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Meeting Summary: June 11, 2010
Next meeting: Friday July 9, 2010
Attendees: Sen. Toni Harp (Chair), Sen. Edith Prague (Co-Chair), Rep. David McCluskey,  Mark Schaefer, (DSS), Dr. Fredericka Wolman (DCF), Paul DeLio (DMHAS), Thomas Deasy (Comptroller’s Office), Barbara Parks Wolf (OPM), Ellen Andrews, Alex Geertsma, MD, Debra Gould, Heather Greene, Rev. Bonita Grubbs, Joyce Hess, Mary Alice Lee, Debra Polun, Jeffrey Walter, Donald Langer (AmeriChoice UHC), Sylvia Kelly (CHNCT), Rita Paradis (Aetna).
Also attended: Richard Spencer (DSS), Greg Vitiello & Steve MacKinnon (ACS), Joanne Eccharino (SBHC), Katherine Yacavonne (FQHCs),Jody Rowell, Victoria Veltri (OHA), Karl Ideman (CEO, President, Pool Administrator for HRA), Mary Ellen Breault (DOI), (M. McCourt, legislative staff.)
Department of Social Services
CT Temporary High Risk Pool (THRP) in the Federal “Affordable Care Act” 
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Dr. Mark Schaefer (DSS) and Mary Ellen Breault (Dept of Insurance – DOI) were appointed by the Governor to develop the CT Temporary High Risk Pool (THRP) created in the 2010 “Affordable Care Act”.   The purpose of this initiative is to temporarily provide health coverage for uninsured individuals with pre-existing conditions until 2014. The expected timeline for CT’s initiative (see slide 20): 

· Governor submitted the THRP application to Health & Humans Services (HHS) June 2, 2010.
· CT anticipates a contract with HHS by June 30, 2010

· Accept applications on or before August 1, 2010.
DSS noted that specific HHS guidance will soon be released, therefore some of the details of THRP discussed at this meeting may change; DSS will update the Council as the process progresses. 
(Slides 3-7) Karl Ideman, CEO, President of the Pool Administrator for the CT Health Reassurance Association, provided background and detail on HRA that is a non-profit pool that provides guaranteed coverage to medically uninsurable CT residents since 1976.  HRA operates at a net loss of $13M that is funded by state licensed private health insures while the THRP costs not covered by premiums will be covered through the $50M CT share of the one time federal $5 billion funding (slide 9).  
While HRA will participate in the administration of THRP:  the function and financials of the two programs (HRA & THRP) will be entirely separate. 
· (slides 13-15) describe the proposed integrated/coordinated administrative structure that involves DSS contract with HHS and existing structures;

· ACS (processing applications/renewals, screening for other program eligibility, SSA match, coordinating eligibility with DSS and tracking enrollment)
· HRA will administer the enrollment when eligibility determined, customer service, bill & collect premiums, etc. (slide 14-15). 
· United HealthCare provider network, billing & claims, medical management. 
· (slides 16-19) Summary of proposed scope of benefits in TRHP.
· (Slide 12) outlines premium rules and estimated individual out-of-pocket maximum of not more than $5,950 (deductibles, co-insurance).  Premium variation by age (4:1) will change to national standard in 2014 (3:1). Variation can range from $400 at the lower age range to $1000 at the > 65 age range.  THRP premiums cannot exceed 100% for the premium for the applicable standard risk rate (slide 12).
Council comments and questions included the following:
· In response to Sen. Prague’s comments on CT HRA lack of affordability for many Mr. Ideman said on average the maximum out of pocket cost is ~$7000 plus co-pays.  Dr. Schaefer noted that the Senator raises the dilemma for individuals with serious health problems and the expenses of health coverage costs that have been discussed in the past in relation to the Charter Oak Health Plan. This program’s increasing cost trends affect affordability that may not be fully offset with increased cost share (i.e. newly enrolled members 6/1/10 forward pay the full monthly premium of #307) but lead to coverage constraints that make the coverage less useful to the individual. 
· Concerns expressed about administrative dollars use (3 call centers) vs. direct services were addressed by Mr. Ideman: a call center intake resource is already in place (ACS) with experience in this role, the eligible THRP member is connected to HRA (new program from other HRA activities) for member enrollment & assistance, premium billing, etc and United Health Care (UHC) is a state wide health plan that will manage health care.  It was emphasized that strong coordination of the call centers is needed to ensure interested/eligible/enrolled members obtain needed information and services and limit administrative costs. CMS will need to further define ‘administrative’ functions and costs. DSS sees utility, rather than duplication, in using existing resources for a program that has a short implementation time frame. 
· The adequacy of UHC provider networks was raised: DSS noted UHC has contracts with all CT hospitals and ~ 90% of CT physicians/practices, noting this (commercial) provider network is broader than that of the Charter Oak Health Plan (COHP). 
· DSS offered for future discussion the continued need for the state subsidized COHP when the THRP is implemented.  DSS said the state could consider if CT wants to continue to offer a $307/M premium product for those at high risk/pre-existing conditions. 
DSS outlined some of the negatives in keeping COHP that included:

