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Medicaid Managed Care Council
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Meeting Summary: June 13, 2008
Next meeting date:  Friday July 11, 9:30 AM in LOB Room 1D
Present: Sen. Edith Prague, Rep. Vicki Nardello, Rep. David McCluskey, David Parrella & Rose Ciarcia (DSS), Thomas Deasy (Comptroller Office), James George (DCF), Mark Keenan (DPH), Ellen Andrews, Rev. Bonita Grubbs, Mary Alice Lee.

Also Present:  Robert Zavoski, MD (Medicaid Medical Director) & Silvana Flattery, Regional Administrator, Northern Region (DSS), Mark Scapellati & Nancy Blickenstaff (ACS), Scott Markovich (Anthem), Sylvia Kelly (CHNCT), Victoria Veltri (Office Heath Care Advocate), Sue Greeno (Consumer Access SC), Deb Poerio (School-based Health Centers), Jody Rowell (Child Guidance Clinics) (M. McCourt -Council staff).

Department of Social Services Report (Click icon below to view details of Charter Oak Health Plan, HUSKY program, dental carve-out, etc)

[image: image2.emf]MMCC HUSKY   Charter Oak Update06-08.ppt


Discussion highlights and Council questions included:
SFY 08-09 budget items
· Letters of approval for $4.5M dental grants for SBHC and non-Federally Qualified Health Clinics (FQHCs) being sent out June 14, 2008 and checks will be released shortly.  Rep. Nardello expressed appreciation for the DSS’s intensive effort over a short period of time to implement these initiatives that will improve children’s access to dental services.
· $2M budgeted each year for SFY 08 (will be released) & 09 for pregnant women unreimburseable prenatal (PNC) services will be provided as a ‘lump’ payment to PNC clinics (hospital and FQHC) after the delivery has been paid under Medicaid emergency services.  DSS will have separate agreements with each PNC clinic: the process will include a clinic pre-registration of potentially qualifying women. The grant is not prescriptive (i.e. payment for services vs. labs tests, ultrasound, etc) as to how clinics use the monthly allotment. Sen. Prague thanked DSS for moving this initiative along for both fiscal years. 
Charter Oak Health Plan (COHP)
· A one page application for Charter Oak Health Plan will be available in July for August 2008 enrollment.  The DSS enrollment broker, ACS, will screen applications for income eligibility for HUSKY programs; a pre-determination letter will be sent to applicants. The Medicaid process has been streamlined with HUSKY A referrals sent to one of 3 DSS regional processing units (RPUs).  
· Questions pertaining to COHP included:

· Does COHP have income eligibility limits?  DSS stated there are none, it is similar to HUSKY B: members over 300% FPL pay full monthly premiums.   
· Has the maximum out-of-pocket changed since DSS presentation at December public hearing?  DSS stated the member has to meet the deductible first – co-payments do not count toward the deductible. The maximum deductible is $150 for those with incomes 
       under 135% FPL.  DSS will present scenarios that illustrate member cost-share at          the July Council meeting.
· In response to questions about the financial projections of COHP and State’s financial risk (currently there is no federal match for COHP; it is a state-subsidized program) DSS agreed to have DSS actuary staff attend the July Council meeting to explain the program cost projections for medical, pharmacy and BH  paid through the premium ‘pool’.  Questions about the state risk involving the service carve-outs 1) Behavioral health services under COHP for members over 300% FPL and 2) Pharmacy services under the DSS Preferred Drug List (PDL) related to > 300% FPL: is the state also subsidizing these services for members over 300% FPL? 

·  DSS noted that all monthly premiums are pooled to pay for managed care organization (MCO) at-risk medical services and state funded BH and pharmacy services in COHP. The MCOs are not at risk for pharmacy and BH since they were previously carved-out of HUSKY.  DSS does not have the percentage distribution for the three service types (will be provided in July along with MCO PMPM capitated payments).  

· If overall COHP service costs exceed the pooled dollar amount the state can contain the risk through steps such as capped enrollment in COHP.  

· DSS has been working with CMS and has submitted a draft concept waiver to CMS to place COHP, SAGA and Family planning services under an 1115 waiver, which would provide federal match for services under such a waiver.
· COHP six month “crowd out” provision does not apply to individuals insured through public programs.  Individuals are obligated to take employer-based insurance; however there will be exceptions to ‘crowd –out” rules for COHP such as financial hardship.

· There are no pre-existing condition exclusions in COHP.  Individuals with chronic health conditions that participate in other high cost coverage programs may be eligible for a crowd-out exclusion; however applicants should consult ACS before making any health coverage changes in order to become eligible for COHP.  
· DSS/ MCO contract for HUSKY A, B and COHP have not been signed; however agreement has been reached on the contract financials and DSS is confident the contracts will be signed.  Dept. of Insurance must approve CT licenses for the 2 new Medicaid plans – Aetna Better Health and AmeriChoice.
· The addition of COHP BH services to BHP Administrative Service Organization (ASO) will necessitate a contract amendment as will the ACS contract.
· Dr. Mark Schaefer (DSS-BHP) will be asked to explain COHP behavioral health benefits under BHP at the July Council meeting.

HUSKY Programs

· DSS expects a county phase-in from Anthem and HUSKY FFS to three contracted health plans to occur with mandatory county enrollments September - December 2008 (one county in Sept. followed by 3 in October and 4 in November).  Applicant/member resources will continue to be ACS, HUSKY Infoline and DSS (overflow calls).  Questions raised by Council members:
· Adequate provider network capacity/plan/county has been an ongoing concern proven out in the DSS Mystery shopper survey in 2007.  DSS was urged to assess adequacy of network by provider type prior to opening mandatory enrollment in a county.  DSS agreed that after the MCOs have signed contracts with providers DSS would start random calls in advance of a county’s enrollment in September.
· DSS has been working with DPH and SBHC in an ad hoc work group to address SBHC billing/co-pay issues under the new system since SBHCs cannot collect co-pays.  Sen. Prague noted there is a problem in Norwich in that in some Norwich primary care offices there is a sign telling patients that if their children receive services from a SBHC, the practice will not see them.  Concern expressed that this occurs in PCP offices.  Sen. Prague asked DSS for SBHC list and services/SBHC. 
· Given the high Jan – March 31, 2008 number of defaults (non-plan choosers) does DSS expect this to occur under this transition?  DSS stated it is possible there will be 15-20% default (to health plans, not FFS in this transition): however there is no lock-in for HUSKY A – members can change plans at any time, so a member can change to another plan if they find their provider does not participate in the default assigned plan.
Centralized Application Process
Silvana Flattery, Regional Administrator, Northern Region provided a description of DSS reorganization of application process for HUSKY from the individual DSS offices to three regional processing units (RPUs) that had previously been designated for children’s presumptive eligibility (PE) and pregnant women’s expedited eligibility (EE).  The RPUs are in Bridgeport, Hartford and Middletown.  New applications and interim changes will proceed from ACS (now a Qualified Entity) and other DSS offices to the RPU in the member’s geographic area.  Applications will be processed in one day.  Mary Alice Lee asked why this approach was chosen over the DSS centralized one described in legislation.  Ms. Flattery stated there was no associated funding for a DSS central office process and DSS offices felt it was better to process applications in the client’s geographic area.  Now that ACS is a QE, application processing will be done more quickly and communication between ACS & Medicaid (3 RPUs) will be improved. Ms. Lee asked DSS to follow up with Ms. Flattery with the question of how the client will experience an improvement in this RPU process.   Additional questions from Council:
· DSS offices still close for several hours a day twice weekly to allow staff to process paperwork; however an in-bound call prompt instructs a caller that requires immediate assistance (not from their case worker) to press a number to talk with a DSS staff person.
· How will the Governor’s hiring freeze affect DSS: COHP staff was hired before the freeze but there will be an overall impact on area DSS offices.
Prior Authorization Activity under the Transition Health Plans

[image: image3.emf]MMCC report june 13  08.doc


Beginning Jan. 1, 2008, health plans (pre-paid inpatient health plans (PIHPs) were required to submit denied requests for prior authorization (PA) to DSS Medical Director for review and final decision.  The above memo outlines the PA activity from Jan. 1 – through June 12, 2008 (see above report for details of PA denials children/adults.)  Dr. Zavoski stated that the current PA review system is working well and he commended the health plan’s medical directors and staff for their professional work with DSS.  Council comments:
· Sue Greeno, Co-Chair of the Council Consumer Access SC thanked DSS for the report, noting that the subcommittee has recognized the importance of PA retrospective MCO reports as baseline data, contrasted with the 1st HUSKY transition and 2nd transition back to managed care.

