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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/Vice-chair: Senator Toni Harp & Sen. Edith Prague
Meeting Summary:  January 8, 2010
Next meeting: Friday February 5, 2010 @ 9:20 AM LOB Rm. 1E
Attendees: Sen. Edith Prague (chair), Rep. Vickie Nardello, Rep. David McCluskey, Rep. Elizabeth Ritter, Mark Schaefer, Robert Zavoski, MD, Pat Rehmer & Paul DeLio (DMHAS), Thomas Deasy (Comptroller’s Office), Renee Coleman-Mitchel (DPH), Deb Polun, Ellen Andrews, Alex Geertsma, MD., Joyce Hess, Mary Alice Lee, Katherine Yacavonne, Jeffrey Walter, Donald Langer (AmeriChoice UHC), Gail DiGioia for Sylvia Kelly (CHNCT), Rita Paradis (Aetna).
Also attended: Richard Spencer, Rivka Weiser (DSS), Greg Vitiello & Steve MacKinnon (ACS), Deb Poerio (Vice-Chair, Quality SC), Victoria Veltri (OHA), Jody Rowell, (M. McCourt, legislative staff.)
HUSKY/Charter Oak (COHP) Enrollment:  Greg Vitiello, ACS(Click icon below to view presentation)
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Highlights of information presented with Council questions/comments included the following:
· Overall enrollment changes during the December holidays was unremarkable with the exception of  a reduction of 2,367 adult HUSKY A enrollees related to the dis-enrollment of State Medical Assistance Non-Citizens (SMANC) adults on Dec. 1, 2009 as directed by legislation (PA 09-5 SS).  Hartford Legal Aide sought a court injunction to prevent this disenrollment and the Court ruled against the state’s motion to ‘stay a permanent injunction, pending appeal’. DSS stated in their presentation about this issue (See DSS presentation below) that the DSS current stance is to re-enroll adults on a case-by-case medical need basis, pending the Court decision on Attorney General’s appeal.  New Haven Legal Aide said this approach seemed to be in non- compliance with the Court injunction.  Toward the end of the meeting Victoria Veltri shared that morning’s Court decision on the AG’s appeal that mandates the State reinstate the SMANC adults.
· Addendum: DSS memo on reinstatement of disenrolled SMANC adults in response to Jan. 8, 2010 court ruling on the AG office appeal (see memo distributed via email to MMCC on 1-8-10 below)
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· Increase in pending COHP applications was thought to be related to the holidays.
· ACS will have the results of their survey on reasons for member “lock-out” (3 months delay in re-enrollment) for failure to pay premiums in Feb. The survey will provide information on member actions and reasons. 
· Premium pre-payment is required only for HUSKY B band 3 and COHP band 5.  DSS may consider relooking at prepayment in that members now can receive one month free coverage and then be dis-enrolled for non-payment. If a  policy revision is considered, DSS would speak with the Council on the issue and gather data for a fiscal note.  Council members encouraged DSS to consider alternatives for those that cannot afford prepayment. 
· Application processing: ACS stated they can process applications within 2 days if all information is provided or do follow up within 2 days with clients when more information is needed.  ACS has a daily application report that identifies those applications beyond 45 days and takes internal action with the applicant to complete the process.   If eligibility is determined and premiums are pre-paid (HUSKY B band 3, COHP band 5) enrollment will be effective the first of the month following the application. 
· HUSKY A default percentage increased form 20% to 30.7% (members that did not choose a managed care option are assigned a MCO on a rotating basis).  ACS said increases in defaults may be due to holidays and absence of member response to making plan choice (can be done by phone or choice form).  Plan changes due to ‘PCP is not in the plan’ may reflect the default assignment.
· In response to Council questions DSS stated members that become ineligible for HUSKY B (and HUSKY A) are sent information on other coverage options such as Charter Oak and contact information.  
· COHP applications continue to be processed: the Governor’s mitigation plan to cap enrollment requires legislative approval and to date action has not been taken on this. 

Council Subcommittee Reports

Quality Assurance SC (Click icon below for Dec. meeting summary)
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Deb Poerio, vice Chair, reviewed the recent Subcommittee work on a HUSKY ‘report card’ that will provide HUSKY performance information to consumers and follow up with DSS on SC recommendations on quality issues that will be included in the DSS/MCO contracts. 

Quality issues led to a discussion about state agencies’ capacity to respond to federal grants and overall state tracking and planning of available federal grants that target quality improvement.  Discussion points included:
· CHIPRA provided states an opportunity to apply as a single state or states’ collaborative for a $5M grant to improve program quality over 5 years.  The federal RFP had a short deadline of Jan. 8, 2010.  CT and probably other states missed this opportunity for a grant that did not require state matching funds.  Dr. Geertsma clarified that given the changes in DSS staffing and statutory initiatives DSS did not have the resources to meet the filing deadline.  Dr. Geertsma, speaking for CTAAP, expressed disappointment in this missed opportunity but expressed hope that  professional associations collaborative with state agencies to develop medial homes and quality improvement initiatives would be developed to allow CT to take advantage of other federal quality improvement grants.
· Deb Poerio commented on a missed opportunity for $15M state grant for integrated IT system that could support in part IT infrastructure development for School based health clinics in conjunct with state initiatives.  Ms. Poerio recognized state agency infrastructure constraints during this difficult budget period, noting that local agencies alone often cannot apply for federal grants rather state agencies must be he respondents to RFPs. 
· Rep. Nardelo asked if there is state wide lead agency for grants that can reduce fragmentation in successful grant applications.  DSS noted there is a mechanism for tracking ARRA stimulus dollar opportunities; DPH Commissioner has designated a grant person within the office of the Commissioner and has directed staff to prioritize work on grants to ensure CT seeks all appropriate grant funds.
· Sen. Prague expressed disappointment and concern that CT is not aggressively seeking federal dollars in grants at a time when the State is contemplating service cuts, noting that OPM has grant writers that can work with State agencies to apply to RFPs.  The Senator, while sympathetic to individual agency constraints, stressed that interagency communication and collaboration is needed to respond to federal grant opportunities and OPM should take the lead on this.  Sen. Prague will discuss this further with Sen. Harp. 
· Ellen Andrews described an example of a positive partnership between DPH and EHealth CT (non-profit entity) that is working well to secure federally funded IT and EMR grants.

Primary Care Case Management (PCCM) SC:
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Ellen Andrews outlined the Subcommittee issues:
· FOI in HUSKY Primary Care can be a serious provider enrollment barrier as individual providers in MCOs are not subject to Freedom of Information Act (FOIA). DSS Commissioner, in a letter to the SC Co-Chairs, stated this provision will remain in the provider contracts.
· Marketing to potential HPC members: MCOs have dollars for marketing in their administrative dollars; no dollars were allocated for PCCM marketing.  DSS ‘markets’ the HUSKY program and as contractor, presents the 4 member choice options.