· No federal match for state costs, 
· Higher consumer costs in COHP with set premiums regardless of income, (deductibles are income-based) and an annual maximum of $100,000/yr and life time cap of $1M.  THRP may have a lifetime max of $1.5M but this depends on HHS guidance (slide 16).
· DSS doubts the federal regulations will allow states to subsidize low income premiums in THRP as COHP does. 

· COHP is considered credible health coverage; therefore COHP enrollees cannot change to THRP (federal requirement of 6 months uninsured with no exceptions).  
· Individuals with serious/chronic/pre-existing illness may choose COHP at $307/M, which will add to COHP adverse selection and increased costs.  States do have latitude in qualifying THRP eligibility (no income based cost differential) that could allow lower income individuals to keep COHP. 
· If there were a shift of some high risk individuals to THRP, COHP expenditures could come down, allowing the state to decrease premiums or at least not increase them in the future. 

· DSS needs to review HHS rules/definition for “pre-existing” conditions that could then influence reconciling the two products (COHP & THRP). 
· DSS does not yet have an estimate of enrollment for this program: Milliman (actuary) is assessing the enrollment projection for THRP that includes managed care 1st month claims experience for new enrollees as an estimate of pre-existing conditions. DSS expects the projections to be such that the $50M allotment will not be exhausted if Congress increases the pool dollars over the next 3.5 years. 
· The MH/SA benefit does not seem to meet federal parity law; is this program exempt?  DSS will seek HHS input as to whether these benefits are acceptable until 2014. 

· Sen. Prague urged DSS to ensure that call centers and claims processing units are located in CT rather than out-of-state since CT needs to grow jobs. 
Overview of Legislative Changes
DSS was asked to review legislative programmatic changes (Click icon below)
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 DSS discussed the major changes:

· (Slide 2) Charter Oak cost share increased with progressive increases in premiums across bands 1-4 (<150 – 300% FPL) Feb. 1, 2010 and to those already enrolled prior to 6/1/10.  There will be no state premium subsidy for clients enrolled after 5/31/10 creating a $307/M premium cost for all bands.  Income bands will still determine out-of-pocket/deductible payment levels.

