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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


Chair: Sen. Toni Harp   Vice-Chair: Sen. Edith Prague
Meeting Summary:  December 12, 2008
Next meeting date: Friday January 9, 2009 @ 9:30 AM, Room 1E
Attendees:  Sen. Toni Harp (Chair), Sen. Edith Prague (Vice-Chair), Sen. Jonathan Harris, Rep. Vickie Nardello, Rep. David McCluskey, Rep. Peter Villano, Rep. Elizabeth Ritter, Rep. Kevin DelGobbo, Thomas Deasy (Comptroller’s Office), Karl Kemper (DCF), Renee Coleman-Mitchell & Mark Keenan (DPH) David Parrella & Rose Ciarcia (DSS), Pat Rehmer & Laura Siembab (DMHAS), Barbara Parks Wolf (OPM), Rev. Bonita Grubbs (Christian Comm. Action), Joyce Hess (Danbury Health Systems), Mary Alice Lee (CtVoices), Jody Rowell (Child Guidance Clinics), Katherine Yacovonne (SW CHC), Jeffrey Walter.

Also attended: Beth Osorne Daponte (Yale Univ.), Dr. Robert Zavoski, Dr. Donna Balaski & Richard Spencer (DSS), Nancy Blickenstaff  & Steve MacKinnon (ACS), Scott Markovich (Anthem), Sylvia Kelly (CHNCT), Rita Paradis (Aetna), Donald Langer(AmeriChoice UHC), Christine Bianchi (Chair, Consumer Access SC), Deb Poerio (SBHC), Victoria Veltri (Office HC Advocate), Jen Remirez for Ellen Andrews (CT Health Policy Proj.),  (M. McCourt -legislative staff).

Evaluation of the Healthy Start Program 2006-2007: Beth Osborne Daponte, PhD, Yale University. (Click on icon below to view presentation)
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Beth Osborne Daponte, PhD summarized the CT Healthy Start (HS) evaluation report and answered Council questions with Christine Bianchi (Staywell Health, CHC & Healthy Start representative to the Council).  The last HS program evaluation was 13 years ago. 
· The target population is pregnant and postpartum women up to 185% Federal Poverty Level (FPL) and their children under three years of age. Priority subpopulation is women with ‘high risk’ pregnancies. Program goal is to improve birth outcomes for women.  

· There are 17 HS sites throughout the state that include 5 contractors and 12 subcontractors that provide case management and care coordination services. New Haven has a federal HS program as well as the state HS program. The Department of Public Health (DPH) just submitted an application for a federal HS program in Hartford. This grant provides $750,000/year for 7 years. 
· State allocation for HS is $1.6M (DSS and DPH budget) and site-specific ‘in-kind’ contributions. DSS can draw down a 50% federal match for HS expenditures for Medicaid-eligible women. 
· During SFY 06, there were 5,776 unduplicated women in the HS program, with a range of 57-1,187 women per site. Approximately 85% of women were enrolled while pregnant and 15% enrolled after the child’s birth. 
Overall evaluation showed that the HS program is applied consistently across the sites, attracts women at risk of having negative birth outcomes although there are geographic unmet needs. Program outcomes include:

· HS has fewer low birth weight babies than would be expected given the demographics of program’s population.
· Women engaged in the HS program are less likely to have pre-term births.
Given the HS positive birth outcomes, a cost benefit analysis suggests that there is a return on investment (ROI) of $2.20-2.60 for every $1.00 spent. 
Study recommendations include:
· All eligible women <185%FPL (potential 14,000 newborns) do not participate in the program. Given the net cost savings associated with HS, the state should consider expanding HS, both by expanding outreach for and increasing HS program capacity. 
· Partial reliance on in-kind contributions creates program instability; therefore, increased program funding is needed to stabilize the program. 
· Program funding does not include sufficient resources for standardized data collection, input and IT support that include service impact on birth outcomes; therefore, the State should strengthen the data and evaluation capacity of the program.

Council comments/questions:
· Does HS remain involved with the family after the delivery?  Christine Bianchi stated HS always follows up with the mother post delivery for education/reassessment of family needs after birth. The current database does not include aggregate tracking of interventions and impact. 
· Ms. Bianchi clarified slide 26: HS provides documentation of when the women enters HS program, not the start of prenatal care. Women may have started care prior to entering HS.

· Mr. Walter asked if the maternal assessment process includes substance use/abuse as a risk factor.  Ms. Bianchi stated this information is included in the risk assessment and is a HS key area of intervention. 

· Ms. Yacovonne (SW CHC) stated that unmet geographic need (see details in the full report) is critical to overall birth outcomes.  The City of Bridgeport lost their HS program several years ago (note: the CTVoices 2006 HUSK/DPH birth match report shows that City of Bridgeport represents 62.3% (1,547) of all HUSKY/FFS births. Full report at: www.CTkidslink.org ). 
· Sen. Harp noted that the Office of Health Care Access report on preventable hospitalizations 2000-2006 showed an average 2006 charge of $70,000 per low birth weight, a higher amount than the ~$50,000 noted in the report.  This may change the return on investment numbers. 
Sen. Harp thanked Ms. Daponte and her colleagues for undertaking this report and commended DSS and DPH for investing in the evaluation.  It highlights the importance of the Healthy Start program in the overall public health system. 
Dental Care for New Mothers in HUSKY A: Mary Alice Lee, CT Voices (Click icon below for presentation: full report at: www.CTkidslink.org) 
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The status of a woman’s oral health is important before, during and after pregnancy. A number of studies suggest 1) there is an association of periodontal disease and increased risk of adverse birth outcomes such as low birth weight and preterm birth and 2) bacteria can be transmitted from mother to infant increasing the likelihood of early childhood dental caries.  Dental care prior to a subsequent pregnancy (interconception period) can improve the woman’s oral health status and potentially reduce adverse outcomes for the next birth.  This study looks at dental care utilization for all continuously enrolled HUSKY women 15-39 and HUSKY A mothers that gave birth while enrolled in HUSKY and remained enrolled for 12 months after birth, and a subgroup that were enrolled in HUSKY for 18 months that included 6 months during pregnancy and 12 months after birth.  

· Thirty percent (30%) of CT Medicaid mothers enrolled for 18 months received “any dental” services compared to an average of 18% in 10 Medicaid states (% based on self report).  
· Twenty-eight percent (28%) of new mothers received dental care after delivery. New mothers with low birth weight or preterm births were not any more likely than other mothers to have had dental care following the birth.  

· Thirty-five percent (35%) of all HUSKY women received dental services.

The dental carve-out system presents an opportunity and a challenge for coordinating dental care for pregnant women and new mothers with the MCO and the dental benefit manager (DBM), BeneCare.  Other challenges to providing adult women dental care include lack of increase of adult dental fees and periodontal care is not a Medicaid covered benefit.

Council discussion/questions included:

· Deb Poerio (SBHC) commented that their program sees an increasing number of teens with poor oral health.  Pregnant teens are referred to dental care but the teen may not go because of other medical appointments, transportation issues, etc. 

· Rep. Nardello asked how the findings in this report will be communicated to DSS for development of dental/medical care coordination.  Dr. Balaski (DSS) stated she is meeting with the MCOs and BeneCare to develop a Memorandum of Understanding (MOU) for care coordination for pregnant women and special needs children.  Rep. Nardello asked that the Council be kept informed of DSS action plan related to this. 
· Katherine Yacovonne said the Community Health Clinics are working with DPH on integration of PNC and oral health care.  Healthy Start provides care coordination to assist the women to access dental services during and after pregnancy. 