· HUSKY Primary Care (HPC) evaluation involves two issues:

· DSS has determined Mercer will do the evaluation.  The SC questioned Mercer’s experience with a PCCM model concerns were raised about conflict of interest issues as Mercer is a DSS subcontractor. 
· The timing of the evaluation needs to be addressed (July 1, 2010) as enrollment currently falls far short of 1000 members in statute.
· HUSKY Primary Care is a medical home: recently the State Employee Plan medical RFP included this as part of the response. 
Department of Social Services Report
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Charter Oak Premium Changes

DSS described the new rebasing of Charter Oak Health Plan premiums effective 2/1/10 that was legislated in PA09-5 in an attempt to decrease the state subsidy amounts (See slides 8-10).  Co-Pays and deductibles will not change for any of the income bands. The Band 5 new premium is now $296 compared to $250-259 prior to 2/1/10. DSS reexamined Band 5 premiums based on medical utilization/need of these members.  Income Bands 1-4 (described in ACS enrollment handout above) increased will be applied in three phases: 2/1/10, 7/10 and 1/1/11.  
Response to the premium rebasing included the following points:
·  DSS has not projected the impact of the premium increases on COHP enrollment especially in Band 1 (income range of 0-150% FPL) & 2 (151%-185% FPL) that have the highest percent premium increase.  (In the 9/08 actuarial presentation to the MMCC, DSS monthly contribution to those bands was the highest, with $197/M to member $75/M in Band 1 and $185/M to member $100/M in band 2. See 9/08 summary with Shcramm-Raleigh actuarial presentation at www.cga.ct.gov/ph/medicaid including questions raised by the council that are pertinent to the Jan. 8, 2010 discussion .)  
· DSS was asked why the premium increases could not have been equally distributed among the bands.  DSS noted that there are various risk stratification approaches, for example stratify by age which would create risk proportionate to others in that band.  There will be further discussion at the Feb. MMCC.
· It is understandable that the costs of COHP are higher than the projected costs given that the actual membership age pool is different than that projected.  (See below information from 11/13/09 MMCC ACS report)
        
[image: image6.emf]COHP age by  band.pdf


DSS had expected a higher percentage of younger uninsured adults 19-26 years to participate in COHP, while only 17% of the total enrolled members are in this age group to 32% projected numbers.
· There are commercial products available that young adults no longer eligible for parental health insurance would find more affordable.  The benefits in such plans can be more limited than COHP in that there are pre-existing conditions and often no maternity coverage.  While CT changed the law to allow children of insured parents to remain in the parent’s health plan to age 26, self-insured plans are exempt from this mandate.
CHIPRA Citizenship Documentation (See DSS slides 11-12 in above icon & click icon below for CMS 12/09 letter to states on implementing CHIPRA requirements, history of citizenship documentation changes).
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Effective 1/1/10 eligible HUSKY B clients must document citizenship to remain in the program. While documentation is in progress,  current, new and re-enrolling HUSKY B clients will be granted HUSKY B or retain coverage pending citizenship documentation.  Steps DSS has taken to alleviate members producing paper documentation include:
· DSS has tested a DSS eligibility system match with the federal social security administration (SSA) system that will confirm applicant/enrollee citizenship status.

· If a match fails, DSS will confirm match data with client and resubmit the match. 

· If the match fails, the client will be referred to a Qualified Entity or DSS out-stationed eligibility worker who will assist the person in securing appropriate required documentation. The member will have a 90 day reasonable opportunity period (ROP) to provide the required citizenship documentation.  
· Failure to meet this requirement in the 90 day period would result in disenrollment.  Member notices will go out during the ROP period.   

DSS expects to implement the same match process for new HUSKY eligibles within the next 4-6 weeks. While federal guidelines allowed Medicaid eligibles to be enrolled in Medicaid program while getting the citizenship for the 90 day ROP as of Feb. 2009, DSS has not done this but will grant retroactive coverage to the date of the application.  At the Council request, DSS will provide more detail on the HUSKY A process in February. 
Medicaid Care Management Update (See last 4 slide of DSS presentation)

DSS is required (PA09-5) to develop a care management program (CMP) for Medicaid fee-for-service clients.  CMS allows DSS to mandate Medicaid aged, blind and disabled qualified clients to participate in the CMP under Section 1932 state plan amendment.  This represents ~ 25,000 adults: those Medicaid ABD clients exempted from mandatory participation include the dual eligibles (Medicaid/Medicare), Native Americans, children with special health care needs. 
Discussion points included the following:

· A Request for Qualifications (RFQ) was released 12/30/09.  In a revised timeline as of Jan. 12, letters of intent must be submitted by 1-19-10, written questions by 1-19-10 and DSS response to the questions 1-26-10. (See RFQ and amended portion on DSS website: www.ct.gov/dss , click on left side “vendors/contractors”).  
· The timeline for the contract award is Feb. 26, 2010. CMP is expected to be implemented July 1, 2010.  
· The non-risk based CMP entities (at a minimum 2 of the 3 HUSKY/COHP MCOs) are responsible for care management, care coordination, coordination of physical, BH services and Home and Community waiver services,  utilization review, health risk assessment, member satisfaction, disease management and case management with clients and their health providers (See details in the RFQ). 
· Clients will have an identified medical home.
· Behavioral Service management is separate from the medical RFQ. DMHAS is partnering with DSS to manage these services within the CM.  The challenge for both agencies and CMP entities is the integration of medical and BH services.  CMS may allow DSS to integrate BH services for dual eligibles, based on the similar approach of a single entity dental ASO for dental services for HUSKY, SAGA & Medicaid FFS in the ‘carve-out”. 
· DSS was asked why the RFQ release was limited to the 3 plans; why not a broader dissemination to entities with more experience with the adult Medicaid FFS population. DSS commented that the 3 MCOs have experience with the Medicaid population, the RFQ is a cost effective proposal to be done in limited time because the budget included significant savings in the fiscal year.
· There was concern how DSS can do the CMP procurement at the same time as negotiating with the HUSKY/COHP plans for capitation rates.  DSS stated these will be separate focused negotiations:  rate negotiations for HUSKY/COHP with new requirements that are associated with reduced PMPM costs and separate negotiations for ASO (CMP) per member per month rates.  The non-risk CMP will have a 10% withhold for performance measures efficiencies. 
Other Items
· Mary Alice Lee (CTVoices) asked DSS about contract plans for program independent performance monitoring, the dollars for which are in the biennial budget and have not been released. DSS stated since the provision in the deficit mitigation plan has not been approved by the Legislature, DSS may be able to discuss a contractor with the contractor. 
· State funded CT Home Care Program increased cost sharing of an additional 15% of program costs effective Jan. 1, 2010.  The cost benefit analysis of this was requested at an earlier meeting for increasing individual cost share of a home based program that may be unaffordable by many participants and would lead to higher cost institutional care. DSS will determine with Rep. Nardello and other legislators, an appropriate forum to discuss this issue. 
· Ms. Yacovonne (SW CHC) requested DSS reconsider their policy to prohibit MCO marketing activities effective Jan. 1, 2010.  Ms. Yacavonne noted the all 3 MCOs have worked with FQHCs & SBHCs in community-based activities on health information and family education on preventive care.  DSS was asked to separate marketing activities from initiatives benefit the community. 
· SAGA Waiver status; DSS stated the CMP design and actuarial analysis will be the basis of a SAGA waiver submission if federal health care reform does not expand Medicaid coverage to single adults at a FPL percentage at or higher than the current SAGA FPL. 
· CTVoices provided copies of their brief that is on the web site:

                How National Health Care Reform May Affect Families in Connecticut’s HUSKY Program

                            http://www.ctkidslink.org/pub_detail_493.html
_1325413320.doc
DSS email for distribution to the Medicaid Council sent Fri 1/8/2010 @ 4:31 PM

· The Department of Social Services is moving to reinstate medical coverage for approximately 4,600 documented non-citizens in Connecticut, as result of a Hartford Superior Court ruling today.  DSS is also re-opening the program to new applicants as a result of the court ruling.