· Rep. McCluskey asked if DSS will continue to have a direct role in review of denied requests for prior authorizations under HUSKY and COHP managed care.  Dr. Zavoski stated this is being discussed at a ‘higher’ level in DSS for DSS to continue to look at PAs under the managed care system.

PCCM Update
Rose Ciarcia reported that she and Dr. Zavoski have been meeting with an external work group to develop the PCCM model in CT.  In addition there have been smaller work groups that address provider enrollment & client outreach, financial analysis of the provider PMPM fee for provider case management and system supports.  When the PMPM fee is determined, the PCCM report will be completed and released to the CT General Assembly.
HUSKY Enrollment Report: ACS (click on icon below to view presentation & enrollment data)
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Mark Scapellati and Nancy Blickenstaff (ACS) presented HUSKY A & B enrollment data as of June 1, 2008.  Since January 2008 total HUSKY A enrollment has increased by 9,321 enrollees, averaging 1,554/month, < 19 children’s enrollment increased by 4,645 (average of 774/M) over the same period and adult/caregiver enrollment increased by 4,576 (average of 779/M).  HUSKY B enrollment grew by 268 over these 6 months, HUSKY Plus had a 15 member increase during this period.  There were twice the number of HUSKY B Band 2 ‘lock-outs’ (for 3 months after outstanding premiums paid) than Band 3 (full premium). Anthem has 189,917 HUSKY A and 11,856 HUSKY B members, CHNCT 94,261 HUSKY A and 4,544 B members and there are 37,818 members in HUSKY FFS.  Based on June enrollment numbers that will increase by August, a large number of Anthem & FFS members (237,591 total HUSKY A & B as of June) must move into one of the three managed care plans over 3 months in the fall rollout of the 2nd HUSKY transition back to an at risk managed care system.  After October 1 it is expected PCCM will also be a health care delivery choice for members.
ACS has been newly designated a Qualified Entity (QE) that allows ACS to:

· Deem a child presumptively eligible for HUSKY A when eligibility moves from HUSKY B to A, send to RPU to enter into EMS system and grant HUSKY A in one day.

· Newborns: For applications sent by hospitals, ACS will determine whether the child is eligible for HUSKY B or eligible for HUSKY A PE within one day of receipt of the application.  If HUSKY A PE eligible, ACS will send the application to the RPU to enter into the system in one day.  

In addition ACS will screen COHP one-page applications, send any applications potentially eligible for HUSKY A, Adult Medicaid or SAGA Medical to a DSS office in the applicant’s area.  ACS will grant Charter Oak eligibility as appropriate. ACS will also bill COHP members for premiums, track payments and track client deductible payment status.

Council Subcommittee Reports 
· Quality Subcommittee – chair – Paula Armbruster.  Please see May meeting summary attached
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· Consumer Access Subcommittee:  Co-Chairs – Christine Bianchi & Sue Greeno
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Sue Greeno reported on key SC issues:

· Recruitment of parent representatives to the SC; the Council’s MSN intern proposed a parent outreach and mentoring project that the SC accepted.  Further work will be done by Edie Ouellet BSN, RN over the summer.

· Newborn health coverage initiative status was reviewed with two areas of concern identified:

· All CT hospitals participation in ensuring all uninsured newborns receive health insurance coverage (HUSKY A or B) before hospital discharge.

· Importance of and lack of collaboration with community organizations that connect women/newborn to health coverage.  
              Rep. Nardello asked the MMCC continue to be informed on the hospital participation status; if                 all hospitals do not participate, will address issue with CHA.  DSS stated hospitals are                                cooperating with the agency to meet the Governor’s goals of this initiative.

· Since mass member mailings will be going out to HUSKY beneficiaries for the dental carve-out and 2nd transitional phase of the programs, it is important to assess by return mail to DSS, those mailings that did not get to members.  The rather large default numbers in phase 1 transition suggest members may not have received notices (or received them but did not understand how to act on the notice).  DS reported that:

· SAGA Jan. 08 mail return rate was 9.5%

· HUSKY FFS transitional mailings (informing members they were defaulted into FFS) had a 7% return rate of the 22,000 mailed at one point in time.

     The SC requested ongoing information on the return mail, starting with the dental carve-out mailings,        since all return mail will go to DSS.  A significant (?) percentage of return mail suggests the need to          look at other communication strategies.
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HUSKY & CHARTER OAK

		Outreach will include

		Client mailings (HUSKY)

		Customer contact mailings (Charter Oak)

		Website updates

		News media

		Marketing materials, e.g. brochures, Q & A



DSS

Outreach Partners

MCOs







Charter Oak

		Implementation begins 7/1/08

		Three MCOs

		Aetna Better Health

		AmeriChoice

		CHNCT









Charter Oak

		July - Applications accepted  

		August – Enrollments Begin 

		Application process:

		One page screening application

		Pre-determination letter to applicant



Medicaid, HUSKY or Charter Oak

If Additional Info Needed 

MCO Choice    







Benefit Structure

		Office Visits

		Preventive Care 100% Covered

		PCP $25 co-pay

		Specialist $35 co-pay

		Urgent Care $35 co-pay

		Emergency Room Services $100 



     (waived if admitted/deemed emergency)







Benefit Structure

		Ambulatory Surgery 20% After Deductible





		Inpatient Acute Admission 10% After Deductible





		Inpatient Rehabilitation /Skilled Nursing Facility14 Days per Year, Prior Authorization 20% After Deductible



		Outpatient Rehab 30 Visits per Year $35 co-pay



		Outpatient Lab and Xrays 20% After Deductible











Benefit Structure

		Maternity 





		Durable Medical Equipment (DME) $4,000 Annual Limit with PA 



		Behavioral Health (BH) Subject to Limits and PA for certain services 



     	Outpatient visits Mental Health 

    		Substance Abuse PA and $35 co-pay

		BH Inpatient admissions Subject to Limits 

     







Benefit Structure

		Prescription Drugs $7,500 Annual Limit 



		Tier 1 (generic) $10 Generics



		Tier 2 (preferred brand) $35 Brand Name Formulary



		Tier 3 (non-preferred brand) Full cost or $35 with Medical Exception











HUSKY Application Process

		In addition to single Charter Oak Application, HUSKY application revised to also include Charter Oak  

		Revisions 

		Combined HUSKY & Charter Oak logo

		Re-formatting layout

		Clarifying instructions

		Questions re-assessed and simplified        









HUSKY Application Process

		Continued screening by ACS for possible eligibility under DSS medical assistance programs  