· Sen. Prague asked why periodontal services are not covered under Medicaid.  DSS responded that this is a fiscal issue, as the annual cost of including these services is about $4.5M.  It could be done if dollars were allocated for this service.  Mary Alice Lee noted:
· Pregnant women under age 21 could receive these services as medically necessary services under EPSDT.  DSS agreed.
· Similar to smoking cessation covered under EPSDT, there could be a case made for covering periodontal services during pregnancy as a medically necessary service directed at the health of the newborn.  DSS agreed that could be the case. 
· Sen. Harp noted that if oral infections may be a risk factor for adverse birth outcomes (no definitive causation), it is prudent to look at the cost of dental care interventions as a means to offset the costs of low birth weight (~average cost of $70,000/birth).  The Senator asked DSS if CMS would allow the state to provide periodontal services to a subset of the Medicaid population such as pregnant women. DSS said CMS has been flexible with state initiatives to improve oral health care, so this may be something to pursue with CMS. 
Department of Social Services

Mr. Parrella informed the Council that Mark Scapellati (Accounts Director, ACS) has left ACS because of family health issues.  The Council and DSS recognized his diligent work, especially in meeting the challenges of growing HUSKY enrollment and additional ACS responsibilities for the new Charter Oak Health Program.  DSS state Greg Vitello will return to ACS to assume this position. 
HUSKY & Charter Oak Enrollment:  Nancy Blickenstaff & Steve MacKinnon (Click icon below to view enrollment data: trends and current enrollment as of 12/01/08)
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Nancy Blickenstaff expressed Mark Scapellati’s sentiments to Council members that he enjoyed working with the Council and will miss this relationship.

Key program issues and Council discussion included:

· HUSKY A children enrollment decreased by 1%, adult HUSKY A increased by ~ 1%. HUSKY B numbers continue to decrease.  DSS stated this may reflect changes in the state economy with more families eligible for HUSKY A; however, HUSKY B and B PLUS (medical) has also been affected by the high application volume, complexity of and application processing “gridlock”.
· Rep. DelGobbo asked ACS to describe their staff increases and processes to alleviate the application backlogs.  Ms. Blickenstaff stated their eligibility staff has tripled in size, now 38 compared to 10 staff prior to implementation of Charter Oak Health Plan (COHP).  In addition:

· 7 temporary staff were hired to match all application paper work for the eligibility staff and additional overflow space at DSS has been secured to accommodate staff increases.  DSS has provided financial resources to ACS to manage the high application volume. 
· ACS tracks daily staff “production expectation” productivity. Ms. Blickenstaff expects the application inventory levels to return to previous levels by mid-January 2009.
· Charter Oak program enrollment is now 2,687: membership increased by 900 in one month; however, this may reflect the increased number of outstanding applications processed. DSS had projected a COHP enrollment of ~10,000 by the end of SFY 09 (June, 2009).
· Federally Qualified Health Clinics (FQHCs) have begun to have a DSS eligibility worker on site and this has made a major difference in their patients’ connection to public programs.  

HUSKY Program Transition
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Network Adequacy (Please see above handout for presentation)
Discussion points include the following:

· After the last Council meeting in November, the MCO provider contracting process was separated, allowing MCOs to contract with providers for HUSKY A/B only and/or Charter Oak Health Plan.  Prior to this MCOs were required by DSS to contract with providers for all three programs.  Subsequent to this change, there has been significant gains in HUSKY MCO provider networks:

·  DSS announced that AmeriChoice recently added 15 hospitals and the Yale medical group (1163 providers including 47 pediatricians). 
· DSS and the Federally Qualified Health Centers (FQHCs) have reached a contract agreement FQHCs feel protects them in their contracts with MCOs through Sept. 1, 2009 when the FQHCs will be “carved-out” of Managed Care. Subsequent to the DSS agreement (all DSS/FQHC contracts will be signed by 12/12/08) with FQHCs it is expected that all remaining FQHC contracts with Aetna and AmeriChoice will be signed by the close of business day 12-16-08. 
· DSS received a strongly worded letter from CMS that approval of the CT request for a 90-day extension (3/31/09) of the HUSKY 1915 (b) waiver is contingent on the State’s acceptance of certain terms and conditions that are based on federal requirements for adequate Medicaid provider networks under managed care.  DSS will respond to CMS by Thursday Dec. 18, 2008.  DSS stated they accept the CMS conditions.  Further DSS discussion points: 
· DSS stated they believe AmeriChoice and CHNCT have adequate networks in each county, including a minimum of one hospital/county as required by CMS. 
· Aetna network capacity in Middlesex and New London counties (~1,314 HUSKY A members) is of concern to DSS: the MCO has not contracted with a hospital in each of those counties.  If the MCO hospital contract/county is not in place by next Thursday, current Aetna members would be disenrolled in those 2 counties, per CMS conditions. 
· Rep. Ritter will discuss further with DSS the possibility of a meeting with the hospitals (and other providers) in New London County to seek clarification of their concerns about enrolling in the new plans. 
· The CMS response to the 12-18-08 DSS report will determine what steps DSS will take for the HUSKY program transition on 2/1/09: 
· If CMS determines HUSKY A network adequacy, DSS would implement Anthem member mandatory enrollment in one of three participating plans by Feb. 1, 2009.  DSS will have to send Anthem member notices by the last week in Dec.  Non-choosers would be defaulted to one of the three plans.  Traditional Medicaid HUSKY fee-for-service (FFS) members’ mandatory choice will be delayed: these members will not be required to choose a plan by Feb. 1, 2009. 
· If CMS determines the networks are inadequate, Anthem’s contract could be extended and mandatory enrollment delayed beyond Feb. 1, 2009. 
· DSS stated the Agency has not made a decision on the end date of Anthem’s involvement in the HUSKY program. The CMS response to DSS, based on DSS analysis of each MCO/county network, will determine how DSS moves forward. DSS stated the Agency would like to see the Anthem issue resolved for several reasons including:
· An established date for Anthem’s exit from the program may result in the remainder of Anthem providers’ movement into other MCOs.
· End ‘parallel systems’ of service delivery in the HUSKY program that currently exist: at-risk managed care plans and non-risk Prepaid Hospital Inpatient Plans (PHIPs); the latter has a different reporting format than that of managed care plans. 
· Jody Rowell express concern for New Haven HUSKY children’s (~30,000) adequate access to services with 47 pediatricians and the FQHCs now enrolled in the MCOs.  DSS stated they, not just the advocates, are focused on ensuring children receive adequate services.  Sen. Harp noted that state advocates have the responsibility to ‘push’ for ideas for quality care in public programs and State agencies have the responsibility to operationalize programs/changes based on the limitations we (legislature) give them.  Both can create positive outcomes for the residents served. 
Out-of Network (OON) Services (Page 3-6 in above handout)