· The DSS action follows the court’s ruling against the state’s motion to ‘stay’ a permanent injunction, pending appeal.  This means that Connecticut must reinstate the State Medical Assistance for Non-Citizens program while it appeals the court’s injunction against the discontinuation of benefits, following a class action suit filed on behalf of the medical coverage beneficiaries.  


· The discontinuance of the State Medical Assistance for Non-Citizens program was originally implemented as a requirement of the adopted 2010-2012 state budget and, specifically, Public Act 09-5, Section 64, September Special Session.


· DSS Commissioner Michael Starkowski today directed DSS staff to expeditiously reinstate coverage for all disenrolled clients of State Medical Assistance for Non-Citizens.  This measure augments the previous direction to reinstate clients whose medical needs were brought to the department’s attention by the plaintiffs’ counsel.


    Medical coverage will be reinstated retroactive to December 1, 2009.


    In addition, as a result of the court ruling today, Commissioner Starkowski directed that:


· The State Medical Assistance for Non-Citizens program itself be reinstated, with explanatory notices mailed individually to beneficiaries who had been disenrolled; and that 


· DSS eligibility staff and enrolled medical providers be alerted of the reinstatement of the program, which includes re-opening it to eligible new applicants.   For providers, a notice is posted on the home page of www.ctdssmap.com website, as well as going out on the cover page of provider remittance advices that are mailed out on the 12th and 13th next week.  DSS is also mailing a provider bulletin with the information.


    To summarize -- pending the state’s appeal of the December 18, 2009, permanent injunction against legislatively-mandated elimination of the program, DSS is reinstating disenrolled clients, retroactive to 12/1/09 and re-opening enrollment to new, eligible applicants.  The individual clients and state-enrolled medical providers are being notified. 


Thank you.


___________________________________

David S. Dearborn  |  Communications Director

Connecticut Department of Social Services

Office of the Commissioner | Public & Govt. Relations

25 Sigourney Street, Hartford, CT 06106-5033

860-424-5024 (desk) | 860-566-2022 (fax)

David.dearborn@ct.gov |  www.ct.gov/dss
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The purpose of the Quality Assurance Subcommittee is to provide recommendations to the Council to ensure quality health care for Medicaid Managed Care and related populations. The Subcommittee serves as a forum for concerns regarding quality of service delivery in the program, advises the Department of Social Services (DSS) on subjects and methods of investigation into problems that arise, and suggests solutions. The Subcommittee also works with managed care organizations and DSS to develop effective data systems, internal quality assurance plans and grievance procedures. 


Chair: Paula Armbruster   Vice-Chair:  Deb Poerio

Meeting Summary: Dec. 10. 2009

Next meeting: Thursday January 14, 2010 9:30 – 11 in LOB Room 3800

DSS Quality Strategy Plan


DSS stated the plan, discussed in SC meetings in the summer & fall 2009, is still under review with DSS and the managed care organizations (MCOs).


School Based Health Clinic Service data


There was a question raised if SBHC data is part of the MCO utilization reports.  Comments:

· HEDIS measures criteria call for services performed by the primary care provider (PCP). If the SBHC is not associated with an associated PCP such as a FQHC, hospital clinic, etc, SBHC claims may not be included.


· CHNCT checked with their utilization staff and reported that all data billed in the encounter database is counted. 


· Discussion about SBHC as PCP; they have 24/7 coverage but most are not operating 365 days.  Deb Poerio commented that SBHC  have 131,000 annual visit, providing statewide services in K-12 schools where SBHC are available.

Action Step: further information from other 2 MCOs as to whether SBHC encounter data is part of the HUSKY utilization reports.


Template of HUSKY Performance “report card”


Tina Cheatwood began developing a report card process as part of the Yale EPH student work with the Medicaid Council.  Subsequent to the May 2009 report to the MMCC ( www.cga.ct.gov/ph/medicaid)


Ms. Cheatwood continued to work with the Quality SC and Sen. Harp after she began her faculty position with George Washington University.  Ms. Cheatwood met with the Subcommittee via teleconference call to discuss the mock template with the SC.  Emphasized that what the SC was working with was a mock report that was NOT based on any HUSKY MCO data, real networknumbers nor was the introduction letter from the DSS Commissioner and Medicaid Council Chair “real”. 

The report would highlight annual performances by managed care entities that may inform prospective or enrolled HUSKY members on health plan choice along with key choice items of PCP, hospital, specialist in their plan of choice.  At the May 2009 meeting the Council members endorsed the reporting format and the idea of DSS posting annual data dashboard on their website for stakeholder that wish to look more in depth at services provided in the HUSKY program that is financed by state/federal dollars. 

The subcommittee participants expressed interest in the template, asked questions, made suggestions for clarity of information for members/stakeholders.  It was agreed those interested would meet with Deb Poerio prior to the Jan. meeting to organize suggested changes that would then be discussed with Ms. Cheatwood. 


The Subcommittee would further explore how to use utilization data to effect practice change over time to deliver more cost effective care. Ms. Cheatwood asked the SC for thoughts on how GWU could assist the Council in looking at quality issues.  The Quality and Women’s Health SC chairs participated in a conference call with GWU researchers to identify quality issues that might be researched with the GWU experts. 

Jan. 14th meeting agenda items

· Infrastructure for a “CT CHIP” quality initiative similar to Vermont: Dr. Geertsma

· Dental program: ASO performance measures, quality measures: Dr. Balaski


· Update on DSS HUSKY Quality Strategic Plan


· Further discussion on consumer “report card” 
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DEPARTMENT OF HEALTH & HUMAN SERVICES 
Centers for Medicare & Medicaid Services 
7500 Security Boulevard, Mail Stop S2-26-12 
Baltimore, Maryland 21244-1850 
 
Center for Medicaid and State Operations 
             
          
 
December 28, 2009 
 


SHO #:09-016 
         CHIPRA #: 11 
 
      RE: Citizenship Documentation Requirement 
 
Dear State Health Official: 
 
This letter is one of a series that provides guidance on the implementation of the Children’s 
Health Insurance Program Reauthorization Act of 2009 (CHIPRA), Pub. L. 111-3.  Specifically, 
this letter addresses the provisions of section 211 regarding the citizenship documentation 
requirement for Medicaid and the Children’s Health Insurance Program (CHIP).  The Deficit 
Reduction Act of 2005 (DRA), Pub. L. 109-171, amended sections 1902 and 1903 of the Social 
Security Act (the Act), to require Medicaid applicants who declare to be a U.S. citizen or 
national to present satisfactory documentary evidence of citizenship prior to enrollment in 
Medicaid.  Section 211 of CHIPRA revises several of these requirements, and, effective 
January 1, 2010, applies these requirements to CHIP and permits States to verify citizenship for 
individuals newly enrolled using a data file match with the Social Security Administration 
(SSA).  This letter provides an overview and guidance on the changes made by section 211 of 
CHIPRA. 
 
