benefits are critical to the healthy development of newborn babies,” said Ms. Norwalk. “We have heard the concerns raised and are taking action to ensure that newborns in similar circumstances are treated the same under Medicaid eligibility rules,” she said.


Norwalk concluded, “We intend to modify the documentation requirements to put all babies born in the United States whose deliveries are covered by Medicaid on an equal footing.”     


More information can be found at: www.cms.hhs.gov
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According to the Office of Health Care Access (OHCA) 2006 
Hispanic Adults Survey, an estimated 36 percent or 84,000 adult 
Hispanics are currently uninsured. In contrast, OHCA’s 2006 
Household Survey estimated that 5.7 percent of all non-Hispanic 
adults are uninsured. Uninsured Hispanic adults are largely lower 
income workers, and very few have access to coverage through 
either their employer or that of another family member. 
Additionally, the survey found that the majority of uninsured 
Hispanic adults are not U.S. citizens (either legal or undocumented 
immigrants) and some may not be eligible for public coverage.  
 
The 2006 Hispanic Adults Survey was a telephone poll of 1,001 
Hispanics ages 18 and older completed in fall 2006 by the University 
of Connecticut’s Department of Public Policy and Center for Survey 
Research and Analysis. It has a margin of error of plus or minus 3.0 
percent.   


Hispanic adults are six times more likely to be uninsured than 
non-Hispanic adults. While two-thirds of all non-Hispanic adults 
have coverage through their own or someone else’s employer, fewer 
than one-third of all Hispanics have employment-based coverage. 
Hispanic adults are also less likely than others to have Medicare or 
purchase coverage for themselves. However, one-quarter of Hispanic 
adults are covered through HUSKY (Medicaid) and State assistance, 
compared to six percent of all other adults. 


Summary Results from OHCA’s  
2006 Hispanic Adults Survey 


March 2007 


Key Survey Findings 
• An estimated 84,000 or 36 percent 


of Hispanic adults are currently 
uninsured.   


• Twenty -eight percent of Hispanic 
adults have employment-based 
coverage, compared with 66 percent 
of all non-Hispanic adults. 


• Twenty-one percent of working 
uninsured Hispanic adults are 
eligible for their employers’ 
coverage. 


• Sixteen percent of uninsured 
Hispanic adults could potentially 
obtain coverage through a family 
member’s employer. 


• Ninety percent of Hispanic adults 
believe that having health insurance 
is “very important.” 


• Fifty-five percent of uninsured 
Hispanic adults are not U.S. citizens 
and therefore may not be eligible for 
public coverage. 


• One-third of all Hispanic adults 
consider the Emergency 
Department to be their regular 
source of primary care. 


• In the last year, nearly one of every 
four Hispanic adults postponed 
getting medical care because they 
could not afford it. 


• Thirteen percent of Hispanic adults 
chose not to get needed medical 
care during the prior year. 


• One of every five Hispanic adults 
had problems paying medical bills in 
the last  year. 
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Figure 1: Insurance coverage for Hispanic and
non-Hispanic adults, 2006







 


  Characteristics of uninsured Hispanic adults 


The majority of uninsured Hispanic adults are 
not U.S. citizens. Among Hispanic adults, citi-
zenship is strongly related to coverage as non-
citizens were nearly three times as likely to be 
uninsured as citizens (63 percent compared to 22 
percent).  


Only half of all working uninsured Hispanics 
are in permanent full-time positions, far fewer 
than insured workers. Permanent full-time 
workers are significantly more likely to have ac-
cess to coverage through their employers and to 
be insured. Overall, fewer working Hispanic 
adults, regardless of insurance status, are in per-
manent full-time positions (65 percent) as com-
pared to working non-Hispanic adults (78 per-
cent). This may be a factor in the lower share of 
Hispanics with employment-based coverage. 


Seventy-one percent of uninsured Hispanic 
adults are employed. Uninsured Hispanic adults 
are more likely to be employed than insured His-
panic adults (55 percent) and non-Hispanic adults 
(65 percent). 


Other demographic characteristics of unin-
sured Hispanic adults:  
• Almost one-half earn less than 150 percent 


and nearly two-thirds earn less than 300 per-
cent of the Federal Poverty Level (FPL). In 
contrast, almost two-thirds of all Connecticut 
adults earn 300 percent or more of FPL. 


 
• Sixty-two percent are unmarried and there-


fore may not have access to coverage through 
a spouse or partner. 


 
• Almost half do not have a high school di-


ploma.  
 
• They are younger, with forty five percent be-


tween ages 18 and 29 and 30 percent between 
ages 30 and 39. 