DSS explained that in a managed care delivery system OON request approval is based on medical necessity for services/providers outside the MCO provider network.  During the HUSKY ‘transition’ when MCOs are developing provider networks, OON approval was primarily based on geography; ensuring a member has access to health care within their geographic area and taking into consideration their ‘usual source of care’ provider that may not be in the member’s chosen health plan.  Data is cumulative from 8/08 – 11/08.  There were 1,134 HUSKY A requests (736 for specialty services), all approved, HUSKY B had 87 requests, primarily for outpatient surgery and specialty care, all approved and 380 for COHP members, 41% were for specialty services and 2% for inpatient care; 379 were approved (one member moved to another PCP).  Council discussion points included:
· Rep. DelGobbo observed that the COHP, with a smaller population, had a comparatively larger number of requests compared to the other programs that substantiates that network issues persist in that program.
· Sen. Harris asked DSS if the OON rate of ~284 requests/month can be compared to the rate under the MC program prior to Nov. 2007.  DSS stated they do not have that information.  Sen. Harris asked for comment on the COHP rates for OON services.  Sylvia Kelly (CHNCT) stated the rates start at the Medicaid FFS rate but could go beyond that; the MCOs are at risk for OON costs. CHNCT’s hospital OON requests were mainly for out-of-state hospitals.
Primary Care Case Management (refer to pages 8-11 of above handout)

PCCM will start Feb. 1, 2009 in three areas of the State – Waterbury, Willimantic and Manchester with further expansion of PCCM anticipated to all 4 areas of the state by the end of SFY 09. Litchfield, Tolland and New London counties would be delayed for about 12 months until providers in those areas apply. Targeted mailings will go out to members identified in PCCM provider panels. Lack of “plan lock in” will allow HUSKY A members to choose PCCM or another MCO.
Council discussion points included:

· Sen. Harp, Sen. Harris and Rep. DelGobbo reviewed the past legislative history that created PCCM.  The 2007 statutory language did not include identification of pilot sites but defined the pilot as having “not less than 1000 clients”.  Discussion in the 2007 Appropriations Committee addressed geographic sites for the PCCM pilot:

· Waterbury because there was an existing case management program that could fit into the PCCM model.
· Manchester, and Willimantic because of low provider HUSKY participation; PCCM could help build provider capacity in that area.  

Sen. Harris noted the PCCM implementation plan was to identify areas that had resources to effectively start the program, evaluate this health care delivery system, program costs and the interplay with MC as statewide PCCM expansion was planned. 

· The PCCM Advisory committee had advised DSS that the program should be implemented throughout the State.  Sen. Harp suggested the best of both concepts will be implemented with a pilot and statewide expansion by the end of June 2009.  Sen. Harp also encouraged DSS to include family representatives that use services in the PCCM Provider Advisory Committee; DSS said it is open to including input from others that will use services in the PCCM model. 
Other Business
Sen. Harp expressed concern to DSS that the Council has not been receiving HUSKY utilization reports.  These reports are important in evaluating where the program has been (FSS to MCO), where it is now in 2008 (transition phase with non-risk PHIPs and HUSKY FFS) and where it is going under the ‘new’ managed care delivery system and PCCM.  Sen. Harp asked DSS when reports will be available and what are the barriers to such reports.  DSS stated they have not received full encounter data from some of their PHIP partners, noting it is difficult to leverage a plan leaving the program to provide data.  DSS soon release MCO financial reporting parameters.  Sen. Harp responded that under the previous MC system there was incremental progress demonstrated in the program; the data reports are needed to understand the transition effect and the cost of not having a smooth transition process. DSS asked the PHIPs to comment on the status of their data reports to DSS:
· Sylvia Kelly (CHNCT) stated the plan as a PHIP has been giving data to DSS.
· Scott Markovich (Anthem) explained they had issues with the electronic encounter file as a PHIP, worked with Mercer and created a ‘workaround’ file different to the previous format. The plan needed to report services in order to receive payment as a PHIP. 

CTVoices stated they will have 2007 well child and dental encounter reports that had been delayed due to incomplete data sets from the plans to Mercer.  

Senator Harp emphasized the importance of the data reports to trend utilization past, present and going forward that can be applied to a Results Based Accountability (RBA) model to identify outcomes for the people of CT that are served in these programs.  Anthem data is an important part of trend data as will be future PCCM data. 
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Oral Health in Pregnancy

		Hormonal changes in pregnancy lead to softening of tissues in the mouth

		Increased total blood volume contributes to swelling, sensitivity, tenderness in gums

		March of Dimes recommends:

		Brushing with soft tooth brush and flossing

		Cutting back on sweets (despite cravings!)

		Getting dental checkup early in pregnancy





*

ACOG/AAP Guidelines for Perinatal Care (5th edition):











Maternal Oral Disease

		Bacteria associated with dental caries can be transmitted from mother to child, increasing the risk of dental caries (decay) in early childhood

		Periodontal disease has been associated with increased risk of adverse pregnancy outcomes such as preterm birth and low birthweight







Oral disease disproportionately affects adults and children of lower SES.

Dental caries, periodontal infection, gingivitis are highly prevalent in women of reproductive age

Data show that pregnant women do not receive the dental care they need.



Periodontal disease has been associated with increased risk of adverse pregnancy outcomes such as preterm birth and low birthweight, small-for-gestational age, preeclampsia, and gestational diabetes



Bacteria associated with dental caries can be transmitted from mother to child during ordinary every-day interactions like kissing and sharing food or utensils



CMS “Guide to Children’s Dental Care in Medicaid” declares that because “tooth decay is an infectious, transmissible, destructive disease caused by acid-forming bacteria acquired by toddlers from their mothers shortly after their first teeth erupt…particular attention should be paid to the oral health of expectant and new mothers.”

*









Health Care Between Pregnancies

		Comprehensive health care & support services, family planning

		Health promotion, especially for high risk women

		Risk assessment and screening

		Interventions to improve maternal health and reduce risk for adverse outcomes in subsequent pregnancy





Interconceptional period:Window of opportunity for addressing the health needs of new mothers, women most likely to become pregnant. For example, leading predictor of preterm birth is a history of preterm birth in a previous pregnancy



Earlier research showed that about 1 in 4 mothers in HUSKY A is pregnant again within 18 months of the previous pregnancy.  (“Pregnancy Spacing and Birth Outcomes”, May 2008)



Interconceptional care includes comprehensive risk assessment and screening to identify risk factors for preterm birth and low birthweight, such as infectious disease, depression, nutritional problems, and tobacco dependence, that can be addressed prior to the next pregnancy.



Also a good time to educate mothers about the importance of good oral health to promote good oral health for infants and young children, reduce risk of early childhood caries



Periodontal care is NOT a covered benefit in Medicaid







*









Purpose of the Study

		To describe dental care for new mothers in HUSKY A

		To determine whether new mothers at increased risk for preterm birth or low birthweight received dental care in the interconceptional period







*









Methods

		Linked 2005 birth data and enrollment data to identify mothers who gave birth while enrolled in HUSKY A

		Searched 2005 and 2006 HUSKY A encounter data for dental care received by women who were:

		Enrolled for 12 months after the birth

		Subset who were enrolled for 18 months (at least 6 months during pregnancy and 12 months after the birth)

		Determined dental care utilization rate for women 15-39 who were continuously enrolled in 2005





Parents to 150%, pregnant women to 185% FPL in 2005-06

*









Results







Enrollment

		6,851 of 10,835 mothers (63%) who gave birth between Jan-Dec 2005 were enrolled for 12 months after the birth

		Among 5,674 mothers who gave birth Jul-Dec  2005, 2,318  (41%) were enrolled for 6 months before and 12 months after the birth





11,007 babies born to 10,835 mothers

63% CE



Mothers who gave birth in last 2005 (5,674) were enrolled an average of 5.1 months prior to the birth.  41% were CE for 18 months (6 months before and 13 months after)



Comparison group:

57,350 women 15-39 were CE in 2005  

*









Dental Care for New Mothers

		28% of new mothers received any dental care in the year after giving birth





		30% of the subset who were enrolled during pregnancy and in the year after giving birth had dental care





Among new mothers, rates were highest for young mothers under 15, then dropped off to around 28% for all age groups 



Better than Medicaid data from 10 states (2004 PRAMS):  

Postpartum dental visit (10 states) 30.4% (41.5% PHI—18.1% MCD)



Earlier data from 1998 PRAMS (4 states) showed 1) about same rate as reported by new mothers for care during recent pregnancy (22.7-34.7%), and 2) among respondents with dental problems during pregnancy (12.1%-25.4%), women with Medicaid coverage were far less likely than privately insured mothers to have had dental care during pregnancy





*









Dental Care Utilization



57,350 other women 15-39 CE in 2005



Utilization rates were lower in every racial/ethnic and age group for preventive care and treatment



Diagnostic (00100-00999):  clinical oral evaluations (periodic, limited—problem focused, comprehensive, detailed—problem focused), radiographs/imaging, tests/lab



Preventive (01000-01999):  dental prophylaxis (adult, child), topical fluoride, nutrition or tobacco counselling, oral hygiene instructions, sealants, spacers



Treatment (02000-09999):  restoratives (fillings), endodontics (root canals), periodontics, dentures, implants, prostodontics (bridgework or partial dentures), extractions, oral and maxillofacial surgery, orthodontics, 

*











Dental Care and Pregnancy Risk Factors

    The longer mothers delayed entry into prenatal care, the less likely they were to have had dental care







Least likely to have had dental care were those with no prenatal care



Factors not associated with utilization:  parity, smoking, plurality, gestational age



*









Dental Care for High Risk Mothers

    Despite or perhaps because of their high risk status:

		New mothers with low birthweight babies were LESS likely to receive dental care 

		New mothers with preterm babies were no more or less likely to receive dental care





AAP & ACOG guidelines for care in 2005:  



Socioeconomic, psychosocial, and maternal health factors that contributed to poor birth outcomes probably were also barriers to care in the postpartum period.   

*









Impact of HUSKY Program Changes







Recent HUSKY Program Changes

		Eligibility expansions:

		Parents to 185% FPL (effective 7/1/07)

		Pregnant women to 250% FPL               (effective 1/1/08)

		Dental services “carved-out” of   managed care (effective 9/1/08)

		Fees for pediatric dental services increased significantly (effective 4/1/08)  





Potential to Improve Access to Dental Care for Pregnant Women and New Mothers



More pregnant women will be eligible for coverage, either as parents of another child or when newly pregnant.



Recent study from Washington State, reported in December 2008 issue of Pediatrics, shows that having a mother with a regular source of dental care (baseline) was associated with greater odds of the child receiving any dental care in the subsequent year.  Effect was significant for children of Black and Hispanic mothers.



Bottom line:  expanded eligibility and improved access to care may contribute to better maternal oral health and better oral health for babies in HUSKY A



*









Challenges

		Adult dental fees did not increase

		Periodontal care is not a covered benefit in Medicaid

		Dental services are now separate from managed care services for pregnant women and new families









Conclusions







Dental Care for New Mothers

		New mothers were significantly LESS likely than other women in HUSKY A to have had any dental care during pregnancy and in the year after giving birth.

		New mothers with adverse birth outcomes were not any more likely than other mothers to have had dental care following the birth of a low birthweight or preterm baby





Rate for new mothers was better than rate for mothers with Medicaid reported in 10 other states (2004 PRAMS), but could be better, as measured against the rate for all women in HUSKY A in the same year.



Rate might have been even higher if professional guidelines for care had included recommendations for dental care during pregnancy



Rate for high risk mothers was no doubt low because there are no professional guidelines for dental care aimed at reducing LBWT, PT birth

*









Improving Access to Care

   Improving dental care for a growing number of pregnant women and new mothers will require coordination of care provided by managed care plans and the dental services administrator



In addition to working with professional groups for prenatal care and dental care providers, challenge will be for MCOs to work with ASO to coordinate care before pregnancy, during pregnancy, and afterwards.



Benefits:  possible reduction in adverse birth outcomes; possible reduction in early childhood caries

*









See www.ctkidslink.org for a copy of the report

For further information: 

Mary Alice Lee, Ph.D.

Senior Policy Fellow

Connecticut Voices for Children

33 Whitney Avenue

New Haven, Connecticut 06510

203-498-4240

203-498-4242 fax

malee@ctkidslink.org





*
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Medicaid Managed 

Care Council



HUSKY Program
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December 12, 2008







		Between directors

		Pleased to present the HUSKY update

		Mark did not get a chance to say goodbye, but sure he would want you to know that he will miss you











HUSKY Call Center

Incoming Calls by Month

Comparison by Year







		Call center numbers for November show decrease in volume from the previous month of 2,202 or 7%

		Numbers still reflect very high volume compared to preceding years

		Types of calls - Plan changes, application activity

		Doubled our call center staff, who also process all the plan changes











HUSKY A

Enrollment Growth by Month

(Previous 15 Months)



		Slight decrease in HUSKY A enrollments from previous month

		 Decrease of 269, less than 1%











HUSKY A

Under 19-Year-Olds

Enrollment Growth by Month

(Previous 15 Months)



		  Decrease of 412, less than 1% decrease in child enrollments











HUSKY A

Adults

Enrollment Growth by Month

(Previous 15 Months)



		 143 reduction, less than 1% increase in adult enrollment 











HUSKY B

Enrollment Growth by Month

(Previous 15 Months)



		HUSKY B enrollment continues to go down, but less of a drop than last month

		Decrease of 269, a 2% decrease compared with 3% drop between Oct and Nov

		Enrollment levels probably affected by high inventory of applications 











HUSKY

Applications Received

New and Renewal



		Applications received showing decrease of 480, or 32%

		Typically a decrease in application activity in Nov

		?? HUSKY applications that also include adults applying are tracked separately and are not included in this report….











HUSKY B

Assistance Units Referred to DSS 

New, Renewal and Combined AUs



		Percent of referrals to DSS dropped again, by 4.5% points

		Steady drop since July is explained by the fact that we now have a program for adults 

		Used to refer all adults who apply

		Now refer only those who appear to qualify for a DSS program

		The rest are evaluated for CO eligibility











HUSKY B

Assistance Units Denied or Closed

(does not include Closed Renewals Eligible for HUSKY A)



		Denials/closures increased slightly, but remain at fairly typical levels

		Increase of 54, or 8%











HUSKY B

Assistance Units Pending at End of Month



		Applications pending at the end of month are slightly lower

		Decrease of 27, or 1% drop since last month

		Still indicative of increased levels of inventory

		Unexpected high volume of application activity and additional complexity

		Eligibility staff more than tripled – no more space

		Recently added night shift team 

		Just came out of training

		Just started training new team housed at DSS 

		Total number of eligibility staff – 38 plus about 15 “buddies”

		Estimate that levels will be much closer to normal by the next report in January











HUSKY B

Did Not Reapply at Renewal



		Increase in applicants who did not return renewal form, but within normal range

		Increase of 25, or15%











HUSKY PLUS

Enrollment

(Previous 15 Months)







		HUSKY PLUS enrollment dropped by 20, or 7%

		May also be affected by high application inventory











Lockouts By Premium Band

(Last 15 Months)