Background 
 
Prior to enactment of the DRA, Medicaid applicants could attest under penalty of perjury that 
they were U.S. citizens or nationals.  States could require documentary evidence of citizenship or 
nationality but were not required to do so.  Effective July 1, 2006, the DRA created a new 
section 1903(x) of the Act which requires States to obtain satisfactory documentary evidence of 
citizenship or nationality when enrolling individuals in Medicaid or at the first point of eligibility 
redetermination.  Certain populations, including most individuals receiving Medicare, disability 
insurance benefits, supplemental security income benefits, children in foster care, and children 
receiving foster care or adoption assistance are exempt from these requirements.  Federal 
implementing regulations at 42 CFR 435.406 and 435.407 outline the groups of individuals that 
are subject to citizenship documentation requirement and describes the criteria for documents 
that can be provided to confirm citizenship.    
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CHIPRA Changes Related to Documentation of Citizenship in Medicaid and CHIP 
 
Section 211 of CHIPRA includes several provisions modifying the Medicaid requirement for 
documentation of citizenship, including a new option to assist States in meeting this requirement: 
 


• Eligible individuals who declare to be U.S. citizens or nationals must be provided a 
reasonable opportunity to present satisfactory documentation of citizenship or nationality  
and must be enrolled in coverage pending the reasonable opportunity to document that 
claim;   


• Tribal enrollment or membership documents issued from a federally recognized Tribe 
must be accepted as verification of citizenship; no additional identity documents are 
required.    


• Children who are initially eligible for Medicaid or CHIP as “deemed newborns” are 
considered to have provided satisfactory documentation of citizenship and may not be 
required to submit further documentation at subsequent eligibility determinations or re-
determinations;    


• A new State option, available beginning January 1, 2010, allows verification of a 
declaration of  citizenship for individuals newly enrolled in CHIP or Medicaid using a 
data match with SSA to confirm the consistency of a declaration of citizenship with SSA 
records, in lieu of the presentation of citizenship documentation; and  


• The citizenship verification requirements described above will apply to CHIP beginning 
January 1, 2010. 


 
Additional policy and regulatory guidance will be forthcoming on this issue and the Centers for 
Medicare & Medicaid Services (CMS) will continue to work with States to help them implement 
these provisions in a manner that is consistent with the statute.  
 
Reasonable Opportunity to Present Satisfactory Documentary Proof of Citizenship 
 
CHIPRA amends section 1903(x) of the Act requiring States to provide an individual who 
declares U.S. citizenship or nationality, under penalty of perjury, with at least the same 
reasonable opportunity to present evidence, as specified in sections 1137(d)(4)(A)(i) and (ii) of 
the Act, as individuals who are required to submit evidence indicating a satisfactory immigration 
status.  States have flexibility to define what constitutes a reasonable opportunity period, but may 
not apply a standard to citizens and nationals that is more restrictive than such standard applied 
to immigrants.   
 
Under this new provision, the State must allow an individual to declare citizenship and must not 
deny, delay, reduce, or terminate Medicaid or CHIP eligibility while the documentation is 
gathered during a reasonable opportunity period.  Once an individual has declared that he or she 
is a U.S. citizen or national and has provided all other information that the State needs to  
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determine eligibility, the State must make a decision on whether the applicant is eligible.  If the 
State determines that the individual is otherwise eligible, it must provide benefits while the 
individual secures the documents needed to satisfy the citizenship documentation requirement.  
The reasonable opportunity period does not affect the applicability of the timeliness standards at 
42 CFR 435.911.   
 
If an individual has not provided satisfactory documentation of citizenship by the end of the 
reasonable opportunity period, and any extension period, States may terminate that individual’s 
eligibility for Medicaid or CHIP benefits in accordance with Medicaid rules at 42 CFR 919 and 
435 Subpart E (regarding timely notice and opportunity for a fair hearing).  Federal financial 
participation (FFP) will be provided for claims that occur during the reasonable opportunity 
period, even if eligibility is ultimately terminated due to lack of documentation. 
 
This provision took effect on July 1, 2006, as if included in the DRA.  (See Page 7 for further 
discussion.) 
 
Acceptance of Tribal Documents for Proof of Citizenship 
 
Section 211 of CHIPRA also clarified certain provisions of the DRA related to acceptance of 
documents issued by a federally recognized Indian Tribe for documentation of citizenship or 
nationality.  Section 1903(x)(3)(B) of the Act, as amended by CHIPRA, specifies that a 
document issued by a federally recognized Indian Tribe evidencing membership, enrollment in, 
or affiliation with such Tribe is satisfactory documentary evidence of an individual’s U.S. 
citizenship or nationality.  The document must identify the Federally recognized Indian Tribe 
which issued it, identify the individual by name, and confirm the individual’s membership,  
enrollment in, or affiliation with that Tribe.  Some examples include Tribal 
enrollment/membership cards, a certificate of degree of Indian blood issued by the Bureau of 
Indian Affairs, a Tribal census document, or a document issued by a Tribe indicating an 
individual’s affiliation with the Tribe.  These documents are examples of documents that may be 
used, but do not constitute an all-inclusive list of such documents.  Tribal documents are now 
considered to be as reliable as a passport and are treated as “Tier 1” documents under Federal 
regulations at 42 CFR 435.407.  Additional identity documentation is not required to be 
presented.    
 
CMS will update current federal regulations authorizing the presentation of other forms of 
documentation, including Tribal documentation that may be used to satisfy the citizenship 
documentation requirements.  During the period that begins on July 1, 2006, and ends on the 
effective date of the final regulations (forthcoming), an individual who is a member of a 
federally recognized Indian Tribe who presents a Tribal document as described above is deemed 
to have presented satisfactory evidence of citizenship.    
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It is important for States to recognize that Tribes are individual independent governments that 
may not have uniform methods of documenting membership, enrollment, or affiliation with a 
particular Tribe.  CMS encourages States to contact Tribes located in their States for assistance 
in identifying documents used by those Tribes.  CMS will provide technical assistance to States 
and Tribes to assist in the implementation of this provision. 


 
With respect to federally-recognized Indian Tribes located within States having an international 
border and whose membership includes individuals who are not U.S. citizens, CHIPRA requires 
that the Secretary, after consultation with the Tribe, issue regulations regarding presentation of 
documentation sufficient to establish the citizenship of Tribal members who have declared they 
are citizens of the U.S.   
 