		Referral process streamlined

		Referrals made to regional processing units rather than individual DSS offices       









HUSKY Transition

		June/July – General Informing

		August through December – BCFP and TM client transition

		Phase-in, by county

		MCO networks assessed prior to a county being “turned-on”

		Non-choosers will be assigned to one of the three MCOs     









HUSKY Transition

		ACS prepared for increased volume





		HUSKY Infoline also prepared to accept calls and assist HUSKY members





		DSS poised to accept overflow calls, if necessary       









Dental Carve-Out

		July - August Target date for dental carve out

		DBM will be phased in to current program





		DBM will need to interface with DSS and EDS systems



Will need to move members from different programs *SAGA and FFS) into a single system



		Aggressive provider recruiting and enrollment



		Class Action Notices delivered to members of the Carr vs. Wilson – Coker Lawsuit





		Member Notices to HUSKY A & B, SAGA & FFS to provide information about program













Dental Carve-Out



		Provider Notices to go out regarding new DBM 

		August - September 

		Provider recruiting continues

		Phase-in of P.A. system

		Targeted member mailings by DBM  

		Begin to phase in community based activities to ensure member services are accessibile and delivered













4.5 Million Funding For SBHC;s And Non – FQHC Clinics

		Applications reviewed for content and funding levels

		A large number of “hidden” facilities exist 





		Letters of approval have gone out on June 14, 2008





		Award grants and checks will be going out shortly









Pregnant Women 

Unreimburseable Services

		Since not Medicaid, need separate agreements with pre-natal clinics (FQHCs, hospital clinics).   

		Pre-registration of potentially qualifying pregnant women by pre-natal clinic

		Lump payment made to pre-natal clinic after the delivery has been paid under Medicaid (emergency service)

		After the fact payment ensures that pregnant woman meets eligibility criteria as already completed application process for delivery payment   
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Meeting Summary: May 15, 2008

Chair: Paula Armbruster


No June Meeting:  Next meeting Thursday July 10, 2008 @ 9:30 AM LOB RM 3800

CT Voices: Maternal birth data match & encounter data 


In addition to the annual DSS/DPH maternal birth data match, Mary Alice Lee reviewed the indicators that CTVoices will search for these HUSKY members continuously enrolled for one year prior to the birth in CY 2006:


· Pharmacy data including folic acid (may be multi-vitamins as well)


· Dental services


· Injuries during pregnancy: unable to determine cause of injury as secondary diagnosis on ED record (i.e. domestic violence, car accident, etc.) not required


· Enrollment dynamics: what trimester pregnant women were enrolled in Medicaid (HUSKY/ FFS).  About 47% of women that have given birth during a CY were already HUSKY members.  There are approximately 2900 births in Medicaid FFS and 20 births in HUSKY B.


Other sources of information on HUSKY births:


· The most recent 6 month period managed care reports are due to DSS July 1, 2008.  The plans were asked if they report to DSS newborn admissions to neonatal intensive care units (NICUs) and average length of stay.  The plans thought this is reported separately from PNC data.  This information is important in evaluating maternal care and costs in HUSKY (& Medicaid).


· Addendum:  Office of Health Care Access released the report Preventable Hospitalizations in Connecticut: An Updated Assessment of Access to Community Health Services FYs2000-2006, results of which showed CT had higher preventable hospitalization rates than the nation for bacterial pneumonia, dehydration and low birth weight.  Find full report: www.ct.gov/ohca

· DPH receives CHIME data for births and can identify NICU admissions.


Addendum 5-21: follow up from Carol Stone DPH: During the discussion about CHIME data, it was asked if the data could be used to compute population-based newborn hospitalization costs and length of stay.  The answer to this is currently a qualified Yes, because Milford chose not to provide that data through CHIME to DPH.  Dr. Lloyd Mueller, who has independent access to OHCA data, agrees that these figures are possible.

· DPH Initiatives include: 


· DPH Multi Cultural Health report expected in the Fall


· MCH Work Group which includes a strategic plan for reducing low birth weights (LBW) will soon be released.  It was suggested this report should be presented to the Medicaid Council.


· DPH Health Care Disparities Work group within the Public Health Initiatives Branch that includes a focus on LBW


Addendum 5-21: follow up from Carol Stone ( DPH): During the discussion about the MCH Workgroup report and its imminent release, I indicated that a LBW strategic plan under Lisa Davis' leadership has been developed.  Lisa tells me that the plan is going through internal review, and after completion of this process, it will be available to share with the group.  Lisa is also a participant in the Health Disparities Workgroup recently formed within our branch, the current focus of which is LBW.  She indicated that she can join the next QA meeting in July to discuss the activities of this group.

It is expected these three reports would be available after July and presented to the Medicaid Council/Quality SC by September 2008.


The Subcommittee suggested considering input on maternal care to the Council/Subcommittee from the Legislative Commissions that pertain to specific populations by race/ethnicity.

HUSKY A Children’s Asthma CY 2006 (see report on www.ctkidslink.org )
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Mary Alice Lee presented the report on CY 2006 asthma prevalence, ED and hospital asthma related services and Primary Care follow-up of HUSKY children using these two services.  The results are similar to CY 2005.  PCP and managed care timely follow up of members with asthma-related ED visits remains problematic because the ED visit is not communicated to the PCP and managed care learns of the visit from claims data. How can ED/PCP care coordination be improved?  

CT Medicaid HUSKY compares favorably with nationwide Medicaid managed care plans on the HEDIS measure of appropriate asthma medication use for members with ‘persistent asthma’, averaging 87% compliance in CT for long term corticosteroid prescriptions and 90% nationwide.  However the measure calls for evidence of one script for long term asthma control medication (versus the “rescue medications”).  This measure doesn’t require quantifying the regular use of the control medications (i.e. frequency of script claims/client /reporting cycle for members with persistent asthma) and there was a suggestion that a future study be done looking at this.

Subcommittee Focus Areas 


Brief discussion of two topics identified by the SC as focus areas:


· Co-enrollment in HUSKY A & WIC programs: prior to this meeting, staff discussed with DSS how best to increase HUSKY co-enrollment in WIC.  In previous DSS/MCO contracts provision MCOs developed a memorandum of understanding (MOU) with WIC programs.  The new contract provisions are expected to include an MOU with MCOs and WIC.  Continue the discussion when DSS is present at the Subcommittee meeting.


· Quantifying STD’s in HUSKY A & ? B:  we have no reports by MCOs on screening members for STDs, positive tests and medication interventions.  Staff followed up with DPH about statewide reporting for STDs (see DPH site for 2007 data:  www.ct.gov/dph )

· Reportable STDs to State: Chlamydia, gonorrhea and syphilis.  


· Family Planning clinics, STD clinic tests would be processed by the state lab; in HUSKY other tests costs would be under MCOs costs. DPH will be tracking cases of cervical intro-epithelial neoplascia (CIN grade 2-3) related to a one of the HPV viruses.

· HPV vaccine, recommended for girls ages 11 – 18 years, is part of no-cost vaccine program for uninsured children, FQHC patients and Medicaid clients.  DPH can tract the vaccine rate/trends for this age group.  For women 19-26 years the vaccine cost is about $120/injection for 3 doses.  Recently, according to DPH,  DSS increased all adult vaccine reimbursement to providers and now reimburse $100 for each HPV vaccine.  