· (Slides 3-5) HUSKY B co-pays were increased for non-preventive services and co-pays were reinstated for dental and CTBHP services effective 7/1/10. These had been suspended when the services were “carved-out” from managed care. HUSKY B Band 2 premiums were also increased (slide 10).  Uncollected co-pay becomes provider bad debt.  A provider is not required to provide the service if the patient cannot pay the co-pay but the provider cannot waive all co-pays; this may be permitted on a case-case basis. 
· (Slides 6-9) Federal limits to HUSKY B maximum cost share (no more than 5% of their total income) that includes premiums, co-pays, co-insurance during the eligibility year. ACS will track cost-sharing amounts and notify families that their maximum has been reached.  MCOs will issue new member ID cards that show zero co-payments; this will inform the provider that the patient has reached their maximum and a co-payment is not required.  
· (slide 13) Medicaid elimination of over-the-counter (OTC) medication coverage for members > 21 years and not in CADAP was discussed in relation to client access to:
· Diabetes supplies. DSS will send a provider bulletin to Medicaid enrolled pharmacies to inform them that Medicaid will cover these as DME supplies when obtained from a pharmacy/DME vendors. Clients can access information about this through HP call centers:
· HP Client Assistance Center is – 1-866-409-8430 or local (860) 269-2031

· HP Provider Assistance Center is – 1-800-842-8440 or local (860) 269-2028
· Prenatal vitamins will continue to be available as brand or generic: DSS will clarify in provider memo.  Health plans noted PNC scripts help plans identify pregnant women.  Sen. Harp suggested the DSS OTC definition is more narrow that legislative intent; this was not intended to limit access. 
· Dr. Geertsma will work with Dr. Zavoski (DSS) related to questions raised about efficacy of some OTC meds.

· HUSKY B Plus physical health program was inadvertently eliminated in the context of changing HUSKY from MCO to administrative non-risk system. The service is expected to continue through SFY11 with CCMC.  This will require legislative change (done 6/21 special session). 
· (Slides 14-18) reviews the Medicaid expansion and process that will be undertaken upon CMS approval of the State Plan Amendment (CMS approval granted 6/21/10).
· Sen. Harp stated that since DSS requested CMS guidance on legislation converting at risk MCO to non-risk ASO management of HUSKY, the Chair decided to discuss this in detail when CMS has provided written guidance to the plan already submitted by DSS. 
·  HUSKY MCO contracts will be amended from the RFP provisions for medical necessity 

      and rate floor provision that will apply until CMS guidance given.  There will be no                system changes July 1, 2010. 
HUSKY/COHP Enrollment
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ACS reviewed the above information (Click icon above) high lighting enrollment changes that included a first time 2.4% reduction in COHP.  Programmatic changes that may lead to enrollment changes will probably not be seen for several months.  Council questions included:
· Members that do pay premiums remain covered for 30 days then lose coverage. ACS notifies them and will continue coverage if payment made within a short time frame.

· DSS will identify data available on Title XIX as well as HUSKY and COHP in keeping with Council’s increased scope of oversight. 

· ACS will go back to including HUSKY B enrollment by band. 

· Plan change report discussed:

· 46% of plan changes because PCP not in their plan. 

· Specifics of “Other Reason” change category can be discussed in July. 
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Charter Oak Premiums

6/1/10 premium changes apply only to members who enrolled after 5/31/10, with no

state subsidy.  Members enrolled prior to 6/1/10 are “grandfathered” and receive 

state subsidy at redetermination. State subsidies established in statute…Section 11 

of Public Act 10-3 

		Premium Band		Income % of Federal Poverty Level		Premium Effective 2/1/10		Premium Effective if Enrolled Prior to 6/1/10		State Subsidy		Premium if Enrolled After 5/31/10
No State Subsidy

		Band 1		<150%		$93		$129		$175		$307

		Band 2		>150%-185%		$124		$172		$150		$307

		Band 3		>185%-235%		$184		$202		$75		$307

		Band 4		>235%-300%		$213		$239		$50		$307

		Band 5		>300%		$296		$296		$0		$307





































HUSKY B Co-Payment Increases

Medical and Pharmacy

Effective 7/1/10

		Previous		New  

		Non-preventative office visits		$5		$10

		Hearing screenings/routine eye exams		$5		$15

		Prescriptions

		Generic		$3		$5

		Brand name		$6		$10































HUSKY B Co-Payment Increases

Dental

Effective 7/1/10

		New  

		Preventive and diagnostic		Exempt

		Space Maintainers		33%

		Re-cement Bridges, Crowns, Inlays		20%

		Crowns, Inlays and Onlays		33%

		Root canal/Endodontic		20%

		Periodontal services		50%

		Full or partial denture		50%
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HUSKY B Co-Payment Increases