The CMS has consulted with the Tribes concerning the implementation of this provision.  
Specifically, the Tribal Affairs Group and the Center for Medicaid and State Operations within 
CMS jointly hosted an All Tribes call on June 19, 2009 to consult on this and other provisions in 
CHIPRA.  Two face-to-face consultation meetings were held in Denver on July 8, 2009, and July 
10, 2009, to solicit advice and input from federally-recognized Tribes, Indian health providers, 
and Urban Indian Organizations on these provisions.  In addition, CMS obtained the advice and 
input regarding implementation of section 211 from the CMS Tribal Technical Advisory Group 
at its July 30-31, 2009 meeting and no alternative types of Tribal documents were identified 
beyond the Tribal documents mentioned above.   


These provisions took effect on July 1, 2006, as if included in the DRA.  (See Page 7 for further 
discussion.) 
 
Children Born in the U.S. to Mothers Eligible for Medicaid or CHIP 
 
Section 1903(x) of the Act was also amended to provide that individuals who are initially 
eligible for Medicaid or CHIP as “deemed newborns” are considered to have provided 
satisfactory documentation of citizenship and identity (by virtue of being born in the United 
States) and will not be required to further document citizenship or nationality at any subsequent 
Medicaid or CHIP eligibility determination or redetermination.  Previously, under regulations 
promulgated pursuant to the DRA, documentation of citizenship was required at the first 
redetermination of Medicaid eligibility after the deemed newborn eligibility period ends, when 
the child turns 1 year old. CHIPRA repeals this regulatory requirement. CMS provided general 
guidance on the eligibility of deemed newborns in its August 31, 2009, letter to State Health 
Officials (SHO 09-009), available at 
http://www.cms.hhs.gov/smdl/downloads/SHO083109b.pdf.  
  
This provision took effect for Medicaid on July 1, 2006, as if included in the DRA.  (See page 7 
for further discussion.)   
  



http://www.cms.hhs.gov/smdl/downloads/SHO083109b.pdf
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New State Option in Lieu of Requiring Documentary Evidence of Citizenship or 
Nationality 
 
Effective January 1, 2010, section 211 of CHIPRA amends section 1902(a)(46) of the Act by 
adding subparagraph (B) that provides a new optional State process at section 1902(ee) for 
documenting the citizenship or nationality for those Medicaid or CHIP applicants declaring to be 
U.S. citizens or nationals.  This process may be used in lieu of requiring the applicant to present 
satisfactory documentary evidence of citizenship or nationality as specified in 42 CFR section 
435.407.  States that do not elect this option must continue to document citizenship and 
nationality in accordance with Federal regulations at 42 CFR sections 435.406 and 407 and 
policy requirements included elsewhere in this letter.   
 
In accordance with a new section 1902(ee) of the Act, a State may submit to SSA the applicant’s 
name, Social Security Number (SSN), and date of birth (DOB) for comparison with information 
that SSA has on record for the individual.  SSA will compare an individual’s name, SSN, and 
citizenship declaration provided by the State with data in its Master File of SSN Holders 
(Numident).  States are expected to move forward with enrolling individuals during this 
verification period and eligibility may not be delayed, denied, or terminated pending the 
completion of the data matching process. 
 
SSA Operational Implementation of the New Option 
 
To support this exchange of information, SSA will use the existing electronic batch data 
exchange, known as the State Verification and Exchange System (SVES), currently in use for all 
States with SSA.  SVES operates via a network known as the File Transfer Management System.  
States currently send requests for SSN verification to SSA on a daily basis, and SSA’s responses 
are sent to States the next day (referred to as an “overnight batch”).   
 
If a State elects the CHIPRA option for an SSA file match, the authority for entering into this 
data exchange will be documented by a revised Computer Matching and Privacy Protection Act 
(CMPPA) agreement and Information Exchange agreement that States will need to sign with 
SSA no later than December 31, 2009, if they wish to use this option beginning January 1, 2010.  
States that are currently operating separate CHIP eligibility programs will need to implement a 
process to connect to the State Medicaid agency to enable the processing of verification of 
citizenship for new applicants through SVES for CHIP.  As explained below, States may receive 
enhanced Federal matching payments for the design, development and installation of systems 
necessary to implement this electronic data matching option. 
 
In collaboration with CMS, SSA has been working closely with the States by incorporating  
CHIP into the CMPPA model agreements and has provided test cases for use by the States.  
CMS and SSA will continue to work closely with the States to ensure a smooth transition to this 
new system. 
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Operation of the Data Exchange 
 
For the citizenship verification inquiry, States will submit an SVES request that contains a 
special indicator of “Medicaid/CHIP” in the input field.  This request will provide the States with 
SSA’s standard response as well as a specific response with respect to whether SSA can confirm 
the individual’s attestation of U.S. citizenship or nationality.  SSA will match each individual’s 
information provided by the State with SSA’s records.  SSA will provide a response to every 
query submitted by the State.  Responses will indicate a confirmation of the data submitted by 
the State is consistent with SSA records, a response that indicates an inconsistency with SSA 
records, or a response that indicates that there is no match with SSA records.  The State will 
receive a reply for each record that SSA is unable to process due to missing or invalid data.   
 
A response from SSA that confirms that the data submitted by the State is consistent with SSA 
data, including citizenship or nationality, meets the citizenship verification requirements.  No 
further action is required for the State or individual and no additional documentation of either 
citizenship or identity is required. 
 
Resolution of Data Inconsistencies and Continued Enrollment 
 
An inconsistency between the data submitted by the States and SSA’s data means that the State’s 
submitted information (individual’s name, SSN, DOB, or citizenship declaration) is not a match 
with the information in SSA’s Numident files.  In these instances, SSA does not provide the 
State a confirmation that citizenship is substantiated.  The State must correct its information and 
resubmit the request in order to obtain citizenship substantiation for the individual. 
 
If the State receives notice from SSA that the individual’s name, SSN, DOB, or declaration of 
citizenship or nationality is inconsistent with information in SSA’s records, or if no match is 
found by SSA, the State must first make a reasonable effort to identify and resolve the cause of 
this result (e.g., a typographical or other clerical error) that may have originated with the State 
and can be resolved by research of the State’s records.  If an error is identified, the State must 
correct its information and resubmit the request in order to confirm the citizenship verification 
for the individual.  If the inconsistency is not resolved by such efforts, the State shall notify the 
individual and provide the individual with 90 days from the date that the notice is received either 
to provide satisfactory documentation of citizenship or nationality to the State as described at 42 
CFR 435.406 and 435.407, or to resolve the inconsistency with SSA’s information if the issue 
causing the discrepancy is related to the SSN, name, or date of birth.  The individual remains 
enrolled in Medicaid or CHIP during this effort.   
 
After 90 days, if the inconsistency has not been resolved or documentary evidence of citizenship 
or nationality has not been provided, the State must disenroll the individual with timely and 
adequate notice within 30 days.  The individual may appeal the disenrollment and request a fair 
hearing in accordance with standard notice and fair hearing procedures. 
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Reporting Requirements 
 
A State electing this SSN matching option must report to CMS the percentage of inconsistent 
submissions as compared to total submissions to SSA each month. For the purpose of this 
reporting, a submission is counted as inconsistent if the State could not resolve the inconsistency 
with SSA’s records, the individual did not successfully resolve the inconsistency or provide 
satisfactory documentation of citizenship status after a reasonable opportunity, and CHIP or 
Medicaid paid for an item or service received by the individual.  CMS will issue additional 
guidance specifying the timeframe and format for this information.   
 