· The 2007 DPH data mirrors national data in that:


· Chlamydia represents 82% of STD cases reported to DPH with 75% of women infected.  The consequences of undetected infection for the female is pelvic inflammatory disease that if untreated would lead to conception problems

· Adolescents ages 15-19 have the highest Chlamydia rates,: 


· Black females have a 2.7 higher infection rate than white teens and 1.9 to 2.5 higher rate than white women in the age cohorts of 20-24, 25-29 and 30 -34. 


· Hispanic females have 1.4 times higher rate compared to white teens. 

Both Commercial and Medicaid carriers monitor Chlamydia screens/ positive tests: overview of the  NCQA measure:

The HEDIS Chlamydia measure utilizes Medicaid and commercial administrative data only, and is separated for reporting purposes into 2 age cohorts – women age 16-20 and 21-26 years – as well as the overall rate. In addition, it is reported by separate product lines. As with most HEDIS measures, there are continuous enrollment requirements, in this case no more than a single gap of up to 45 days during the measurement year.  An important aspect of this measure is the specification that a woman not only be in the appropriate age range, but that she be identified as sexually active as well. (See NCQA Codes Utilized in the NCQA HEDIS Chlamydia Screening Measure.)


Health plans must use both pharmacy data and claims/encounter data to identify the eligible populations. NCQA provides a series of CPT and ICD-9 codes that are accepted as identifying a woman as sexually active. In addition, members who filled a prescription for oral contraceptives, an IUD, a diaphragm or other prescribed contraceptive during the measurement year are eligible. A small subset of members can be excluded from the population, namely those who have had a pregnancy test within 7 days of a prescription for Accutane or an x-ray. Lastly, NCQA provides a series of codes that are acceptable as evidence that a woman has had a Chlamydia screening test during the measurement year.


It is unclear if HUSKY health plans accredited by NCQA report on this particular HEDIS measure.  It would be possible to assess baseline HUSKY screening data by age and gender through MCO lab data and if necessary do a Medicaid match with DPH positive test case reports to identify the percentage of positive tests that were outside the health plan lab vendor claims.


Proposed:

Until there is a plan for HUSKY health plans to apply the HEDIS measures for Chlamydia screens for the specified age cohorts, it was suggested that:

· Stakeholders promote/create education opportunities for practitioners, HUSKY plan members and the community on STD screens, in particular Chlamydia.


· SC invite representatives from Family Planning clinics, STD clinics, FQHCs and School-based Health Centers to the SC to describe their approach to STD screening for their population and contribute to the promotion of provider/public education.


· SC discuss further health plan provider/member activities related to STD screening. Anthem stated their recent member newsletter included information on Chlamydia.  


Resource on “Best Practices”: http://www.ncqa.org/Portals/0/Publications/Resource%20Library/Improving_Chlamydia_Screening_08.pdf

Action Steps:


Invite health providers to a SC meeting in July or September to begin the process of identifying  best practices in STD screening, community education and interventions for HUSKY members.

Addendum 5-21: follow up by Carol Stone (DPH): During the discussion about STDs, it was suggested that someone from the DPH STD program might join the next meeting in July to discuss outreach and educational efforts.  I spoke with Heidi Jenkins, manager for the STD program, and she has agreed to participate. 

Other

DPH will present a free seminar on “BIOBANKS” on Thursday May 22 from 1-3 PM at the Crowne Plaza, 1100 Berlin Road, Cromwell.  To register email: Louise.Smith @ct.gov or call 860-509-7218.  Biobanks are large biological repositories and data derived from their contents provides information on genetic and environmental factors that cause disease, including preterm births. 


NO JUNE MEETING: NEXT MEETING IS JULY 10TH AT 9:30 AM IN LOB RM. 3800.[image: image3.png]





_1273386553.pdf




 New Haven Office:  33 Whitney Avenue • New Haven CT 06510 • Phone: 203.498.4240 • Fax: 203.498.4242 Web Site: www.ctkidslink.org 
Hartford Office: 53 Oak Street, Suite 15 • Hartford CT 06106 • Phone: 860.548.1661 • Fax: 860.548.1783 E-mail: voices@ctkidslink.org



 
 
 
 



 
 



Asthma and Asthma-Related Health Care for Children Enrolled in HUSKY A: 2006 
Executive Summary 



           April 2008 
 



Purpose 
To describe the prevalence of asthma and asthma-
related health care among children enrolled in 
HUSKY A and to identify trends and factors 
associated with access to care.   
 
This report is the ninth annual report on asthma and 
asthma-related health care in HUSKY A (Medicaid 
managed care). 1 
 
Findings 
There were 157,178 children under 21 who were 
continuously enrolled in HUSKY A in CY 2006. 
 
Asthma prevalence:  In 2006, 32,957 children 
(21%) received care for a primary diagnosis of asthma 
or a prescription for a medication used to treat 
asthma.2  This rate is similar to the previous year 
(20%).  Asthma prevalence in 2006 was associated 
with age, gender, race/ethnicity, primary language, 
and residence (Table 1).  The prevalence of asthma 
was significantly higher among: 
• Children under 6, compared to all older children; 
• Boys, compared to girls; 
• Hispanic children, compared to African-American 



or White children; 
• Spanish-speaking children, compared to English-



speaking or other language-speaking children; 
• Children living in Hartford compared with 



children living in other towns. 
 
Among all continuously enrolled children, 7,843 (5%) 
had persistent asthma, down from the previous year 
(7%).3   The number of children with persistent 
asthma represents nearly 24 percent of children with 
any asthma care (32,957).  
 
Asthma-related health care utilization:  In 2006, 
children with asthma made an average of three office 
or clinic visits for asthma care (Table 2).  Nearly one 
in five children (18%) with any outpatient visits made 



more than one visit, as recommended by national 
guidelines for asthma care.4  Among children with 
asthma, 3,208 children (nearly 10%) made 4,257 visits 
for emergency care (average 1.3 per child); 25 percent 
of them were seen in the emergency room more than 
once.  The emergency care utilization rate among 
asthmatic children who changed health plans was 
higher than the rate for children who did not change 
plans (12% and nearly 10%, respectively).  
 
In 2006, 553 children (nearly 2% of those with 
asthma) were hospitalized at least once for asthma.   
 
Table 1.  Children with Treatment for Asthma 



 CY 2006 
(n=157,178) 



 Number Percent 
Total 32,957 21.0% 
Gender:                   Female 13,402 18.8% 



Male 16,029   22.4%* 
Age (years):                   <1   369   23.4%* 



 1-5 11,248   24.3%* 
 6-14 15,747 20.7% 



 15-20 5,593 16.9% 
Race/ethnicity: 



African-American 7,118 19.8% 
White  10,080 19.5% 



Hispanic 11,658   22.6%* 
Other 575 15.7% 



Residence:         
Bridgeport             3,231 21.4% 



Hartford 3,977   22.2%* 
New Haven 2,622 17.6% 



Other towns 23,127 21.2% 
Language:              English 27,891 20.7% 



Spanish 3,095   23.5%* 
Other languages 203 20.7% 



Unknown 1,768 21.4% 
Health Plan:        BlueCare 13,914 21.8% 



CHNCT 5,566 20.6% 
Health Net 8,393 20.2% 



Preferred One 2,993 19.4% 
Changed Plans 2,091 22.6% 



*Indicates significantly higher rate (p<0.05) compared to all other 
children. 











 



Table 2.  Asthma health care utilization 
Office/clinic visits (average) 3.0 
Children with asthma who:  



Received any emergency care 9.7% 
   Were hospitalized at least once 1.7% 



 



Follow-up after emergency care and 
hospitalization:  Fewer than one in four children 
(23%) who had emergency care for asthma in 2006 
received follow-up care within 2 weeks of the visit, as 
recommended.  Just over half of children hospitalized 
for asthma (52%) were seen in the 2 weeks following 
discharge.  Rates varied by managed care plan, with 
Preferred One’s rates lower than the program average 
for follow-up after an ED visit and hospital discharge  
(Table 3).   
 