Behavioral Health Services

Effective 7/1/10

		New  

		Diagnostic and Treatment Office visits		$10

		Intermediate Care Programs		$10

		Home-based, emergency mobile, TCM		Exempt

		Chemical Maintenance		$10

		Inpatient, Residential, Detox		Exempt

























Due to SCHIP rules…Cap









HUSKY B Maximum Cost-Sharing

		In keeping with federal CHIP regulations, families must not pay more than 5% of their total income on premiums, co-payments, co-insurance or similar cost-sharing charges during their eligibility year

		Maximums will be calculated by using the lowest income threshold according to each band’s income range and the family’s household size

		Member materials and the HUSKY website are currently being updated







Effective 7/1/10







HUSKY B Maximum Cost-Sharing

Effective 7/1/10

		Annual Aggregate Cost Share Limit for HUSKY B Band 1

		Family Size (Includes Parents and Children)		HUSKY B Band 1 Monthly Amount (Over 185% up to and including 235% based on the 185% lower limit)		HUSKY B Band 1 Annual Amount (Over 185% up to and including 235%) based on the 185% lower limit		HUSKY B Annual Limit (5% of lower limit)

		1		1,670.55		20,046.60		1,002.33

		2		2,247.75		26,973.00		1,348.65

		3		2,823.10		33,877.20		1,693.86

		4		3,400.30		40,803.60		2,040.18

		5		3,977.50		47,730.00		2,386.50

		6		4,552.85		54,634.20		2,731.71





































HUSKY B Maximum Cost-Sharing

Effective 7/1/10

		Annual Aggregate Cost Share Limit for HUSKY B Band 2

		Family Size (Includes Parents and Children)		HUSKY B Band 2 Monthly Amount (Over 235% up to and including 300% based on the 235% lower limit)		HUSKY B Band 2 Annual Amount (Over 235% up to and including 300% based on the 235% lower limit)		HUSKY B Annual Limit (5% of lower limit)

		1		2,122.05		25,464.60		1,273.23

		2		2,855.25		34,263.00		1,713.15

		3		3,586.10		43,033.20		2,151.66

		4		4,319.30		51,831.60		2,591.58

		5		5,052.50		60,630.00		3,031.50

		6		5,783.35		69,400.20		3,470.01





































HUSKY B Maximum Cost-Sharing

		ACS will receive claims data from HP and the MCOs to track cost-sharing amounts  

		ACS will communicate to HP and the MCOs when maximums are reached

		Families that reach their cost-sharing maximum, they will be notified in writing

		MCOs will issue new member ID cards which will reflect zero co-payments



Effective 7/1/10







HUSKY B Premium Increases

Effective 7/1/10

		Previous		New  

		Band 1 (>185% to 235% FPL) 		N/A		N/A

		Band 2 (>235% to 300% FPL)

		One child		$30		$38

		Two or more children		$50		$60

		Band 3 (Above 300% FPL)		$195		$195































Tuberculosis Coverage

		State plan amendment for coverage of individuals with TB under Medicaid

		Coverage limited to select TB services

		State plan amendment submitted 3/31/10

		Preparing response to CMS questions

		Implementation date - to be determined

		









Pharmacy

		Effective July 1, 2010, dispensing fee increased from $2.65 to $2.90

		Effective May 7, 2010, pharmacies required to accept payment at same rate provided to members of public under discount clubs or programs

		Met with major chain pharmacies 

		Preparing implementation process retro to May 7, 2010.