As required by the statute, if for any Federal fiscal year (FFY), the State’s average monthly rate 
of inconsistencies exceeds 3 percent, the State must develop and adopt a corrective action plan to 
review its procedures for verifying the identities of Medicaid and CHIP applicants, and must 
identify and implement changes in its procedures to improve the accuracy.  Also, the State must 
reimburse CMS a certain amount of Medicaid or CHIP payments for the FFY for individuals 
who provided inconsistent information, based on the number of individuals with inconsistent 
information in excess of 3 percent as a percentage of the total number of individuals with 
inconsistent information.  The Secretary of Health and Human Services (HHS) may waive, in 
certain limited cases, all or part of the payment if the State is unable to reach the allowable  
3 percent of inconsistencies despite a good faith effort.  CMS will issue separate guidance on the 
criteria for such waivers. 
 
Enhanced FFP for File Match System with SSA 
 
A State may claim FFP for 90 percent of the sums expended during a calendar quarter that are 
attributable to the design, development, or installation of a mechanized verification and 
information retrieval system that the Secretary of HHS determines is necessary to implement this 
option for a file match with SSA.  The 90 percent match will also be available for implementing 
a connection with a separate CHIP eligibility program to enable application of this process to 
CHIP.  The CHIP administrative expenditures cap does not apply to expenditures necessary for 
the State to implement this provision.  In addition, a State may claim FFP for 75 percent of the 
sums expended during a calendar quarter that are attributable to operation of these systems. 
 
Application of Citizenship Documentation Requirements to CHIP 
 
Effective January 1, 2010, section 2105(c) of the Act is amended to apply to separate CHIP 
programs the requirement to provide verification of citizenship or nationality as a condition of 
enrollment.  (The requirement currently applies to CHIP-funded Medicaid expansion programs, 
so this provision aligns the requirements for both programs.)   
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Separate CHIP programs are given the option to verify citizenship of new CHIP applicants using 
a file match with SSA in lieu of obtaining documentary evidence of citizenship or nationality.  
However, as stated above, SSA will not establish separate connections to separate CHIP 
programs.  Those programs must establish a connection through the State’s current Medicaid 
SVES data exchange.  
  
Restoration of Medicaid Eligibility 
 
As noted above, the effective date of the CHIPRA provisions related to reasonable opportunity, 
Tribal documentation, and citizenship of deemed newborns is July 1, 2006, the effective date of 
the DRA.  This retroactive effective date means that an individual previously determined 
ineligible for Medicaid, including under a section 1115 waiver program, during the period of 
July 1, 2006, through October 1, 2009, must be granted eligibility 1) if the individual was 
determined ineligible solely due to the requirements for documentation of citizenship or 
nationality in effect at the time the ineligibility determination was made; and 2) the individual 
would be eligible by applying the provisions of section 1903(x) that were amended by section 
211(b) of CHIPRA (i.e., Tribal documents, reasonable opportunity period, citizenship of deemed 
newborns).  In such case, the State must grant or restore the eligibility effective with the date the 
individual would have been eligible were these CHIPRA provisions in effect at the time of the 
determination of ineligibility.  
 
In addition, CHIPRA provides States with the option to “deem” individuals to be eligible 
retroactively to the date the individual would have been eligible if the States can identify 
individuals meeting criteria (1) and (2) discussed above.  Under this deeming option, the State 
would not need to perform a new eligibility determination, but rather, would be able to “deem” 
the individual as retroactively eligible and restore eligibility accordingly.  CMS will work with 
States interested in pursuing this option. 
 
Contact Information 


 
If you have questions regarding this guidance, please send an email to 
CMSOCHIPRAQuestions@cms.hhs.gov or contact Ms. Victoria Wachino, Director, Family and 
Children’s Health Programs Group, who may be reached at (410) 786-5647. 


 
     Sincerely, 
 
       /s/ 
 
     Cindy Mann 
     Director 
      
 



mailto:CMSOCHIPRAQuestions@cms.hhs.gov
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cc: 
 
CMS Regional Administrators 
 
CMS Associate Regional Administrators 
Division of Medicaid and Children’s Health 
 
Ann C. Kohler 
NASMD Executive Director 
American Public Human Services Association 
 
Joy Wilson 
Director, Health Committee 
National Conference of State Legislatures 
 
Matt Salo 
Director of Health Legislation 
National Governors Association 
 
Debra Miller 
Director for Health Policy 
Council of State Governments 
 
Christine Evans, M.P.H. 
Director, Government Relations 
Association of State and Territorial Health Officials 
 
Alan R. Weil, J.D., M.P.P. 
Executive Director 
National Academy for State Health Policy 
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Meeting Summary:  Nov. 18, 2009

Co-Chairs: Rep. Walker & Rep. Cook & Ellen Andrews

Next meeting: Wednesday Jan. 20, 2010 from 10-11:30 AM in LOB Room 2A

Attendees:  Ellen Andrews, Rep. Michelle Cook (Co-Chairs), Rep. Gail Hamm, Robert Zavoski, MD & Rivka Weiser (DSS), Evelyn Barnum (CHCACT), Judy Blei, Meagan Cowell (R&C), Alex Geertsma, MD, Les Holcomb, Lisa Honigfeld (CHDI), Mark Keenan (DPH), Steve MacKinnon (ACS), Deborah Strane (AmeriCoice), Sheldon Toubman (NHLA), Jillian Wood (CTAAP), Annette Buckley (HUSKY Infoline), Christopher Savold (CTDHP), (M. McCourt, legislative staff). 

Ellen Andrews reported the Comptrollers Office issued an RFP for self-insured proposals for medical benefits for the State employment program that includes medical home provision.

Department of Social Services


· PCCM program description on DSS web site, for providers: 


Member-oriented information about HUSKY Primary Care, is on the HUSKY website, in the “Enrollment” section:



http://www.ct.gov/hh/cwp/view.asp?a=3573&q=439482&hhNav=|


· HUSKY Primary Care (HPC), HUSKY A Primary Care Case Management option, has specific provider data reports that include 1) patient risk assessment &care plan, 

      2) Asthma severity identification & care plan (for children), 3) Diabetes Mellitus Hemoglobin A1c, lipid and blood pressure monitoring (for adults), 4) BMI/blood pressure obesity disease                                       management.

· Practitioner data reports to DSS are slowly coming in (especially due to peak flu season). In relation to claims-based data timely filing is 365 days under Medicaid EDS. 


· Dr, Geertsma stated the lack of ‘critical mass’ of HPC members/practice affects adequate practice PMPM funding that encourages staff engagement. 

· A small number (~ 60 of 230 members) are continuously enrolled clients since Feb. 1, 2009 start of PCCM, This small number disallows any conclusions about utilization patterns. 

· HPC expansion to the greater areas of New Haven and Hartford: 

· December letters will being going out to HUSKY A members in these areas, with HPC enrollment effective Jan. 1, 2010.

· New eligibles in the HPC geographic areas also receive  information on this fourth choice. 