 
• Sixty-two percent are male. 
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CT Office of Health Care Access 2006 Hispanic Adults Survey


Figure 2: Citizenship status of uninsured Hispanic adults, 
2006
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Figure 3: Hispanic adults' employment status, 2006
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Figure 4: Hispanic adults'  type of employment, 2006
 (ages 18-64)







 


  


Funding for OHCA’s survey research was provided by the U.S. Department of Health and Human Services Health 
Resources and Services Administration (HRSA) State Planning Grants. 


Uninsured Hispanic adults have limited access to coverage 


Immigration status and the cost of health cov-
erage most frequently cited by Hispanic adults 
as the main reason they are uninsured. Some 
may not be eligible for public coverage and im-
migration status may also affect access to private 
coverage.  With two-thirds of uninsured Hispan-
ics earning below 300 percent of FPL, cost is a 
significant barrier to coverage. 


While most uninsured Hispanic adults work (71 
percent), few are eligible for coverage through 
their own employer (21 percent). Fewer work-
ing Hispanic adults may be eligible for employer 
coverage because nearly half of them are in tem-
porary, seasonal or part-time positions (Figure 4), 
employment that is much less likely to include 
health coverage. Additionally, forty-three percent 
of the working uninsured have been with their 
employers for less than two years and may not 
have been eligible for coverage during open en-
rollment.  
 
Working Hispanic adults are much less likely 
than non-Hispanics to have employer coverage 
(41 percent compared to 66 percent). 


Only 16 percent of uninsured Hispanic adults 
have access to coverage through a family 
member’s employer. While few uninsured His-
panic adults have access to coverage through a 
family member’s employer, over 20 percent of 
non-Hispanic adults obtain their coverage this 
way. 


Affordability cited as the main reason those 
eligible for their employers’ coverage have not 
enrolled. An additional 29 percent either don’t 
want coverage, have not asked about it or think 
enrolling is too difficult or involves too much 
paperwork. Twenty-four percent do not know 
why they have not enrolled. 
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Figure 5: Uninsured working Hispanics' eligibility for their 
employers' coverage, 2006 (ages 18-64)
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Figure 7: Uninsured Hispanics adults' access to coverage 
through a family member's employer, 2006
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Figure 8: Main reason Hispanic adults 
report they are uninsured, 2006
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Figure 6: Main reason Hispanic adults eligible for employer 
coverage have not enrolled, 2006







 


  


For further information, please contact Michael Sabados 
at Michael.sabados@po.state.ct.us or (860) 418-7069. 


One of every four Hispanic adults postponed 
needed medical care due to cost. Furthermore, 
13 percent chose not to obtain care for an illness. 
Comparatively, only four percent of non-Hispanic 
adults decided to forego care for a non-
emergency illness. Among Hispanic adults, the 
uninsured were the most likely to postpone or 
refrain from obtaining medical care. They also 
had half as many annual physician visits (three 
versus seven) and prescriptions (two versus 
seven) as the insured. Three-quarters of the unin-
sured would go to the doctor more often if they 
had coverage. 


Hispanic adults’ utilization of health care services 


One-third of all Hispanic adults consider the 
Emergency Department to be their regular 
source of primary care. In contrast, only one 
percent of non-Hispanics use the Emergency De-
partment for primary care. While most non-
Hispanic adults have a primary care physician (81 
percent), only one-third of Hispanics have one. 
The lack of a regular primary care physician may 
reduce the continuity and frequency of care. 


Summary 
 Hispanic adults’ high uninsured rate (36 percent) 
and limited share with employment- based cover-
age (28 percent) contrast sharply with the low 
uninsured rate (six percent) and widespread em-
ployment-based coverage (66 percent) among all 
other Connecticut adults. Among factors related 
to Hispanic adults’ high uninsured rate are:  


• Limited access to employment-based cov-
erage, despite the fact that most Hispanic 
adults are currently employed.  


• Immigration status, as over half of the un-
insured are not citizens (either legal or un-
documented immigrants) and some may 
not be eligible for public coverage. 


• Lower incomes, as many Hispanic adults 
cited cost as the main reason they had not 
enrolled in coverage. 


Hispanic adults’ high uninsured rate contributes 
to their lower utilization of health care services. 
They are less likely than other adults to have a 
regular health care provider and to have obtained 
care for an illness in the last year.  
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Figure 9: Regular health provider for Hispanic and
non-Hispanic adults, 2006
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Figure 10: Share of Hispanic adults who delayed or did not 
get needed medical care in the last year, 2006
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Figure 11: Share of Hispanic adults who had trouble paying 
their medical expenses, 2006


One of every five Hispanic adults had trouble 
paying their medical expenses in the last year. 
The uninsured were roughly twice as likely to 
have had difficulty paying their medical expenses 
than those with either public or private coverage.  