Preferred Medications: Among children with 
persistent asthma, 83% filled prescriptions for long-
term control medications.5  Among health plans, this 
rate was lowest for Preferred One (78%) and highest 
for HealthNet (86%).    
 
The rates for children 5 to 9 (88%) and 10 to 17 
(87%) compared favorably to rates for Medicaid 



managed care plans nationwide (90% and 87%, 
respectively).6 
 
Table 3.  Follow-up Treatment for Asthma 



 Seen within 2 weeks a 
 After  



emergency visit 
After hospital 



discharge 
Total 23.1% 51.5% 
BlueCare 23.5% 46.7% 
CHNCT 23.5% 64.1% 
Health Net 26.1% 52.3% 
Preferred One 17.7% 47.5% 
Changed plans 20.3% 46.5% 



a Office or clinic visits for asthma or related diagnosis 
 



Conclusions 
• One in five children in HUSKY A received health 



care for asthma in 2006; 
• The proportion of children who received timely 



follow-up care after emergency visits or 
hospitalization was well below treatment 
guidelines; 



• Most but not all children with persistent asthma 
received appropriate medications for long-term 
control of symptoms.



 
                                                 
1 Connecticut Voices for Children is a non-profit organization that conducts research and policy analysis on children’s issues.  This 
report on asthma was prepared under a contract between the Connecticut Department of Social Services and the Hartford Foundation 
for Public Giving, with a grant from the Hartford Foundation to Connecticut Voices.  Connecticut Voices for Children contracts with 
MAXIMUS, Inc. for data management and data analysis.  This report was prepared by Mary Alice Lee, Ph.D., Karen M. Sautter, 
M.P.H., and Amanda Learned, B.A.  This publication does not express the views of the Department or the State of Connecticut.  The 
views and opinions expressed are those of the authors. The detailed report and earlier reports are available online at 
www.ctkidslink.org. 
2 Estimating asthma prevalence:  Using HUSKY A enrollment data, children under 21 years of age who were continuously enrolled 
from January 1 through December 31, 2006, were identified.  Encounter data were searched for records corresponding to outpatient, 
inpatient, and emergency care with a primary diagnosis of asthma (ICD-9-CM code 493.0-493.9). HUSKY pharmacy data were 
searched for prescriptions for any of one of the medications on a list developed by the National Committee for Quality Assurance 
(NCQA) for managed care plan performance monitoring. The prevalence of pediatric asthma was estimated by determining the 
proportion of all continuously enrolled children who received any care for a primary diagnosis of asthma or any prescriptions for 
asthma medication.   
3 Determining which children had persistent asthma:  Children with persistent asthma were those with:  (1) had at least one 
hospital admission for asthma; or (2) had at least one emergency visit for asthma; or (3) had at least four outpatient visits and two or 
more prescriptions for asthma; or (4) received at least four prescriptions for asthma.  The National Committee for Quality Assurance 
developed this definition for measuring managed care plan performance. 
4 National Heart, Lung, and Blood Institute.  Guidelines for diagnosis and management of asthma.  Bethesda, MD: NHLBI, 2007. 
Available at: http://www.nhlbi.nih.gov/guidelines/asthma/. 
5 Determining whether children with persistent asthma had appropriate medication:  The number of children with persistent 
asthma who filled prescriptions for long-term control medications (numerator) was compared to the total number of children with 
persistent asthma, including those who with long-term and short-acting medications (denominator).  Methods developed by the 
National Committee for Quality Assurance for measuring managed care plan performance were modified for this study (see detailed 
report). 
6 National Committee for Quality Assurance.  The state of health care quality 2007.  HEDIS measures of care.  Washington, DC:  
NCQA, 2007.  Available at:  http://www.ncqa.org/Portals/0/Publications/Resource%20Library/SOHC/SOHC_07.pdf. 
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Connecticut 



Medicaid Managed Care Council


Consumer Access Subcommittee



Legislative Office Building Room 3000, Hartford CT 06106



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



                                                                                        www.cga.ct.gov /ph/medicaid




Meeting Summary: May 21, 2008


Next meeting: June 18, 2008 @ 10 AM in LOB Room 3800

Present: Sue Greeno & Christine Bianchi (Co-Chairs), Sheldon Toubman, Nancy Blickenstaff (ACS), Rose Ciarcia & Amanda Saunders-Brock (DSS), Steve McKinnon (CHNCT), Susan Halpin (Robinson & Cole), Mariette McCourt (legislative staff), Edie Ouellet (Intern to Council)


· Reviewed Asthma Related Health Care for Children Enrolled in HUSKY A : 2006 CT Voices Report (Click icon below)
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· Among the conclusions in the report, children who are seen in ED’s for Asthma related care are less likely to have F/U with PCP (Pediatrician) 2 weeks post visit. Discussion points:


· Would an EMR interface between the ED and the Physician’s office improve this outcome?


· Consumer Access and Quality Assurance SCs may work together on improving timely follow-up care after asthma-related hospitalizations and ED services.


· Parent Representatives (New Members) 

· Mary Held is unavailable (Previously identified as a parent interested)

· Sheldon, Christine and Sue discuss the possibility of contacting other parents who might be interested.

· Parent Mentoring Proposal: Edith Ouellet (Click on icon below to view draft proposal)
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· See attached proposal for a mentoring program to support parent participation on this committee and Councils

· The  participants agreed to pursue this and suggested a selection of 5-6 parents (with a hopeful commitment by at least two) who are interested in membership in order to carry this plan out 

· Suggested contact with the United Way and submit this proposal to PLTI via the community affiliate

· Ms. Ouellet will be available to work with the University to coordinate this initiative, select the Master Nursing Student (mentor), and help educate the student on the Council/Committee’s mission(s).

· HUSKY Program

· Children’s PE and Pregnant Women’s EE Reports by Amanda Saunders-Brock (Click icon below to view data)
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The Connecticut State Department of Social Services presented HUSKY children’s Presumptive Eligibility (PE) and Expedited Eligibility (EE) for Pregnant Women data for January 1, 2008 – April 29, 2008.

· If the application for PE comes in and child is eligible for HUSKY, the application never gets flagged as a PE, and therefore does not get counted in the statistics of PE

· Of the 814 applications, the number of children is approximated at 2.5 per application for a total of 2,035 children granted PE during the 4 month time period.

· “Pending” applications are usually those under review by the Regional Processing Unit (RPU) at the time of the data report.

· QE’s are certain 13/31 hospitals have contracted with DSS to be Qualified Entity (QE).  Healthy Start sites throughout the state are QEs.  

· EE for pregnant women

· Can be denied if minimum documents are not submitted

· ID, proof of pregnancy, residency, self-declaration of income (self-employed are required to provide evidence of income).

· The Governor signed the bill implementing PE for pregnant women. Does PE limit services for pregnant women?  In the past DSS has applied PE coverage for the women’s health and that of her fetus.  The women should move into the pregnancy coverage group as soon as the required citizenship documents are submitted.

· Income eligibility for pregnant women was increased to 250% FPL; the women will be covered under Medicaid during pregnancy through 2 months post partum. What happens to these women after the 2-month period?  (In July DSS will review the process for first time pregnant women < 185% FPL continued enrollment in the Family coverage group after delivery and how DSS would alert women in the higher income group of loss of Medicaid 2 months postpartum and other health coverage options such as Charter Oak).