Pharmacy

Over the Counter (OTC) Changes:



		Effective June 3, 2010, coverage of over-the-counter (OTC) drugs was eliminated for individuals 21 years of age or older with the exception of insulin & insulin syringes which will continue to be covered for all under their existing pharmacy benefit

		Diabetic supplies (such as lancets, strips, meters) will only be covered for individuals 21 years of age or older through a medical supply provider only with a prescription – again, these products are no longer a covered pharmacy benefit for these individuals

		Effective June 28, 2010, coverage of nutritional supplements for individuals 21 years of age or older will only be covered for certain diagnosis codes – e.g., for individuals dependent on a feeding tube or for those individuals who have no other means of ingesting nutrients

		Notification will be going out next week outlining the details and appropriate billing requirements for these changes









Medicaid Expansion

CMS Approval

		Medicaid for Low Income Adults (LIA)

		CMS questions received on June 1

		Departmental response and revised state plan pages submitted June 8

		Optimistic that CMS will support April 1, 2010 effective date

		No change in operations until we receive written approval









Medicaid Expansion

Current Operations

		SAGA eligibility process continues under current rules

		Applications from applicants who will qualify under new rules have been pended

		Hospital IP/OP claims have been pended

		ABH and CHNCT continue to process payments for GABHP and SAGA covered services









Medicaid Expansion

Implementation

		Special Client Notice to current SAGA enrollees

		Effective date of coverage

		Summary of Medicaid services

		Access to non-Medicaid DMHAS services

		Information regarding reimbursement for services now covered under Medicaid but not covered by SAGA

		Access to NEMT

		Standard Medicaid Notice has been revised and will go to any new LIA enrollments including pended applicants once granted











Medicaid Expansion

Implementation

		DSS has collected from CHNCT and GABHP all open Prior Authorizations that extend beyond April 1, 2010

		Authorizations will be loaded in June to ensure payment for authorized services

		CHNCT has also provided a list of cases that are case-managed or disease-managed 



		









Medicaid Expansion

Implementation

		ABH and CHNCT will discontinue claims payment in SFY 2011 

		Providers will be instructed to bill MMIS for dates of service on or after April 1, 2010

		ABH and CHNCT will proceed with recoupment of payments made for post-April 1 dates of service after MMIS has begun processing these claims
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HUSKY A

Enrollment Growth by Month

(Previous 15 Months)



There was a 3,844 or a 1.03% net increase in HUSKY A enrollments over the previous month. 









HUSKY A

Under 19-Year-Olds

Enrollment Growth by Month

(Previous 15 Months)



There was a 2,183 or a 0.9% increase HUSKY A Under Age 19 enrollments over the previous month.









HUSKY A

Adults

Enrollment Growth by Month

(Previous 15 Months)



		There was a 1,661 or 1.3% increase in HUSKY A adult enrollments over the previous month.  













The total number of pending applications decreased from April to May by 17%



The total number of received applications decreased from April to May by 4%

 

The total number of processed applications decreased from April to May by 6%



		There was a 1,661 or 1.3% increase in HUSKY A adult enrollments over the previous month.  













The total number of pending applications decreased from April to May by 17%



The total number of received applications decreased from April to May by 4%

 

The total number of processed applications decreased from April to May by 6%













HUSKY B

Enrollment Growth by Month

(Previous 15 Months)



		There was a 17 or a 0.1% increase in HUSKY B enrollments over the previous month. 











HUSKY PLUS Enrollment

(Previous 15 Months)







There was a 6 or 2.3% decrease in HUSKY Plus enrollment over the previous month.















Charter Oak

 Enrollment Growth By Month



		There was a 353 or 2.4% decrease in Charter Oak enrollments over the previous month.  











HUSKY

(Only Children Applying)

Applications Received

New and Renewal



		There was a 58 or 6.1% increase in New and Renewal applications over the previous month.













HUSKY/Charter Oak

(Both Children and Adults Applying)

Applications Received

New and Renewal







There was a 69 or 4.34% decrease in New and Renewal applications over the previous month.