		Lockouts for Band 2 increased by 92, or 31%, 

		Still within normal range

		Lockouts for Band 3 decreased by 87, or by 46%











HUSKY B Count of Enrollees By County By Plan

As of 12/01/2008







		Detail on HUSKY B count by county and plan











HUSKY A Count of Enrollees By County By Plan

As of 12/01/2008







		Detail on HUSKY A count by county by plan













Charter Oak Enrollment By Plan By Band

As of 12/01/2008









		Charter Oak enrollment up to 2,687

		Detail by plan by premium band – highest in Band 1 and lowest in Band 5











Charter Oak Enrollment By County By Plan

As of 12/01/2008







		Charter Oak enrollment by county by plan











Charter Oak

 Enrollment Growth By Month







		Charter Oak growth over the last 3 months

		Increase of 907, or 51% increase since last month











HUSKY A Plan Changes

		Blue Care

		to:

		Health Plan Name		Number		%

		Aetna Better Health		23,094		35.4%

		AmeriChoice		3,731		5.7%

		Community Health Network		38,456		58.9%

		Total		65,281		100.0%





































HUSKY A Plan Changes

		Traditional Medicaid

		to:

		Health Plan Name		Number		%

		Aetna Better Health		4,549		28.4%

		AmeriChoice		1,855		11.6%

		Community Health Network		9,599		60.0%

		Total		16,003		100.0%
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		Highlights – Access to Care
Aetna added Danbury and New Milford hospitals  
Aetna – UConn Medical Center – 371 providers 
Aetna – ECHN – 73 providers 
Aetna – ProHealth Physicians – 165 providers 
--------------------------------------------------------------------------------------------------------
AmeriChoice added 15 hospitals 
AmeriChoice - Yale Medical Group (A, B, CO) – 1,163 providers incl. 165 internists, family practitioners, APRNs & PAs, 47 pediatricians, 51 OB/GYNs, 900 specialists including 113 pediatric specialists 
AmeriChoice - St. Francis & Mt. Sinai for (HUSKY) – 111 providers: 15 family practitioners, 11 internists, 7 OB/GYNs, 11 pediatricians, 67 specialists 
AmeriChoice - NES Medical Services (HUSKY) – 31 hospital-based providers in Windham County – 8 internists, 6 family practitioners, 4 PAs, 3 nurse practitioners, and 10 emergency medicine providers 
---------------------------------------------------------------------------------------------------------CHN - ProHealth Physicians  (A,B, CO) – 215 providers 
CHN - Grove Hill Medical Center (HUSKY) – 50 providers 
CHN - Physicians for Women existing HUSKY provider, new to CO – 190 providers 
CHN - Middlesex Professional Services (HUSKY) – 61 providers 



















Current Enrollment

		Fairfield		Hartford		Litchfield		Middle-sex		New Haven		New London		Tolland		Windham

		Enrollment currently for HUSKY & Tmed		70,697		100,077		13,880		9,801		101,933		24,830		7,863		14,145
Total
343,226

		
Physician Network Capacity by County
*(Capacity in a county contingent upon the MCO having a hospital in that county)

		AmeriChoice		23,992		32,896		3,189		3,958		37,089		4,316		4,175		3,809

		Aetna		18,800		41,539		5,379		*5,845		48,804		*6,357		6,579		4,907

		CHN		46,867		74,855		9,728		14,430		97,200		16,736		11,144		8,001

		Total		89,659		149,290		18,296		24,233		183,093		27,409		21,898		16,717



		Network Capacity Summary

		11/14/08		12/12/08

		PCPs		3,758		5,286

		Specialists		5,790		8,819

		Enrollment		343,771		343,226

		Enrollment Capacity		417,972		539,137





















































































	Number of Hospitals & FQHCs in HUSKY



*All Remaining FQHC Contracts with DSS will be signed by 12/12/08 cob; 

 All Remaining FQHC Contracts with Aetna & AmeriChoice will be signed by 12/16/08 cob

		CHN		Aetna Better Health		AmeriChoice

		Fairfield		6		3		5

		Hartford		7		3		4

		Litchfield		3		3		1

		Middlesex		1		0		1

		New Haven		8		3		5

		New London		2		0		2

		Tolland		2		1		2

		Windham		2		1		2

		Total Hospitals		31		14		22

		        FQHCs		12  (338 Providers)		*2		*2
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Out of Network Requests

		Data is cumulative from August thru November

		Requests may include more than one service or visit

		There may be multiple requests from a member for the same or different provider

		Providers are counted once per plan regardless of the # of services or visits









Out of Network Requests

Where OON Services were requested



Providers counted as 1 regardless of total number of requests or services delivered

		Provider type 		Aetna Better Health		AmeriChoice		CHN 

		Facilities 		23		4		61

		Individual provider		179		47		215

		FQHC		3		0		0

		   Total		205		51		276































HUSKY A  OON Requests

ER requests would have been received after the services were provided.

		 		 		requested		approved 

		Medical		Outpatient Surgery		115		115

		 		Specialist (office)		736		736

		 		PCP		22		22

		 		Inpatient		72		72

		Ancillary		Radiology		32		32

		 		Therapy (PT,OT, Speech, Chiro)		51		51

		 		Lab/Pathology		34		34

		 		Home Health		13		13

		 		DME		54		54

		FQHC		 		3		3

		Other		ER		2		2

		Total		 		1134		1134















































HUSKY B  OON Requests

ER and Transportation requests would have been received after the services were provided. 

		 		 		requested		approved 

		Medical		Outpatient Surgery		26		26

		 		Specialist (office)		39		39

		 		PCP		7		7

		 		Inpatient		1		1

		Ancillary		Radiology		5		5

		 		Therapy (PT,OT, Speech, Chiro)		1		1

		 		Lab/Pathology		0		0

		 		Home Health		1		1

		 		DME		3		3

		Other		ER 		2		2

		 		Emerg. Transport		2		2

		Total		 		87		87















































Charter Oak OON Requests

1 PCP declined the member, plan found member another PCP

		 		 		requested		approved 

		Medical		Outpatient Surgery		30		30

		 		Specialist (office)		156		156

		 		PCP		52		51

		 		Inpatient		9		9

		Ancillary		Radiology		62		62

		 		Therapy (PT,OT, Speech, Chiro)		12		12

		 		Lab/Pathology		45		45

		 		Home Health		2		2

		 		DME		7		7

		Other		ER		2		2

		 		Vision care		3		3

		Total		 		380		379















































OON totals by MCO & Program

		HUSKY A		HUSKY B		Charter Oak

		 		# of 
requests		% of all 
requests		# of 
requests		% of all 
requests		# of 
requests		% of all 
requests

		ABH		465		41%		55		63.2%		303		79.7%

		Amerchoice		45		4%		5		5.7%		38		10%

		CHN		624		55%		27		31%		39		10.3%

		 		1134		 		87		 		380		 



















































PCCM Pilot Program

		Providers in Waterbury and Mansfield/Windham will be included

		Each area has a mix of applicant PCPs for adults and children that accounts for a significant portion of the current HUSKY population.

		Providers are submitting data to identify all HUSKY A members who are their current patients

		Households of current patients will receive notices about and be eligible for PCCM, even if they live outside of those 3 towns









PCCM applicants in pilot areas

		In Waterbury:

		4 practices with applicants, including 1 FQHC

		44 clinicians total

		Estimated max. capacity of 8,000 members

		In Mansfield/Windham:

		3 practices with applicants, including 1 FQHC

		11 clinicians total

		Estimated max. capacity of 3,700 members









PCCM Planned Timeline

		December 17: Deadline for PCP contracts and data. Data to be matched to EMS.