· Further discussion in the SC on the logistics of pregnant women’s PE and reimbursement for medical services including application and clarification of the definition “for pregnancy related services only”.

· HUSKY May enrollment

· HUSKY A enrollment is up 3,000 (a steady increase) while HUSKY B had a decrease in enrollment

· Of the total number of HUSKY A FFS members, 31,484 have ‘opted out’ of FFS to one of the 2 health plans. They could have been:

· Defaulted into FFS as a non-plan chooser beneficiary during the transition, the opted out of FFS

· A beneficiary or new member that chose HUSKY FFS and then changed to a health plan

· As a new enrollee and non-plan chooser, defaulted to FFS and then changed to a plan.

· Given the increase in HUSKY A enrollment, speculation that the children’s uninsured rate has dropped

· Are there less HUSKY B members because of premiums/economy?  No data to support this at this time.

· HUSKY A enrollment may continue to increase during the economic ‘downturn’. 

· Request information on the numbers pregnant women who fall between 185% and 250% of the poverty level.

· Newborn Initiative (Refer to document below)
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· Rolled out in Bridgeport area first because DSS workers visited hospitals in the area and the Administrative office is located in Bridgeport

· Hospitals send the application to ACS to determine PE calculation

· When this program was introduced, it was found that many hospitals were already doing this type of work.  This initiative has led to improvement in the overall system.

· Healthy Start programs work in partnership with some hospitals now; want to avoid duplication of effort in newborn enrollment.

· $ 2 million allotment for prenatal services for pregnant women that are non-Medicaid eligible. DSS plans to pre-register the women and then distribute limited dollars to a hospital clinic or FQHC after the delivery.  Concern for further discussion: Distributing funds after the delivery would no allow support for necessary services during the pregnancy that the person could not afford.

· Dental carve-out

· Phase-in implementation of administrative tasks, similar to BH OC

· Target date of 7-1-08

· Waiving PA for first month or more.

· Medicaid population under the dental ASO management include HUSKY A, B, SAGA, Medicaid FFS ABD 

· Successful bidder selection has not been complete at present

· No discrimination between adult and pediatric patients in lieu of fee differences (Pedi fees > adult fees)

· Charter Oak/HUSKY

· Roll-out 8/08 with mandatory HUSKY enrollment by county.  

· County enrollment will be based on health plans’ provider network adequacy which is difficult to fully assess (adequacy).

· Health plans cannot obtain provider contract signature to participate as part of the network until the DSS/MCO contract negotiation is completed.  Assessing MCO/county network adequacy is gross measurement when using network ratio (i.e. 1 PCP/492 members).  Recommended DSS do a evaluation through random provider calls BEFORE mandatory enrollment in a county.  In the past, Rep. Nardello has suggested MCOs obtain an estimate of a practice’s Medicaid capacity through open vs. restricted Medicaid client participation in a practice.  This is of particular concern given that as a county begins mandatory enrollment in an MCO, Anthem will no longer participate in that county as a PIHP.  Currently Anthem has 59% of the HUSKY A membership, 72% of the HUSKY B membership and the largest, broadest provider network.  

· Default during the transition was about 60,000 of the 122,000 members: the concern is that there may a similar percentage of plan non-choosers in the County roll-out.

· PCCM 

· Based on service areas that have interested providers who can serve all members of the family

· PCCM advisory group is working with DSS to develop the PCCM plan. 

· Returned Mail:  DSS experience with past mailings included:

· SAGA (Jan 08) – 39,000 mailed out (3,700 returned – 9.5% return mail to DSS)

· Transitional HUSKY FFS mailings (April 08) – 22,000 mailed out at one point with 1,603 response– 7% return mail).

· FQHC’s are required to document returned mail (approx 30%)

· Dental carve-out mailings to go out by the end of May and all return mail will go to DSS.

Next meeting: June 18, 2008

Submitted by Edie Ouellet BSN, MSN student intern to the Council 
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Graduate Student Practicum: Parent mentoring for the Consumer Access Subcommittee of the Medicaid Managed Care Council



Under the advisement of Mariette McCourt, MSN, MA, RN



Legislative staff of the Medicaid & Behavioral Health Councils



Objectives:  



1. To invite a Parent(s) to become a member (s) of the Consumer Access Subcommittee (CASC) of the Medicaid Managed Care Council (MMCC)


2. Support the parent in this commitment through mentoring


3. Promote a positive relationship between the parent who commits and the MSN student who mentors


4. Create open communication with the HUSKY members through the parent affiliate  



5. Pilot will succeed and promote future mentoring relationships



Based on Kolb’s Theory of Learning



 Reflection:



Recently, the Medicaid system has undergone changes resulting from Governor Rell’s enforcement of the FOI (Freedom of Information Act).  This mandate required insurance companies participating in the HUSKY program to make available all accounts of their members within the Medicaid system.  Health Net and Preferred One opted to leave HUSKY, while Anthem (who almost left as well) stayed on as a non-risk provider.  


Currently, HUSKY A offers three options to the eligible members: Anthem Blue Care, Community Health Network CT (CHN), and Traditional Medicaid (FFS).  HUSKY will pilot a program PCCM (Primary Care Case Management, with a target date of 10/08. Implementation will be based on Medical Provider interest and agreement on Fees to be paid.  



Legislation calls for HUSKY changes yet again.  With that, two new option plans (MCO’s) plus CHN CT will be available for eligible members to choose, plus the PCCM pilot, and in addition, Charter Oak Insurance.  The implications of these changes affect eligible HUSKY recipients and those in general who find themselves uninsured.  


Abstract Conceptualization:


Legislation that affects the delivery of health care and the CT HUSKY program directly concerns the recipients, and therefore it is important that they understand and become active participants in the process.  In the past, HUSKY members have not been active in the Medicaid Managed Care Council (MMCC).  The Consumer Access Subcommittee (of the MMCC) have identified the need to have Parent representation, and acknowledged the following obstacles that prevent Parents from committing.


OBSTACLES



1. Time availability



2. Child care



3. Cost (gas, meals)



4. Intimidation and fear of the unknown


5. Lack of knowledge of the Council’s mission



6. Lack of knowledge of the Legislative Process



Active Experimentation:


MSN Student, Parent Mentoring Practicum Guidelines:



1. Meet with Mariette McCourt to outline the specific objectives



2. Commit to participation on the MMCC and the CASC for a three month period


3. Learn the Medicaid Managed Care Council & CASC’s mission (Edie Ouellet will help facilitate this)



4. Identify the parent affiliate and develop a mutual mentoring relationship



a. Role model


b. Promote self-esteem



c. Educate



d. Promote self-respect


e. Problem solve



f. Encourage positive outcomes



5. Possibly participate in focus groups and web education


6. Encourage:



a. Learning



b. Success



c. Growth



Evaluate and Revise as necessary



References



http://www.businessballs.com/freematerialsinword/kolb_learning_styles_diagram_colour.doc


http://www.ispub.com/ostia/index.php?xmlFilePath=journals/ijanp/vol2n2/mentoring.xml
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Connecticut State Department of Social Services






HUSKY Presumptive Eligibility Update



As of April 30, 2008, there are a total of one hundred and fifty-nine (159) Qualified Entity (QE) sites participating in the determination of Presumptive Eligibility (PE). There are three Regional Processing Units (RPU) throughout the state located in the following DSS offices: Bridgeport, Middletown and Hartford A breakdown of the number of QE sites per RPU is as follows: Bridgeport – 57, Middletown – 52 and New Britain (Hartford) – 50.