Charter Oak

(Only Adults Applying) 

Applications Received

New and Renewal



There was a 401 or a 15.25% decrease in New and Renewal applications over the previous month.











HUSKY Only

Applications Referred to DSS 

New, Renewal and Combined AUs



		There was a 4.9% decrease in the referral of new HUSKY applications and a 1.9% decrease in referrals of renewal applications.











HUSKY B Only

Applications Denied or Closed

(Does not include Closed Renewals Eligible for HUSKY A)



There was a 22 or 4.6% increase in HUSKY B applications denied or closed over the previous month.











HUSKY B/Charter Oak 

Applications Denied or Closed







		There was a 59 or a 3.5% decrease in HUSKY B/Charter Oak applications denied or closed over the previous month.  

		Also it is important to note that 77% of the denials processed were due to incomplete documentation. The main areas of incomplete documentation are a result of incomplete income documentation or an indication of the client currently having or recently terminated other insurance. 











Charter Oak 

Applications Denied or Closed
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		There was a 67 or a 5% decrease in Charter Oak applications denied or closed over the previous month.  

		85% of the denials were for incomplete documentation. The main areas of incomplete documentation are a result of incomplete income documentation or an indication of the client currently having or recently terminated other insurance.  











HUSKY B Only

Applications Pending at End of Month



There was a 135 or 29.4% increase in HUSKY B applications pending over the previous month. We continue to process initial applications within our contractual standard of 3 business days.









HUSKY B/Charter Oak 

Applications Pending at End of Month







There was a 30 or 3.5% increase in HUSKY B/Charter Oak assistance units pending over the previous month.  We continue to process initial applications within our contractual standard of 3 business days.



















Charter Oak Only 

Applications Pending at End of Month



There was a 71 or a 3.76% decrease in Charter Oak assistance units pending over the previous month.









Did Not Reapply at Renewal

by Application Type

200

287

207

258

202

338

546

445

512

522

536

800

680

570

435



There was a 135 or 23.7% decrease in the number of renewal applications Closed for not reapplying from previous month.









HUSKY A

Default Enrollments

















HUSKY A 

Gross Plan Changes By Reason













HUSKY A Count of Enrollees By County By Plan

As of 06/01/2010











HUSKY B Count of Enrollees By County By Plan

As of 06/01/2010



























Charter Oak Enrollment By County By Plan

As of 06/01/2010













Charter Oak Enrollment By Plan By Band

As of 06/01/2010









Charter Oak

Age by Premium Band

As of 06/01/2010
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Premium Bands


Health Plan


Aetna Better Health


AmeriChoice by United Healthcare


Community Health Network
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High Risk Pools in Connecticut: 

A Brief History	





*









What is the Health Reinsurance Association (HRA)?	

A non-profit pool that has provided continuously guaranteed comprehensive coverage to medically uninsurable Connecticut residents since 1976.

The first of what are now 34 state pools. 

Annual Net Losses ($13.0 million in 2009) are funded by the state’s licensed private health insurers.

2008 average enrollment of 2,336 had claims that were 225% of the standard risk rate or $1,131 per member per month.

HRA’s concentration of risk is consistent with other  observations that 1% of the population accounts for more than 25% of all expenses (AHRQ publication 06-0060).
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Legislated Directives Involving HRA that continue today 



Individual High Risk Pool – first in the nation (1976 )

Ability to issue individual reinsurance  - most pools (1976)

Conversion and Continuation of Insurance (1984)

Special Low Income Individual Plans (1990)

Connecticut’s HIPAA State Alternative Mechanism (SAM) (1997)

Health Coverage Tax Credit (HCTC) (1998)

Special Plans for Small Employer  (ACT Connecticut)  (2008) 

Connecticut Clearinghouse
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Funding HRA

Member Companies are assessed annually for HRA’s losses

Member companies are assessed on their premiums written in the state

Assessments are proportional to the size of assessable business of company 







HRA Enrollment
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Who enrolls in Risk Pools Like the HRA?