		Late December: Notices sent to target population- Mandatory notice to BCFP members will include PCCM for those eligible

		Early January: First meeting of Provider Advisory Group

		February 1: Enrollment effective for first PCCM members









Future Plans

		Applications from providers not selected in the first round will be retained pending the opening of additional areas.

		As new areas are opened for PCCM, DSS will repeat the same process of targeted mailings to patients identified by their the providers 

		With no lock-in in place, these clients will have the option to move into PCCM with their provider









Applicants in Pilot Areas

		In Waterbury : 		# applicant providers

		Child & Adolescent Health Care		4

		Franklin Medical Group		20

		Pediatric Associates of Connecticut		9

		StayWell Health Care		11

		Total		44

		In Mansfield/Windham:		 

		Generations Family Health Center		6

		Mansfield Pediatrics		4

		Windham Primary Care		1

		Total		11







































Additional FQHCs with applicants

		Charter Oak Health Center

		Charter Oak Health Center at CCMC

		Community Health Center

		Community Health Services

		East Hartford Community Healthcare

		Fair Haven Community Health Center

		Hill Health Center

		Optimus Health Care

		Southwest Community Health Center

		United Community and Family Services

















Additional non-FQHC practices with applicants

		Group		Primary City		Group		Primary City

		Branford Pediatrics and Allergy 		Branford		Long Wharf Pediatrics and Adolescent Medicine		New Haven

		Burgdorf Bank of America Health Center		Hartford		Pediatric Medicine of Wallingford		Wallingford

		Children's Medical Associates		Ansonia		Pediatrics PC		New Milford

		Children's Medical Group 		Hamden		Pediatrics Plus* PC		North Haven

		CT Valley Pediatric Center 		Windsor		Pioneer Valley Pediatrics, Inc		Enfield

		Day Kimball Hospital Pediatric Center		Putnam		Summer Pediatrics		Stamford

		Hamden Pediatrics		Hamden		The Pediatric Care Center		Bristol

		Jeff Ceronsky, MD, FAAP		Southbury		Winsted Pediatrics		Winsted

		Kids Station Pediatrics 		Manchester		Wood River Health Services		Hope Valley, RI

		Litchfield County Family Practice		Thomaston		Yale-New Haven Hospital		New Haven
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Evaluation began in Spring, 2006.
E l ti  t  b   ti  i   tEvaluation to be summative in nature.
Evaluation team of experts formed:


Beth Daponte, Ph.D.
▪ evaluation expert (author of Evaluation Essentials (Wiley, 2008) and 


demographer.
Mr. Gregory Lagana
▪ data expert and Director of Workforce Projects, Center for Economic 


Development, Carnegie Mellon University.
Dr. Suzanne McDevitt
▪ Associate Professor of Social Work, Edinboro University.  Expertise used for 


literature review.
Mr. Peter Wood
▪ Principal, Collaborative Development.  Expertise used for assistance in creation 


of logic models of sub‐contracting Healthy Start service providers.
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1.  Process‐based evaluation
Informal interviews with program administrators
Rigorous program description


2.  Analysis of “mother” data set


3.  Analysis of “infant” data set


4.  Cost‐benefit analysis
3


Program was rigorously described by creating the 
Program Theory and Program Logic Model at the 
state level.


Because the program has many sites, it was 
important to see how each site viewed the program 
to assure that the program was operating with 
integrityintegrity.


For each site, evaluation team created Program 
Logic Models and discussed Program Theory with 
program manager.  


4
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Number of program sites=17


5


Goal Assumptions Target
Population


Inputs Activities Outputs Outcomes


Better birth  Information  Pregnant or  $1 43  Contract with  Caseload Better birth Better birth 
outcomes.


Savings to 
health care 
system as a 
result of 
better birth 
outcomes.


Information 
will improve 
pregnant
women’s 
access to 
care


Assistance 
will help the 


Pregnant or 
postpartum 
women 
< 185% 
poverty 
living in CT 
(and their 
children <3 
years), giving 


$1.43 
million in 
funds 
appropri‐
ated
annually 
from the 
state.


In‐kind 


Contract with 
sites


Outreach


Screen clients 
for risk


Develop care 
plans for 


Caseload,
existence of 
a high 
quality 
database, # 
of care plans 
developed.


Better birth 
outcomes:  


higher
birth‐
weights; 


fewer 
preterm 
birthsp


uninsured get 
insurance 
and care


Case 
management 
is needed.


y g g
highest 
priority to 
high risk 
women.


contribu‐
tions from 
sites 
(varies)


clients


Coordinate 
care,  educate 
clients,  
obtain better 
access to care


6
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Assess Need
Assessed on all or 
some of the 
following 
dimensions:
• Basic needs
• Mental Health


Provide 
appropriate 
services &
referrals


Increases 
access to 
needed
services


Increases 
individuals’
awareness


of health issues


Program Theory, Healthy Start, State Level, 2006


• Medical needs
• Social supports
• Safety
• Financial/economic 
situation


Develop Care Plan
Includes all or some of the 
following:


Determine clients’
capacities to care
for themselves


Increases a community’s 
awareness and knowledge 
of public health issues


Individuals make health a higher 
priority for themselves and their family


Improves long-term health 
f it


Improves the long-
term health of clients 


Better birth 
outcomes


following:
• Economic & financial assistance
• Medical care
• Oral health care
• Mental health care
• Care coordination
• Case management
• Social support
• Safety education
• Health insurance


enrollment and
coordination


of community and their families


Cost savings for
Health care system


7


i. Between the sites, the program seems to be , p g
consistently delivered to clients. 


While there exist some differences between sites in 
exactly how the program is administered, the sites 
delivered the program with enough consistency to assure 
that the program has integrity.  


8
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Nearly all agencies hosting the program provide at least one of the following 
in‐kind contributions:
▪ Operational support


▪ Financial services
▪ Supervisory support


▪ Overhead
▪ Rent
S li▪ Supplies


▪ Custodial services
▪ Other overhead.  


The full cost of these services is not passed on to the program because 
program personnel believe that doing so would decrease the amount of 
women served and possibly the quality of services provided. 
The full cost of operating the program, as it existed in FY’06, exceeds the 
state funding available.    


9


While the state supports the program at a pp p g
level of approximately $1.6 million per year, 
the true cost of the program as it exists 
exceeds what the state supports.  


10
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Programs seemed to regard data demands from the state 
as competing with service provisionas competing with service provision.  


▪ Program staff feel that if they were to devote enough time to data 
issues they would need to decrease services to their clients.  


While funds go to the sites to implement the program, sufficient 
resources were either not available or insufficiently allocated to 
data collection, input, and IT issues.  


Sites expressed a desire for additional support for information 
technology.  
▪ Most sites reported that IT support was an in‐kind contribution to theMost sites reported that IT support was an in kind contribution to the 
program incurred by their agency.   


▪ Most sites strongly felt that 
▪ support from the state in this respect was insufficient,
▪ that the state had changed reporting requirements over the years multiple times, 
and 


▪ that consistency and support were needed.  


11


• Personnel felt that there were women in need who were not 
enrolled in the program because the program had insufficient 
resources for outreach.  