Of the 159 QE sites, thirteen (13) of the sites are hospitals that consist of 23 locations.



The organizations participating as QE sites are mainly Community Health Centers and School Based Health Centers. 



The number of cases granted PE for the period January 1, 2008 – April 30, 2008 is 814. There were 13 pending PE applications as of April 30, 2008.



NOTE:



The number of cases granted PE does not equate to be the same as the number of children granted PE. The reason is that the case may actually have more than one child who was granted PE. For example:



· A QE submits a PE determination that has a household consisting of a mother and three children. This would be considered one case with three children granted PE.



· On average if there were 2.5 children per case and you multiplied that number by 814 cases you would have approximately 2035 children who have been granted PE for period January 1, 2008 – April 30, 2008.


Expedited Eligibility (EE) for Pregnant Women Update



The following is the number of EE cases processed for Pregnant Women for the period January 1 through April 29, 2008:



Emergency Applications received – 322


Applications disposed of < than one day – 232 



Applications disposed of > than one day – 82


Applications pending as of April 29, 2008 – 2 


Non-Emergency Applications received – 2775


Applications disposed of < than five days – 1674


Applications disposed of > than five days – 942


Monthly Disposition of Non-Emergency Applications by Region


			December 27, 2007 – January 29, 2008


			Applications disposed of < than 5 days


			Applications disposed of > than 5 days





			Northern Region


			123


			98





			Southern Region


			184


			61





			Western Region


			123


			108





			Total Non-Emergency Applications


			430


			267








Monthly Disposition of Non-Emergency Applications by Region – continued


			January 30, 2008 – February 27, 2008


			Applications disposed of < than 5 days


			Applications disposed of > than 5 days





			Northern Region


			184


			74





			Southern Region


			122


			62





			Western Region


			97


			110





			Total Non-Emergency Applications


			403


			246








			February 28, 2008 – March 28, 2008


			Applications disposed of < than 5 days


			Applications disposed of > than 5 days





			Northern Region


			140


			45





			Southern Region


			161


			59





			Western Region


			116


			107





			Total Non-Emergency Applications


			417


			211








			March 29, 2008 – April 29, 2008


			Applications disposed of < than 5 days


			Applications disposed of > than 5 days





			Northern Region


			151


			51





			Southern Region


			156


			43





			Western Region


			110


			119





			Total Non-Emergency Applications


			417


			213
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FLOW AT HOSPITAL FOR NEWBORN COVERAGE 


Uninsured woman is admitted to deliver baby



Note: continue to follow current 416 practice (routed to DSS CPU in Hartford) for insured active Medicaid mothers  





Patient record gets flagged, so that a HUSKY application and                                             enrollment form is completed before she is discharged



Routine paperwork is completed with patient including paternity, social security, and birth certificate information.   If the patient record was flagged at admission as being uninsured, also complete forms 1- 4 and provide documents 5 & 6:


1. a W-1HUS HUSKY application,



2. a W-416 notification of newborn, 


3. W-1009 certification of identity for the newborn, 


4. a HUSKY enrollment form (HUSKY B one), and 



5. Provide Gov. Rell’s “Welcome to the HUSKY Program” letter explaining Connecticut’s gift of 4 months of free HUSKY coverage and the HUSKY newborn processing timeframes.


6. Provide the managed care plan comparison chart.






Hospital faxes documents 1 – 4 above to ACS the same day to ensure prompt coverage


 for the newborn.  If the hospital has a DSS worker on site, after faxing the application 


to ACS, they will give it to their DSS hospital worker to process Medicaid for 


the mother’s pregnancy and labor/delivery coverage (P02). 





ACS will determine if the case is HUSKY A or HUSKY B and route it as follows.





			HUSKY A for newborn


Family income < 185% fed. poverty level


			HUSKY B for newborn


Family income > 185% federal poverty level





			· RPU (Regional Processing Unit) reviews the application and grants the newborn within 1 business day of receipt.   


· After grant, RPU will fax the 416 notification of newborn back to the hospital with the assigned HUSKY A newborn ID.



· If mom has also requested medical assistance for herself or other children on the application, the DSS hospital worker on site, or the RPU (if there is no hospital worker), will determine what additional verifications may be necessary and will process the case for those individuals.





			· If all required documentation is included, ACS will process eligibility and enrollment within 1 business day, waiving premiums for the first 4 months, if applicable.  


· After grant, ACS will fax the 416 notification of newborn back to the hospital with the assigned HUSKY B newborn ID. 



· Requests for coverage for any parents will be routed to DSS.


· If any documentation is missing (ex. proof of self-employed income), ACS will call the hospital contact to assist in obtaining the information and will also follow-up with the family.  If missing documentation is not received within 30 days, ACS will be unable to grant the newborn back to the date of birth.
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Asthma and Asthma-Related Health Care for Children Enrolled in HUSKY A: 2006 
Executive Summary 



           April 2008 
 



Purpose 
To describe the prevalence of asthma and asthma-
related health care among children enrolled in 
HUSKY A and to identify trends and factors 
associated with access to care.   
 
This report is the ninth annual report on asthma and 
asthma-related health care in HUSKY A (Medicaid 
managed care). 1 
 
Findings 
There were 157,178 children under 21 who were 
continuously enrolled in HUSKY A in CY 2006. 
 
Asthma prevalence:  In 2006, 32,957 children 
(21%) received care for a primary diagnosis of asthma 
or a prescription for a medication used to treat 
asthma.2  This rate is similar to the previous year 
(20%).  Asthma prevalence in 2006 was associated 
with age, gender, race/ethnicity, primary language, 
and residence (Table 1).  The prevalence of asthma 
was significantly higher among: 
• Children under 6, compared to all older children; 
• Boys, compared to girls; 
• Hispanic children, compared to African-American 



or White children; 
• Spanish-speaking children, compared to English-



speaking or other language-speaking children; 
• Children living in Hartford compared with 



children living in other towns. 
 
Among all continuously enrolled children, 7,843 (5%) 
had persistent asthma, down from the previous year 
(7%).3   The number of children with persistent 
asthma represents nearly 24 percent of children with 
any asthma care (32,957).  
 
Asthma-related health care utilization:  In 2006, 
children with asthma made an average of three office 
or clinic visits for asthma care (Table 2).  Nearly one 
in five children (18%) with any outpatient visits made 



more than one visit, as recommended by national 
guidelines for asthma care.4  Among children with 
asthma, 3,208 children (nearly 10%) made 4,257 visits 
for emergency care (average 1.3 per child); 25 percent 
of them were seen in the emergency room more than 
once.  The emergency care utilization rate among 
asthmatic children who changed health plans was 
higher than the rate for children who did not change 
plans (12% and nearly 10%, respectively).  
 
In 2006, 553 children (nearly 2% of those with 
asthma) were hospitalized at least once for asthma.   
 
Table 1.  Children with Treatment for Asthma 



 CY 2006 
(n=157,178) 



 Number Percent 
Total 32,957 21.0% 
Gender:                   Female 13,402 18.8% 



Male 16,029   22.4%* 
Age (years):                   <1   369   23.4%* 



 1-5 11,248   24.3%* 
 6-14 15,747 20.7% 



 15-20 5,593 16.9% 
Race/ethnicity: 



African-American 7,118 19.8% 
White  10,080 19.5% 



Hispanic 11,658   22.6%* 
Other 575 15.7% 



Residence:         
Bridgeport             3,231 21.4% 



Hartford 3,977   22.2%* 
New Haven 2,622 17.6% 



Other towns 23,127 21.2% 
Language:              English 27,891 20.7% 



Spanish 3,095   23.5%* 
Other languages 203 20.7% 



Unknown 1,768 21.4% 
Health Plan:        BlueCare 13,914 21.8% 



CHNCT 5,566 20.6% 
Health Net 8,393 20.2% 



Preferred One 2,993 19.4% 
Changed Plans 2,091 22.6% 



*Indicates significantly higher rate (p<0.05) compared to all other 
children. 