Source:  National Association of Comprehensive Health Insurance Plans (NASCHIP)











Medically eligible	 					71% of enrollment

 -  have been refused individual health insurance due to a health condition, or offered restricted coverage		

 -  have one of from a list of qualifying medical conditions 



HIPAA eligible	 					28% of enrollment

 -  have exhausted group coverage (COBRA, or employer drops coverage or closes), and

 -  18 months of creditable prior coverage, and

 -  no more than 63 day lapse between prior coverage.

 -  NOTE:  unemployed who are HIPAA eligible don’t receive 65% COBRA subsidy from ARRA



Health Coverage Tax Credit eligible				1% of enrollment

 -  Lost group coverage due to international trade, or

 -  Pension assumed by Pension Benefit Guarantee Corp. 

-  Such individuals receive 80% federal tax credit toward premium







Temporary High Risk Pool in the Affordable Care Act	
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Temporary High-Risk Insurance Pool

in the Affordable Care Act

		ACA establishes a temporary national high risk pool program as a stop-gap measure to make health insurance available to uninsured individuals with pre-existing conditions, prior to impact of market reforms in 2014.  

		ACA provides a total of $5 billion in one-time funding for the new temporary national high risk pool program, till 2014.   

		Under the legislation, the HHS Secretary has 90 days to establish the pool or pools, either directly or through contracts with states and non-profit entities.

		18 to 20 states have applied to establish a pool. 







		









Temporary High-Risk Insurance Pool in the Affordable Care Act

Connecticut share of the pool is $50 million for the 3 ½ year period.



Allotment to cover health service expenditures in excess of premium revenue



100% coverage for administrative expenses, not to exceed 10% of health service expenditures







		









Connecticut’s Temporary High Risk Pool 

Eligibility

An “eligible individual” for the high risk pool must:



		Be 19 years of age or older





		Have a preexisting condition



		Be Uninsured for 6 months prior to date of application



		Be a US Citizen or lawfully present





		Be ineligible for Medicare and Medicaid and without access to state or municipal employee coverage









*

Connecticut’s Temporary High Risk Pool 

Premiums

		Standard rate for a standard population”, thus no rating up premiums due to applicant’s health status





		Temporary high risk pool premium “may not exceed” 100 percent of the premium for the applicable standard risk rate”



		Vary premiums on basis of age by no more than 4 to 1



		Share of allowed plan costs must be at least 65% (actuarial value)



		Individual out of pocket maximum of no more than $5,950









Connecticut’s Temporary High Risk Pool

Administrative Structure

DSS contract with HHS

ACS subcontract to administer integrated  HUSKY, Charter Oak and THRP application and eligibility determination

Health Reinsurance Association (HRA) subcontract to administer enrollment and provision of health coverage







*
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Eligibility and Enrollment Process

PAI

DSS/ACS

Eligible

Individuals

Eligible Members

UnitedHealthcare

HRA  Application, Quoting, Enrollment System

Receive approved Applications 

Enroll eligible individuals

Input member information

Receive and deposit premium

Bill and collect premium

Disenroll members 

Cancel coverage

Receive marketing communications

Learn about plans (PPO),

Provide  eligibility information,

Complete application

Eligibility feed:

Enrolled Individuals

Receive marketing communications

Learn about plan  (PPO),

Determine eligibility,

Provide premium rate

Submit eligible applications to HRA,

Applications,

Email and phone calls,

Enrolled Groups,

Members

HRA

 Administration

System 

 Claims 

Processing,

Medical

Management
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HRA Infrastructure and Functions for

Temporary High Risk Pool

	

		Fully Functional Call Center

		Website for Information

		Integrated enrollment with claims administrator 

		Billing and Collections

		Complete General Ledger

		Paperless / Electronic Filing System
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Summary of Proposed Benefits

THRP PPO Plan – United HealthCare



Annual Deductibles 

(The amount you pay out-of-pocket for covered services before plan begins to reimburse you.)	 