• Outreach seems to be conducted on an ad hoc basis.  
Some sites are committed to conducting outreach, actively meeting with 
community groups, while other sites use passive measures such as making 
program brochures available as their primary form of outreach. 


h ff d d h h h dWithout sufficient resources devoted to outreach, the hardest to 
reach women who may need the program the most may not know 
about the program. 


12
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Evaluation challenges:
1. Those who actually participate in the program are 
likely to be a select group. 
▪ The program is offered to all pregnant women in Connecticut 
yet not all eligible women participate in the program.  


▪ The state, though, contracts with sites to provide services to 
all pregnant women below 185% of the federal poverty 
threshold Because it is voluntary it is likely that participantsthreshold.  Because it is voluntary, it is likely that participants 
will be a select group.  


2. The intervention varies between clients.  
Client care plans and services provided are dependent on a client’s level of need 


upon registration.  


13


Compare HS with all of CT?
HS   diff   ith  t t  i   d  / th i itHS women differ with respect to income and race/ethnicity.


Cannot “withhold” HS program in order to have a 
comparison group.


Cannot compare HS women with other poor women not in 
the program because of selection bias


HS is a voluntary program   HS is a voluntary program.  
▪ Participants may be more motivated to having healthy births.  
▪ Participants may be more socially connected.
▪ Eligible non‐participants may feel that they do not need the program, 


and/or may be unaware of the program.  


14
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What level of need for services did clients have 
upon entry to the program?  


▪ Sites did not consistently record need for services upon entry 
into the database.


To what degree did the program meet the 
clients’ need for services?


Which specific services provided impact the 
probability of a positive birth outcome?


▪ Information was not kept in a way where mother and child 
files could be linked.  


15


Throughout the evaluation process, a parallel g p , p
process of data improvement occurred as the 
evaluator raised data quality issues.  


Ultimately, the unresolved data issues limited 
the possible scope of the evaluationthe possible scope of the evaluation.


16
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Year of  Number
entry
2003 3
2004 203
2005 3,008
2006 2,562
Total 5,776


The number of women in each site ranged from 57 to 1,187.  


17


Asian & Native 
Amer., 3% Unknown, 3%


Racial Distribution of HS Mother Clients


White, 34%Other, 23%


African Amer., 
16%


Multi‐racial, 19%
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Ethnicity not 
reported, 9%


Missing, 9%


Hispanic Ethnicity of Mother Clients


Not Hispanic or 
Latino, 37%


Hisp. or Latino, 
8%


Other Hisp. & 
Unknown, 10%


Central/S. Amer., 
14%


Puerto Rican, 12%


Mexican, 10%


19


v.  The disproportionately large numbers of p p y g
non‐white clients and Hispanic clients 
suggest that the program reaches its target 
population. 


Healthy Start 
Mother Clients Connecticut births


8% of mother clients report speaking a language 
other than English.


Non‐White 64% 18%


Hispanic 43% (at least) 18%


20
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19
26


Hospital
Word of mouth/personal


3
3
3


8
9
10


13


Presentations
Family Planning Program


DCF, DSS
Medical Care Provider


No data
Other


Community Health Center


2
2


0 5 10 15 20 25 30


WIC
Local Health Department


Percent


*Referral sources of <2% of women include community‐based organizations/social service 
organizations, InfoLine, mass media/television/radio, school, childcare, faith‐based organizations, 
court system, MCO, and public events.  


21


Of the 5 776 mothers included in the data Of the 5,776 mothers included in the data 
base, at least 4,931 (85%) enrolled while 
pregnant and 845 (15%) enrolled after the 
birth of the child.  


Note:  Some sites changed this variable as the pregnancy 
d   Th f  it i    lik l  th t      t  proceeds.  Therefore, it is very likely that a more accurate 


statement is that approximately 90% of women first enroll 
in the program while pregnant. 
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Age at Registration, Healthy Start Mothers


35.6%


24.4%
30%


35%


40%
nt


ag
e


Average age at reg.= 25.5 years
% who registered when a teenager=18%
Age range=13 to 55 years


0.3% 0.6% 1.8% 3.0%
5.1%


7.4%


14.0%


6.4%


1.3% 0.1%
0%


5%


10%


15%


20%


25%


Fr
eq


ue
nc


y 
Pe


rc
en


0%
<15 15 16 17 18 19 20-24 25-29 30-34 35-39 40-44 45+


Age
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“The average age at registration was 25.5 years of age.  This age 
is well below the 27 5 average age when giving birth of women in is well below the 27.5 average age when giving birth of women in 
the United States in 2004 and the difference is statistically 
significant (p<.01)  (National Center for Health Statistics, Table 
10).  At enrollment women were approximately one and one‐half 
years younger than pregnant women in the United States 
overall.”


“11% of the program’s clients are 18 years of age or younger while 
nationally, 6.3% of births are to young women of these ages 
(N i l C  f  H l h S i i  T bl   )  “(National Center for Health Statistics, Table 1). “


There are statistically significant differences in the age 
distributions of clients between sites.
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Estimated Weeks Gestation at Enrollment  (Prenatal Mothers)


25%
27%30%


Average = 14.8 weeks gestation
at enrollment25% 


16%


9%


6% 5%
10%


15%


20%


25%
at enrollment


1%


6% 5% 4% 4% 3%


0%


5%


4 or less 5-8 9-12 13-16 17-20 21-24 25-28 29-32 33-36 37+


25


viii.  Most women enter the program during their first 
trimester. 


TRIMESTER OF PREGNANCY AT ENROLLMENT, ONLY PRENATAL
MOTHERS


Third (27 40 


First (1‐13 weeks), 
Second (14‐26 


k )   %


Third (27‐40 
weeks), 13%


( 3 ),
58%


weeks), 30%


26







12/11/2008


14


It appears that nearly ½ of all pregnant clients pp y p g
were experiencing their first pregnancy. 


27


ix. Upon intake, most mothers (54%) were p , (54 )
self‐pay/uninsured (this includes clients who 
could not pay).


37% reported being on “Medicaid” at intake.  
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This analysis is good for showing the areas that may 
have relative unmet need   Not so good in providing have relative unmet need.  Not so good in providing 
absolute numbers.  


The evaluator calculated for each municipality the 
actual # of HS clients and the “expected” number


Expected= (# number of births in the municipality in 2005 
* the % of children in poverty)
Poverty rates from 2000 census, refer to 1999. 


“Unmet need”= Expect – actual numbers of 
HS clients. 


29


Hartford East Hartford West Haven


A number of suburban and rural areas  that also show unmet 


Bridgeport Manchester Greenwich


New Britain Bristol Enfield


Danbury Vernon Fairfield


A number of suburban and rural areas  that also show unmet 
need (e.g., Bridgewater, Cromwell, Lisbon, and Plainfield) 
do not have a critical mass of women unserved.  This is a 
challenge to providing equity throughout the state.  
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10.1%
10.6%


10%


12%Percent of 
infants born 
preterm


7.8%


2%


4%


6%


8%


10%preterm
Healthy Start


CT (2006)


CT standardized to 
HS racial/ethnic 


Healthy Start infants have a statistically significant 
decreased likelihood (p < .01) of being preterm.


Note:  The Healthy Start rate includes infants with seemingly very early births, which may reflect errors in recording.