· Provider outreach is in progress and to date: (See Oct. 14th report from DSS updated with further information at this meeting).

· New Haven area has 34 primary care provider (PCP) contracts that include the 2 Federally Qualified Health Centers (FQHCs) and represent a mix of pediatric, adult and family practices.


· Hartford PCP contracts are coming in; DSS is talking with the hospitals in the area.  CCMC is somewhat different in that there are 2 entities to work with, the children’s hospital and Charter Oak FQHC that has assumed administrative management of pediatric outpatient services.

· DSS stated the HPC evaluation will be done by Mercer. While the statute requires an evaluation be submitted to the Legislature by July 1, 2010, there was general SC agreement that given the slow start-up of the program an evaluation done later in the year would yield more meaningful information.  Ellen Andrews requested that information on the evaluation process be discussed with the SC before it is finalized. Action Step: DSS follow up on this.

· PCP marketing guidelines: Action Step: DSS will provide the SC with clear “fact sheet’ explanation of PCP marketing guidelines described in the Oct. 1, 2009 letter from the DSS Commissioner to the Subcommittee Chairs.  Discussion of HUSKY MCO funding for marketing/outreach included the following points:


· MCOs have a maximum of 1% of administrative overhead targeted for marketing  during the first year of their contract but DSS said this only a portion of this amount is spent. 

· There is no money allocated for PCP marketing; Action Step: the Subcommittee stated the Commissioner needs to address this in order to establish equal and common processes within the MCO and HUSKY PC options. 


· Other states (I.e. Illinois) contracted with an administrative organization (ASO) for their PCCM program.  This has not yet been considered in CT.  Action Steps: Ms. Andrews will send a letter to the Commissioner recommending that an external entity be contracted for program administrative functions that would include provider/community outreach that would not compromise the individual PCPs marketing restrictions. 


· DSS had been asked to obtain information on expenditures of the annual $2.5M for PCCM start up included in the 2008-2009 biennial budget.  Action Step: Dr. Zavoski had requested this information from DSS financial unit; he will follow up on this and report back to the SC.

· The contractual Freedom of Information (FOIA) PCP clause remains troubling to members since the providers in MCO panels are not subject to this.   The DSS Commissioner, in his Oct. 1, 2009 letter, affirmed the FOIA contract clause is to remain.  Action Step: 1) Dr. Zavoski will bring SC member concerns about this to the Commissioner; 2) Ellen Andrews will talk with Co-Chairs regarding SC concerns. 


· Member enrollment in one of four HUSKY A managed care option:


· HUSKY Infoline stated they never direct a member to choose a specific plan, rather encourages the member to identify their current/new PCP and work with ACS to choose a plan.


· ACS uses the same script with members outlining their choices that include HUSKY PC in specific geographic areas.

· Rep. Cook suggested the SC review other states’ PCCM design and experiences that would provide CT with help in addressing HUSKY PC challenges.  Action steps: Ellen Andrews will look at other states’ programs for SC information.

· Further discussion on DSS commitment to HUSKY PC beyond the pilot. 


· Mr. Toubman stated MCOs use the leverage of leaving the HUSKY programs in contract negotiations with DSS.  In Oklahoma the MCOs did leave and the small PCCM pilot was quickly expanded statewide.  Ellen Andrews stated this is one reason for a strong PCCM option in CT.

· Dr. Geertsma cautioned that the last ‘transition’ from managed care to PIHP then back to MC created a hardship for members and practitioners during the turmoil: an infrastructure needs to remain in place if managed care negotiations fail.  FQHCs commented that the PIHP (managed ASO type) interim structure was easier to use. 


· DSS noted that Oklahoma established Medicaid reimbursement rates at 100% Medicare that engaged more providers in participation in their Medicaid program. 


Mr. Holcomb, a SC member with extensive health system experience, noted that over several meetings questions about HUSKY PC budget and other policy issues have been raised.  Action Step:  Mr. Holcomb suggested a PCCM budget template be created for the SC; he will draft this and a PCCM “primer” that includes: progress to date, what is needed next, upcoming state budget deadlines, identification of specific additional resources needed to move to the next level as enrollment is opened in the New Haven & Hartford areas.  This will be sent to the SC Co-Chairs for review and discussion prior to the next SC meeting in Jan. 2010.
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Initial Towns



Additional towns opened January  2010

		Overall HUSKY A Population in HUSKY Primary Care (PCCM) Areas

		 		HUSKY A Population
(Based on November 2009 enrollment		% Total Statewide HUSKY A Enrollment for November 2009		PCCM Enrollment 
as of January 1, 2010

		Current Areas:

		Windham/Willimantic Area		8,158		2.3%		31

		Waterbury Area		36,659		10.2%		202

		New Haven Area		44,406		12.4%		8

		Hartford Area		57,681		16.1%		2

		Total Across all four areas		146,904		41.0%		243















































HUSKY Primary Care

New Haven Area Primary Care Providers



		Cornell Scott-Hill Health Center		25

		Fair Haven Community Health Center 		21

		Long Wharf Pediatrics 		5

		Pediatric and Medical Associates 		(4 contracts pending)

		Pediatrics Plus* PC		4

		Yale New Haven Hospital Primary Care Centers		59


		Children’s Medical Group LLC		8

		TOTAL		122

































HUSKY Primary Care: 

Hartford Area Primary Care Providers

		Burgdorf Bank of America Health Center		
6

		Charter Oak Health Center 
     (Note: Not including COHC at CCMC)		8


		Community Health Services		
15

		East Hartford Community HealthCare
		10

		Family Medicine Center at Asylum Hill 		8

		TOTAL		47





























SMANC Update

		SMANC disenrollments were effective 12/1/09 in accordance with the requirements of Public Act 09-5, September Special Session

		The Department has completed state plan amendments under Medicaid and CHIP permitting coverage of pregnant women and children retroactive to 4/1/09

		Legal services filed a complaint that the legislation to discontinue SMANC is unconstitutional









SMANC Update

		Superior Court issued an injunction (12/18/09)

		AG’s office filed a Motion to Stay the injunction pending our appeal of the decision

		Legal services filed a Memorandum in Opposition to our Motion to Stay

		AG’s office filed a Motion for Articulation to the Appellate Court

		In the interim, the Department has agreed to a request by Legal Services to reinstate individuals who have medical needs, on a case by case basis, retroactive to 12/1/09









Premium Changes











New Charter Oak Premiums 

Effective 2/1/10

		Premium Band		Current Premium		New Premium Effective 2/1/10

		Band 1		$75		$93

		Band 2		$100		$124

		Band 3		$175		$184

		Band 4		$200		$213

		Band 5		$250-$259		$296































Charter Oak Member Notification

Premium Increase

		Three phases (Bands 1 through 4)

		Phase I scheduled increase 2/1/2010

		Phase II scheduled increase 7/1/2010

		Phase III scheduled increase 1/1/2011

		Band 5 entire adjustment effective 2/1/2010

		Member notices sent to current members on 12/21/09

		Letter sent to new members providing clarification on 12/21/09

		Website updated 











Citizenship Documentation 

Implementation for HUSKY B

		Effective 1/1/10, clients eligible for HUSKY B must document citizenship to remain in the program