_1235374972.pdf


   


  


The Office of Health Care Access 2006 Household Survey polled over 
4,200 residents and was one of the largest polls of health insurance 
coverage in Connecticut. The survey produced an uninsured rate for 
children (<19 years) of 2.7 percent or an estimated 24,700 children at the 
time of the survey. (Figure 1). This is lower than both the overall 
uninsured rate of 6.4% and the uninsured rate for adults ages 19 through 
64 of 9.0%. Over the last year, 5.6 percent or an estimated 50,600 children 
experienced a period of uninsurance. 


 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 


 
Because the Household Survey included both adults and children, and the 
child uninsured rate was only 2.7 percent, the sample of uninsured 
children generated was too small to produce reliable detailed demographic 
analysis of this group. However, the uninsured as a whole (including 
children) are largely members of lower income working families for 
whom coverage is either unavailable or unaffordable. The majority of the 
uninsured are minorities (55 percent), even though minorities account for 
only 24 percent of the state’s total population.  
 
Children’s access to health insurance coverage continues to be of interest 
to policymakers and ongoing public support to ensure health coverage for 
all children has contributed to increased access to coverage. The uninsured 
rate for children has declined since OHCA’s 2001 survey from 4 percent 
to 2.7 percent in 2006, yet many children eligible for public coverage are 
not enrolled in that coverage. This issue brief discusses key factors 
affecting children’s health insurance coverage. 
 
 


Key Facts: Uninsured 


Children in Connecticut 


• The uninsured, including 


children, are 


predominantly in working 


families.  


• Connecticut’s uninsured 


rate for children has 


declined over the past five 


years. 


• Children in poverty are 


disproportionately 


uninsured.  


• 2.7% or an estimated 


24,700 of Connecticut’s 


901,000 children are 


uninsured. 


Children’s access to health 


insurance coverage continues 


to be of interest to 


policymakers and ongoing 


public support to ensure 


health coverage for all 


children has contributed to 


increased access to coverage.   


Child Health Coverage in Connecticut 2006 
March 2007 
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Figure 1: Share uninsured for age groups, 2006 (%)
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 Family Income Influences Coverage Type 
There is a relationship between family income and 
health care coverage. Children in families with higher 
incomes are most likely to have private coverage and 
much less likely to be uninsured. 


NOTES 
1. Kaiser Commission on Medicaid and the Uninsured The Uninsured: A 
Primer Key Facts about Americans without Health Insurance, October 
2006 


For further information, please contact Donna Longo at 
Donna.Longo@po.state.ct.us or (860) 418-7049. 


Many Factors Affect Whether Children Have  
Coverage: 
Most health coverage is obtained through an employer 
and most children are covered through a parent’s 
employer. Children in low income families are also 
eligible for public coverage. Factors that affect 
whether a child is actually enrolled in coverage 
include: 
• family income less than 185% of the federal 


poverty level; 
• a parent or guardian enrolls them in public 


coverage for which they are eligible; 
• parent(s) who work; 
• the working parent(s)’ employer(s) offers health 


insurance coverage; 
• the family is eligible for the employer coverage 


that is offered; 
• the family can afford the employee share of that 


coverage. 
 
Summary 
Although Connecticut’s uninsured rate for children is 
relatively low, uninsured children still comprise eleven 
percent of the state’s total uninsured population 
(Figure 3). Research shows that most children obtain 
health coverage as adults do, mainly through a family 
member’s employer. Family income often determines 
whether a family can afford to participate in employer 
offered coverage. In some instances, employers do not 
extend coverage to families. Furthermore, some 
employers do not offer any coverage. Additional 
factors that influence access to employer-based 
coverage include business size, eligibility criteria and 
offer rate.  
 
Uninsured children are similar to uninsured adults in 
that they are largely minorities and members of low-
income working families. In Connecticut, as well as 
nationally, children’s uninsured rates are lower than 
adult uninsured rates, primarily due to expansions in 
Medicaid and SCHIP, state administered public 
programs targeting low income families and children. 
However, the full potential of these public programs 
has not been reached since all eligible children are not 
enrolled. Finding ways to cover all children and 
ensuring access to health care remain on the policy 
agenda at both the state and federal level. 
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Figure 3: Age distribution of uninsured and all CT 
residents, 2006