 



Table 2.  Asthma health care utilization 
Office/clinic visits (average) 3.0 
Children with asthma who:  



Received any emergency care 9.7% 
   Were hospitalized at least once 1.7% 



 



Follow-up after emergency care and 
hospitalization:  Fewer than one in four children 
(23%) who had emergency care for asthma in 2006 
received follow-up care within 2 weeks of the visit, as 
recommended.  Just over half of children hospitalized 
for asthma (52%) were seen in the 2 weeks following 
discharge.  Rates varied by managed care plan, with 
Preferred One’s rates lower than the program average 
for follow-up after an ED visit and hospital discharge  
(Table 3).   
 
Preferred Medications: Among children with 
persistent asthma, 83% filled prescriptions for long-
term control medications.5  Among health plans, this 
rate was lowest for Preferred One (78%) and highest 
for HealthNet (86%).    
 
The rates for children 5 to 9 (88%) and 10 to 17 
(87%) compared favorably to rates for Medicaid 



managed care plans nationwide (90% and 87%, 
respectively).6 
 
Table 3.  Follow-up Treatment for Asthma 



 Seen within 2 weeks a 
 After  



emergency visit 
After hospital 



discharge 
Total 23.1% 51.5% 
BlueCare 23.5% 46.7% 
CHNCT 23.5% 64.1% 
Health Net 26.1% 52.3% 
Preferred One 17.7% 47.5% 
Changed plans 20.3% 46.5% 



a Office or clinic visits for asthma or related diagnosis 
 



Conclusions 
• One in five children in HUSKY A received health 



care for asthma in 2006; 
• The proportion of children who received timely 



follow-up care after emergency visits or 
hospitalization was well below treatment 
guidelines; 



• Most but not all children with persistent asthma 
received appropriate medications for long-term 
control of symptoms.



 
                                                 
1 Connecticut Voices for Children is a non-profit organization that conducts research and policy analysis on children’s issues.  This 
report on asthma was prepared under a contract between the Connecticut Department of Social Services and the Hartford Foundation 
for Public Giving, with a grant from the Hartford Foundation to Connecticut Voices.  Connecticut Voices for Children contracts with 
MAXIMUS, Inc. for data management and data analysis.  This report was prepared by Mary Alice Lee, Ph.D., Karen M. Sautter, 
M.P.H., and Amanda Learned, B.A.  This publication does not express the views of the Department or the State of Connecticut.  The 
views and opinions expressed are those of the authors. The detailed report and earlier reports are available online at 
www.ctkidslink.org. 
2 Estimating asthma prevalence:  Using HUSKY A enrollment data, children under 21 years of age who were continuously enrolled 
from January 1 through December 31, 2006, were identified.  Encounter data were searched for records corresponding to outpatient, 
inpatient, and emergency care with a primary diagnosis of asthma (ICD-9-CM code 493.0-493.9). HUSKY pharmacy data were 
searched for prescriptions for any of one of the medications on a list developed by the National Committee for Quality Assurance 
(NCQA) for managed care plan performance monitoring. The prevalence of pediatric asthma was estimated by determining the 
proportion of all continuously enrolled children who received any care for a primary diagnosis of asthma or any prescriptions for 
asthma medication.   
3 Determining which children had persistent asthma:  Children with persistent asthma were those with:  (1) had at least one 
hospital admission for asthma; or (2) had at least one emergency visit for asthma; or (3) had at least four outpatient visits and two or 
more prescriptions for asthma; or (4) received at least four prescriptions for asthma.  The National Committee for Quality Assurance 
developed this definition for measuring managed care plan performance. 
4 National Heart, Lung, and Blood Institute.  Guidelines for diagnosis and management of asthma.  Bethesda, MD: NHLBI, 2007. 
Available at: http://www.nhlbi.nih.gov/guidelines/asthma/. 
5 Determining whether children with persistent asthma had appropriate medication:  The number of children with persistent 
asthma who filled prescriptions for long-term control medications (numerator) was compared to the total number of children with 
persistent asthma, including those who with long-term and short-acting medications (denominator).  Methods developed by the 
National Committee for Quality Assurance for measuring managed care plan performance were modified for this study (see detailed 
report). 
6 National Committee for Quality Assurance.  The state of health care quality 2007.  HEDIS measures of care.  Washington, DC:  
NCQA, 2007.  Available at:  http://www.ncqa.org/Portals/0/Publications/Resource%20Library/SOHC/SOHC_07.pdf. 
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Department of Social Services


Medical Care Administration


Memorandum

Date:
June 13, 2008


To:
Medicaid Managed Care Council


From:
Robert Zavoski, MD, MPH


Re:
Prior Authorization Activity under the PIHPs


During the period January 1, 2008 through the close of business on June 12, 2008, 589 denied requests for prior authorization were submitted by the PIHPs to the DSS Medical Director for review.  Of these, 303 were for children and adolescents under age 21 years; 279 were for adult clients aged over 21 years.  


Of the 303 cases for children and adolescents reviewed, 27% of the denied services were approved by me, partially approved 41% of the time, and the PIHP’s denial upheld 32% of the time.  For the adults, 25% of the denied services were approved, 55% partially approved, and 20% of the denials were upheld.  Seven cases remain open pending further clinical documentation.

Partial approvals for services represent a provider requesting a range of services (i.e. 2 -4 visits/week for 6 – 8 weeks).  Most are for physical, speech or occupational therapy sessions. In cases where the request is a range, I err on the side of approving a number of visits which appear medically necessary within the shorter time frame of the request giving the provider the opportunity to request further visits if necessary.

The types of services requested are categorized according to the Department’s service types, and include 268 requests for physical, speech and occupational therapy, 86 requests for in or outpatient surgeries or procedures, 60 requests for durable medical equipment, 12 requests for home health services, 2 requests for medications (received before the pharmacy benefit was brought back into the Department) and 143 requests for other types of services.  


Of the 143 “other” cases, 114 were among children and adolescents and include 48 requests for chiropractic services (most for young children), 26 requests for genetic testing services out of state, 35 requests for out of state hospitalizations or consultations (13 approved, 22 denied in favor of in state services).  Among the 33 adult cases, 12 were for genetic testing (mostly for breast cancer, 2/3s approved) and the remainder a wide range of services.

By plan, 4 referred cases came from Preferred One and 5 from HealthNet before each left the program.  Of note, prolonged negotiations were required before HealthNet was willing to submit denials for review.  Of the remaining cases, 65 were from CHN-CT and 520 were from Blue Care Family Plan. 


Overall, the current prior authorization review system is working well.  In the majority of the cases, I agree with the decision rendered by the plan’s clinical staff members.  Most reviews are conducted within several hours of being received at the Department.  In cases where further information is requested, the staff members at the two PIHPs quickly gather the information and return it to me.   


I would like to commend Dr. John Federico and his staff at CHN-CT and Elizabeth Nanna, R.N. and her staff at Anthem for their professionalism and their dedication to quality care of our shared clients.


Cc:
Michael Starkowski



David Parrella



Rose Ciarcia
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