		New applicants otherwise eligible will be granted HUSKY B pending documentation of citizenship

		Re-enrollments otherwise eligible will be continued pending documentation of citizenship

		Documentation of citizenship will be attempted through data match with the Social Security Administration (SSA)

		If citizenship is documented with SSA, client is eligible for ongoing coverage

		If citizenship fails, attempts will be made to clarify the discrepancy with client and resubmit the match to SSA









Citizenship Documentation 

Implementation for HUSKY B

		If the discrepancy cannot be clarified, clients will be given a 90-day reasonable opportunity period (ROP) to provide citizenship documentation

		Clients will be notified by letter

		Unmatched clients will be referred to participating qualified entities and outstationed locations to bring documents

		Certified documents will be referred directly to ACS

		Failure to provide documents will result in disenrollment

		Reminder notices will go out to the client during the ROP









Care Management Program

Medicaid Aged, Blind, Disabled

		Section 1932 state plan amendment

		Mandatory enrollment of recipients qualified as aged, blind or disabled

		Exceptions include:

		Dual eligible (Medicare/Medicaid)

		Native American

		Children with Special Health Care Needs

		Native Americans may be given the option to participate

		Estimate approximately 25,000 participants









Care Management Program

Medicaid Aged, Blind, Disabled

		Non-capitated, administrative services contract with two or three Care Management Plans (CMPs)

		Network will be Connecticut Medical Assistance Program (CMAP) network (same as current)

		Department’s MMIS will pay claims

		Request for Qualifications (RFQ) issued on 12/30/09 – limited to existing HUSKY MCOs









Care Management Program

Implementation Timeline





			DSS


			RFQ Release


			December 30, 2009





			DSS


			Posting/release of the Department’s Appendix 9 – Scope of Services


			January 7, 2010





			DSS


			Submission of written questions and Letter of Intent


			January 14, 2010





			DSS


			Posting/release of the Department’s official responses to questions (Questions/Answers Addendum)


			January 21, 2010





			Bidders


			RFQ Response Due


			February 8, 2010





			DSS


			Contractor Evaluation and Selection


			February 19, 2010





			DSS


			Contract Amendment Award


			February 26, 2010





			DSS 






			Authorization File Specifications Provided to Contractors


			March 1, 2010





			DSS and Recipients


			Pre-Notification Mailing to Eligible Recipients


			April 1, 2010





			DSS 


			Eligibility Test File Provided to Contractors


			April 9, 2010





			Contractors


			Eligibility Test File Uploaded and Run


			April 14, 2010





			DSS and Contractors


			Full Cycle Authorization File Testing Begins


			April 15, 2010












Care Management Program

Implementation Timeline





			DSS and Contractors


			Eligibility Test File Issues Addressed


			April 28, 2010





			DSS and Contractors


			Full Cycle Authorization File Testing Ends


			April 29, 2010





			DSS and Contractors


			Readiness Review On-Site


			May 3-5, 2010





			DSS and Contractors


			Readiness Review Cure Period


			May 10-17, 2010





			DSS


			Contractor Readiness GO/NO-GO Date


			May 17, 2010





			DSS and Recipients


			Choice Period Opens with Notification of Enrollment Change to Eligible Recipients


			May 18, 2010





			DSS and Recipients


			Choice Period Closes


			June 22, 2010





			DSS 


			Initial Recipient Roster Provided


			June 22, 2010





			DSS 


			Final Recipient Roster Provided


			June 25, 2010





			Contractors and Recipients


			CMP Begins


			July 1, 2010





			DSS


			Provide Prior Authorization File and Claims History for Enrolled Recipients


			July 7, 2010
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HUSKY A

Enrollment Growth by Month

(Previous 15 Months)



Represents a 265 or less than a 1% increase in HUSKY A enrollments over the previous month









HUSKY A

Under 19-Year-Olds

Enrollment Growth by Month

(Previous 15 Months)



Represents a decrease of 11 HUSKY A Under Age 19 enrollments over the previous month.









HUSKY A

Adults

Enrollment Growth by Month

(Previous 15 Months)



Represents a 276 or less than a 1% increase in HUSKY A adult enrollments over the previous month.











HUSKY B

Enrollment Growth by Month

(Previous 15 Months)



Represents a 154 or a 1% decrease in HUSKY B enrollments over the previous month.  











Charter Oak

 Enrollment Growth By Month



Represents a 405 or 3.4% increase in Charter Oak enrollment over the previous month.









HUSKY

(Only Children Applying)

Applications Received

New and Renewal



Represents a 33 or 3.1% increase in New and Renewal applications over the previous month.









HUSKY/Charter Oak

(Both Children and Adults Applying)

Applications Received

New and Renewal







Represents a 12 or 1% decrease in New and Renewal applications over the previous month.















Charter Oak

(Only Adults Applying) 

Applications Received

New and Renewal



Represents a 369 or a 14.5% increase in New and Renewal applications over the previous month.











HUSKY Only

Applications Referred to DSS 

New, Renewal and Combined AUs













HUSKY B Only

Applications Denied or Closed

(Does not include Closed Renewals Eligible for HUSKY A)



Represents a 56 or 15.7% increase in HUSKY B applications denied or closed over the previous month.











HUSKY B/Charter Oak 

Applications Denied or Closed







Represents a 19 or a 1.4% decrease in HUSKY B/Charter Oak applications denied or closed over the previous month.









Charter Oak 

Applications Denied or Closed



Represents a 32 or a 2.9% increase in Charter Oak applications denied or closed over the previous month.









HUSKY B Only

Applications Pending at End of Month



Represents a 69 or 13.6% decrease in HUSKY B applications pending over the previous month.









HUSKY B/Charter Oak 

Applications Pending at End of Month







Represents a 6 or 1% increase in HUSKY B/Charter Oak assistance units pending over the previous month.















Charter Oak Only 

Applications Pending at End of Month



Represents a 110 or a 5.9% increase in Charter Oak assistance units pending over the previous month.









Did Not Reapply at Renewal

by Application Type

161

186

183

334

226

200

287

207

258

202

338

546

445

512

522



Represents a 10 or 1.9% increase in the number of renewal applications Closed for not reapplying from previous month.









HUSKY PLUS Enrollment

(Previous 15 Months)







Represents a 15 or 6.2% increase in HUSKY Plus enrollment over the previous month.









HUSKY A

Default Enrollments













HUSKY A 

Gross Plan Changes By Reason







HUSKY B Program

 Disenrolled - Failure to Pay Premium 

(Last 15 Months)







Represents a 16 or 4.8% decrease in HUSKY B band 2 lockouts and a 6 or 5.9% increase HUSKY band 3 lockouts over the previous month.









Charter Oak Program

 Disenrolled - Failure to Pay Premium







Represents a 92 or a 10.2% increase in Charter Oak lockouts from the previous month.









HUSKY A Count of Enrollees By County By Plan

As of 01/01/2009











HUSKY B Count of Enrollees By County By Plan

As of 01/01/2009











Charter Oak Enrollment By County By Plan

As of 01/01/2009













Charter Oak Enrollment By Plan By Band

As of 01/01/2009
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