Many Children are Eligible for Public Programs 
Children comprise a smaller share of the uninsured 
than of Connecticut’s population, and are less likely to 
be uninsured largely because they are eligible for pub-
lic programs such as HUSKY or they benefit from the 
state’s strong system of employer-sponsored coverage.   
HUSKY A covers children up to 185% FPL and 
HUSKY B covers children up to 300% FPL. A recent 
study published by the Robert Wood Johnson Founda-
tion concluded that from 1997 when the State Chil-
dren’s Health Insurance Program (SCHIP) was en-
acted until 2004, the number of uninsured children 
nationally fell by two million. Nationally Medicaid 
and SCHIP cover one quarter of all children and half 
of low-income children.1 
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According to the Office of Health Care Access (OHCA) 2006 
Young Adults Survey, an estimated 22 percent or 95,200 adults 
ages 19 to 29 are currently uninsured. The high uninsured rate may 
result from young adults “aging out” or becoming ineligible for 
parental or public coverage at a time when they have not yet 
obtained employment-based coverage on their own. Specifically, 
three-quarters of all uninsured young adults are currently working, 
yet only 15 percent have access to employer coverage. Despite 
young adults’ high uninsured rate, nearly 95 percent think that 
having insurance is either “very” or “somewhat” important. 
 
The 2006 Young Adults Survey was a telephone poll of 600 adults 
between ages 19 and 29 conducted in the summer of 2006 by the 
University of Connecticut’s Department of Public Policy and 
Center for Survey Research and Analysis. It has a margin of error 
of plus or minus 3.3 percent.   
 
 
 
 
 
 
 
 
 
 
 
 
 
Young adults have the highest risk of being uninsured. Unlike 
children, young adults (ages 19 to 29) do not automatically qualify 
for public coverage and so the share of young adults with public 
coverage is half that of children (9 percent versus 20 percent). 
Additionally, fewer young adults than children have private 
coverage as many “age out” or become ineligible for parental 
coverage. In comparison with older working age adults (ages 30 to 
64), fewer young adults have private coverage (65 percent 
compared to 83 percent), particularly as many do not have access to 
coverage through their employers.  
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Key Survey Findings 


• An estimated 95,200 or 22 percent of 
young adults are currently uninsured.   


 
• Approximately 65 percent of all young 


adults have private coverage; 9 
percent have public coverage and 4 
percent are insured through an 
unknown source. 


 
• One in five young adults with private 


coverage has it through a parent/
guardian. 


 
• Ninety-five percent of young adults 


think health insurance coverage is 
either “very” or “somewhat“ important. 


 
• Nearly three-quarters of all uninsured 


young adults are currently employed, 
most in permanent full-time positions, 
yet only 15 percent have access to 
coverage through their employer. 


 
• Only 12 percent of uninsured young 


adults report that they could 
potentially obtain coverage through a 
family member’s employer. 


 
• In the last year, 36 percent of 


uninsured young adults postponed 
needed medical care and 24 percent 
chose not get it. 


 
• Approximately 15 percent of all young 


adults identified the hospital 
emergency department as their usual 
source of care for an illness or injury.  
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Figure 1: Type of insurance coverage by age group, 2006







 


 


Almost three-quarters of uninsured young 
adults are currently working. This includes 
those who are exclusively working and those who 
are both working and are either a full- or part-
time student. In comparison with older working 
age adults (ages 30 to 64), fewer working young 
adults are in permanent full-time positions, the 
type of employment most likely to include health 
coverage (70 percent compared to 80 percent). 
An additional 15 percent of uninsured young 
adults are full- or part-time students who are not 
currently employed. 


Uninsured young adults were much more likely 
to delay or postpone needed medical care. Un-
insured young adults may be choosing to forego 
timely care in part because significantly fewer 
have a regular primary care physician compared 
to those who are insured (40 percent compared to 
71 percent). It may also be related to cost, as 21 
percent of uninsured young adults had trouble 
paying their medical bills in the last year.   


Young adults cite cost, lack of access to em-
ployer coverage, and a variety of other reasons 
for why they are uninsured. Many also do not 
know or refuse to explain why they are uninsured. 


Few uninsured young adults have access to 
employment-based coverage. Although nearly 
three-quarters of all uninsured young adults work, 
just 15 percent are eligible for coverage through 
their own employer. Working uninsured young 
adults are less likely than others to hold perma-
nent full-time positions and most have been with 
their employer for less than two years, factors 
which may reduce their eligibility for employer 
coverage. 
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Figure 3: Access to employment-based coverage for 
uninsured young adults, 2006


Source: CT Office of Health Care Access 2006 Young Adults Survey
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Figure 4: Main reason young 
adults cite for  being uninsured, 
2006


For further information, please contact Michael Sabados at michael.sabados@po.state.ct.us or (860) 418-7069. 
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Figure 5: Share of young adults who delayed or chose not 
to get needed medical care during the last year, 2006
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Figure 2: Current work and student status of uninsured 
young adults, 2006


Summary 
 
Young adults’ high uninsured rate is in part 
related to a loss of parental coverage, dimin-
ished eligibility for public coverage, and more 
limited access to employment-based coverage. 