In-Network			$1,250 per Individual	$2,500per family

Out of Network		$3,000 per Individual	$6,000 per family



Out of Pocket Maximum	

Only out-of-pocket expenses for covered services count toward the out-of-pocket maximum.

In-Network			$4,250 per Individual	$8,500 per family

Out of Network		$15,000 per Individual	$30,000 per family

Lifetime Maximum		$ 1,500,000.00



Physicians Services	In-Network		Out of Network

Office visits		80% after deductible 		60% after deductible

Inpatient surgery	80% after deductible 		60% after deductible 

Outpatient surgery	80% after deductible 		60% after deductible

Hospital Services

Inpatient		80% after deductible 		60% after deductible

Outpatient		80% after deductible 		60% after deductible

Emergency Room	80% after deductible 		60% after deductible







Summary of Proposed Benefits

THRP PPO Plan 



Skilled Nursing Facility	80% after deductible 	60% after deductible

				120 day maximum              	120 day maximum  

Occupation/Speech 		80% after deductible 	60% after deductible

Therapy			

X-ray and Lab Exams		80% after deductible 	60% after deductible

X-ray Therapy		80% after deductible 	60% after deductible

Prostate Screening (PSA)	80% after deductible 	60% after deductible

Colorectal Cancer 		80% after deductible 	60% after deductible

Screening

Eye Exams			80% after deductible 	60% after deductible

Routine eye exams not covered 

Ambulance  			80% after deductible 	60% after deductible

Plan will not pay more than the maximum allowable rate established by the 

Department of Public Health.



Pediatric Well Care		100% 		 	100% 

(Including immunizations)	No deductible 		No deductible

Other Routine Exams		80% after deductible 	60% after deductible

Immunizations		80% after deductible 	60% after deductible







Summary of Proposed Benefits

THRP PPO Plan 



Lyme Disease		80% after deductible 	60% after deductible

Treatment 	



Routine Mammograms		80% after deductible 	60% after deductible

One Baseline Mammogram for women between the ages of 35-39.

One annual mammogram for women age 40 or over.

Routine Obstetrics and	80% after deductible 	60% after deductible

Gynecological Exams

Maternity including		80% after deductible 	60% after deductible

(Pre/Postnatal Care)		(Deductible waived for prenatal care)

Hospice Care			80% after deductible 	60% after deductible

Home Health Care		80% after deductible 	75% after deductible



Alcohol/Substance Abuse  	 80% after deductible 	60% after deductible

Inpatient – 45 days maximum per calendar year

Outpatient – $1,000 maximum per calendar year



Mental Health		80% after deductible 	60% after deductible

Inpatient – 60 days maximum per calendar year

Outpatient – $2,000 maximum per calendar year







Summary of Proposed Benefits

THRP PPO Plan 



Partial			80% after deductible 	60% after deductible

Hospitalization		

120 sessions maximum per calendar year. 

(2 sessions count as 1 inpatient day.)	

Prescriptions			$250 Deductible then 3 Tier co-pay of 10/25/40

(Includes Psychotropic drugs and prescription Contraceptives.) 

Diabetic Supplies		100% after deductible 	100% after deductible

Diabetes Self-Management	Not Covered

Training

Protein Modified Foods	Not Covered

Specialized Formula		Not Covered

Durable Medical 		80% after deductible 	60% after deductible

Hearing Aids			Not Covered

Ostomy Supplies		80% after deductible 	60% after deductible

				

Prostheses			80% after deductible 	60% after deductible

Pain Management		80% after deductible 	60% after deductible

Cancer Clinical Trials		80% after deductible 	60% after deductible

Infertility Treatment		80% after deductible 	60% after deductible

(Covers the diagnosis of the condition only)







Temporary High Risk Pool

Timeframe

Governor submitted application to HHS on June 2

Anticipate contract with HHS by June 30

Accept applications on or before August 1











APRIL 22, 2010

Questions?
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