0%


Population


/
composition


31


Live Healthy Start Births by Birthweight and Area 


Average


Area  [n] 
Minimum 
 (in grams)


Average
birthweight
(in grams) 


Maximum 
birthweight


Standard 
Deviation 


Bridgeport‐Stamford‐Norwalk 221 1,360 3,137 5,170 480 


Hartford  449 878 3,224 5,046 543 


New Haven  804 567 3,269 5,330 590 


Norwich  438 970 3,257 4,807 551 


Waterbury 332 454 3,057 4,536 613 


Grand Total  2,244 454 3,213 5,330 571 


HS infants average 7 pounds, 1 ounce at birth.  
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Population
Low 


Is difference 
with HS LBW % 


Population
birthweight statistically 


significant?


CT Healthy Start Infants 8% Reference pop.


All CT infants (2005) 8% No.


CT non‐Hispanic white infants 6.8%


CT non‐Hispanic black infants 13.7%


CT Hispanic infants 8.3%


If CT infants had the race/ethnic 
composition of infants in the HS program


8.6% Yes. (p < .05)


HUSKY A* 9.5% Yes.  (p < .05)


All women in Medicaid program* 9.1%
* Source:  CT Voices for Children, 2007.  


33


State of Connecticut Live 


Births


Imposing the 


demographics of Healthy 


Race/Ethnicity 


according to state 


categories


Race/Ethnicity


According to HS 


categories


% of 


total in 


HS 


pgm.


[c]


% LBW in 


Connecticut*


[d]


Start infants on the 


state’s infants and 


multiplying by the LBW 


rate found in state of the 


race/ethnic group= 


[c]*[d]


Number of live 


births in state, 


2005*


[a]


% of 


total


[b]


Non-Hisp White 25,923 62.1% Non-Hisp White 36% 6.8% 2.45%


Non-Hisp Black 4,759 11.4% Non-Hisp Black 16% 13.7% 2.19%


Non Hisp Other 2 689 6 4%Non-Hisp Other 2,689 6.4%
Other 2.3% 9.5% 0.22%


Unknown 380 0.9%


Hispanic 7,971 19.1% Hispanic 45% 8.3% 3.74%


Total 41,722 100% Total 100% 8.0% Sum of column = 8.6%


*Source:  Department of Public Health, State of CT, Vital Statistics tables.  


http://www.ct.gov/dph/cwp/view.asp?a=3132&q=394598&dphNav_GID=1601&dphPNavCtr=|#46987, Table 3.  Accessed 5/15/08. 
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xii.  “…One can conclude that infants in the 
Healthy Start program are being born with Healthy Start program are being born with 
higher birthweights than their demographics 
would have predicted. Their demographics 
would have predicted a rate of at least 8.6% 
rather than the 8% rate observed in the 
program.” (p. 93)


35


Preterm births have a short‐term cost of $51,600 
apieceapiece.
Estimated by a National Academy of Sciences panel 
(Daponte et al, p. 90 referring to NAS 2006.)
2/3 of this expense due to increased health costs of a 
preterm infant, and 1/3 in other supportive services. 


It is likely that the true cost per preterm infant 
d h $51 600 i (N i l A d i fexceeds the $51,600 estimate (National Academies of 


Sciences 2006) due to additional long‐term costs.  
Such long‐term effects could include decreased income 
over a premature person’s life course due to the learning 
disabilities caused by the prematurity.  (NAS 2006)
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For every 100 women in the Healthy Start 
h lt i liprogram whose pregnancy results in a live 


birth, it is likely that at least $103,000 is 
being saved because of the lower propensity 
for pre‐term births.  


37


In the period considered, the program saved 
the state substantial sums of money rangingthe state substantial sums of money, ranging 
from a very low estimate of $1.8 million to a 
high estimate of $5.2 million.   A reasonable 
figure is a minimum of $3.5 million.  
The range results from uncertainty in the number 
of Healthy Start mothers whose pregnanciesof Healthy Start mothers whose pregnancies 
actually resulted in a live birth.  
▪ 5,700 women were in the mother file, 2,200 in the infant 
file.  The program inadvertently excluded 700 infants 
(because one site did not contribute to the infant file). 
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Using a figure of 2,900 live births per year (a minimum figure)


Expected preterm births= 2 900 * 10 1% (CT’s preterm rate)=293Expected preterm births= 2,900   10.1% (CT s preterm rate)=293
Estimated actual preterm births= 2,900 * 7.8% (HS preterm rate)= 226


Estimated preterm births averted= 293‐226=67 


Savings of averting 67 preterm births= 67*$51,600=$3.5 million.  


Cost of program=$1.6 million


$ $ $Net savings= minimum of $2.1 million = $3.5 million‐$1.6 million


Return on investment= approximately $2.20 per dollar spent on 
program= $3.5/$1.6
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Using a figure of 2,900 live births.  (A minimum figure)


Expected preterm births: 2900 * 10 6% (CT’s race/ethnicityExpected preterm births:  2900   10.6% (CT s race/ethnicity 
standardized preterm rate= 307


Estimated actual preterm births:  2900 * 7.8% (HS preterm rate)= 226 


Estimated preterm births averted= 307‐226=81 


Savings of averting 81 preterm births= 81*$51,600=$4.2 million.  
Cost of program=$1.6 million


Net savings= minimum of $2.6 million = $4.2 million‐$1.6 million


Return on investment= approximately $2.60 per dollar spent on the 
program= $4.2/$1.6
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Every 100 women served costs the state $28,000.  


For every 100 babies born to mothers in the program, 
2.3 (unstandardized) to 2.8 (standardized) preterm 
births are averted, saving between $119,000 to 
$144,000 in averted excess short‐term costs per 100 
live births. 


Net savings of $91,000 to $116,000 per 100 live births 
to program participants


net of program costs, excluding costs of in‐kind 
contributions


41


Return on investment=$2.20 to $2.60 for $ $
every dollar spent on program. 
Since it is likely that much of the cost of a preterm 
birth to women in program would be borne by 
taxpayers (mostly through state and local 
services), the program produces well over $2 in ), p g p $
return to every $1 invested.   
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The program is applied consistently across sites.


The program attracts its target population of 
women at risk of having negative birth 
outcomes. High preponderance of:
Young women (high degree of teens)
First pregnancies


h lReaches women early in pregnancies


There seems to exist relative unmet need for the 
program.


43


Women in the program give birth to fewer p g g
low birthweight babies than would be 
expected given the demographics of the 
program’s population.   


Women in the program are less likely to Women in the program are less likely to 
give birth to pre‐term infants. 
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Given that recent research shows that each preterm birth has a 
societal cost of $51 600 the program should be expanded tosocietal cost of $51,600, the program should be expanded to 
reach all high risk women. All eligible women do not participate in 
the program.


Data suggest 35% of mothers 18‐34 of infants born in CT are <185% 
FPL, yielding potentially 14,000 babies born a year in Connecticut 
whose mothers would have been eligible for the program.  
▪ However, not all women in Connecticut know about the program or feel that 


they need the program.  


There are potentially thousands of women to whom the programThere are potentially thousands of women to whom the program 
could be beneficial. Given that the program produces a net cost 
savings, the state should consider expanding it to reach more 
women, by both expanding outreach for and increasing capacity 
of the program. 
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Because reliance on in‐kind contributions makes 
a program unstable, the evaluator recommends 
that funding for the program be increased so the 
program does not have this potential instability.


The state should strengthen the data and 
evaluation capacity of the program   evaluation capacity of the program.  
The program should be continuously working with 
either an internal or external evaluator so it can 
continuously improve.  
▪ The last evaluation was conducted 13 years ago. 
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