PAGE  
4

Connecticut

Medicaid Care Management Oversight 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

[image: image1.emf]DSS lttr to CMS  HUSKY model 7-10.pdf


Chairs:  Sen. Toni Harp   Sen. Edith Prague
Meeting Summary: July 9, 2010
Next Meeting: August 13, 2010 @ 2 PM LOB Room 1E
Attendees: Sen. Edith Prague (Chair), Rep. David McCluskey, Rep. Vicki Nardello, Rep. Michelle Cook. Rep. Elizabeth Ritter, Mark Schaefer & Dr. Robert Zavoski (DSS), Comm. Pat Rehmer (DMHAS), Dr. Fredericka Wolman (DCF), Thomas Deasy (Comptroller’s Office), Renee Coleman-Mitchell (DPH), Sheila Amdur, Ellen Andrews, Alex Geertsma, MD, Debra Gould, Rev. Bonita Grubbs, Joyce Hess, Mary Alice Lee, Debra Polun, Jeffrey Walter, Donald Langer (AmeriChoice UHC), Sylvia Kelly (CHNCT), Mark Scapellati for Rita Paradis (Aetna).
Also attended: Greg Vitiello & Steve MacKinnon (ACS), Katherine Yacavonne (FQHCs), Victoria Veltri (OHA), (M. McCourt, legislative staff.)
Department of Social Services
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Managed Care conversion to ASO model (Click icon above for details of DSS presentation)
Dr. Schaefer (DSS) stated DSS will discuss the Medicaid program restructuring as outlined in the 2010 legislation with CMS for guidance next week. (See PDF below- DSS letter to CMS).

[image: image6.emf]MCMOC Presentation  - 7-10-10 Final.ppt


Discussion highlights include the following:
· DSS/CMS will discuss a model that approximates the legislation (i.e. non-risk based administrative model that retains current MCO networks).  CMS had some reservations regarding the details of the model: DSS will discuss the CMS concerns/outcome at the next Council meeting. 
· Several Council members expressed concern that such a major program change hadn’t been publically discussed.  Rep. Nardello stated it is incumbent for DSS to put forward this type of information when legislation is being created. Dr. Geertsma noted the transitional non-risk program created over a short time, presented challenges within the program; this conversion presents the opportunity for discussing possible models, the pros/cons of each model and a review of states’ Medicaid experience with at-risk vs. non-risk delivery systems. 
· DSS stated another aspect of the Medicaid program changes is adopting a “care management” model for the Medicaid FFS program that is tied to ~$60M in budgetary savings.  As currently proposed there would be two models under Medicaid: the HUSKY ASO type model whereby MCO retain their provider networks and the FFS program that would rely on Medicaid provider network (CMAP) and care management model.  The complexity of health care needs of clients in these programs, especially FFS, suggests a rationale for a common approach that creates synergy in Medicaid health care programs with assumed cost savings. 
· Council agreed that a meeting in August is necessary to review these options:

· DSS will present a ‘high level’ overview of the HUSKY system options and potential health care reform quality of care options at the August meeting.  DSS was asked to provide a summary to Council prior to the August meeting.   
· OLR will be contacted about information on states’ Medicaid experience, both quality of care and costs, under different models. 

· Dr. Geertsma offered to work with DSS on AAP and National Initiative for Children’s Healthcare Quality (NICHQ) quality initiatives that could be applied to the HUSKY program. 

· DSS expects to confer with key legislators and OPM when a cost analysis is available. 

· Sheila Amdur strongly urged the Council have a participatory role in the development of the Medicaid FFS care management plan that should include developing an integrated model for the array of health services available in Medicaid. Deb Polun stressed the importance of engaging FFS stakeholders early in the development process.  
Temporary High Risk Pool (See slide 2)
The actuary premiums for CT Temporary High Risk Pool (THRP) program were released June 28th; these were based on HHS information available to Milliman.  The Governor was concerned about program affordability for uninsured CT residents that had been denied coverage due to pre-existing conditions (premiums ranged from $436/M for those under age 30 to $1366/M for those > age 65 years) and decided to hold on a final decision until July 15th.  HHS will have state-specific cost share and full benefits posted on the website www.PCIP.gov  by that date.   While HHS noted CT had the highest premiums, research showed other states had higher cost share.  DSS noted that Massachusetts was the only New England state to adopt the federal ‘fall back’ (PCIP) option.  Discussion points included the following:
· THRP enrollment requires a 6 month uninsured period: current programs such as CT Health Risk program (HRA), Charter Oak Health Plan, COBRA constitute credible insurance that precludes an individual from changing to THRP. 

· HHS will cover, within an established limit ($50M for CT); state’s cost in excess of the premiums established at the level of 100% individual stand risk rating.  Federal grants in addition to the $5B federal funding (i.e. New Hampshire) are not available. HHS will pay 100% of state administrative costs that do not exceed 10% of total program expenditures.
· Rep. Nardello requested DSS provide the Council with a side-by-side comparison, pros & cons of the federal PCIP program and Ct’s state run program cost share differences. DSS noted one benefit of a state-run program is that existing CT infrastructures such as the enrollment process can be adapted for THRP.  
· DSS was asked about the proposed $1.5M lifetime maximum in the CT THRP program as the HHS program has no such cap.  Debra Gould asked how soon enrollees in health plans exceed such a cap; this information would be an important part of the decision-making process.  DSS had no CT data other than Charter Oak, stating no members have exceeded the life time cap but a small number of members have exceeded the annual caps. 
· HHS will release the benefit package for the federal PCIP program and post states’ individual state premiums/deductibles in the federal program by July 15th  (www.PCIP.gov) .  DSS would like to look at this information before committing CT to either a state-run or federal-run THRP. 
Medicaid Expansion for Low Income Adults (LIA) (see slides 3-12 in 1st DSS doc.)
 Dr. Schaefer reviewed the information in the above slides; key discussion points included:
· Notices to 47,000 SAGA recipients included the effective Medicaid coverage date (members use the Medicaid grey ‘Connect Card’), summary of benefits that exceed those in the state administered program, assistance in securing a primary care provider if their provider is not enrolled in Medicaid CMAP, and phone contact for transportation, dental, providers, RTC substance abuse. 
· SAGA clients transitioning to Medicaid  can call Client Assistance Center M-F 
      8 AM – 5 PM at 1-866-409-8430
· DMHAS, partnering with DSS on the CT Behavioral Health Recovery Plan for Medicaid FFS (SAGA and ABD populations), has sent notices to members and providers in the BH system. (www.ct.gov/DMHAS/gaconversion) DSS will manage BH, not DMHAS’s contractor ABH.  The RFP process for a Medicaid FFS BH ASO should be completed in December 2010 
· (See slides for information on provider/hospital payments in the transition). Claims can be sent to HP starting July 1; payments will be based on the Medicaid fee schedule. 
· The Medicaid LIA expansion does not supplant other Medicaid programs such as the Ribicoff Group for 19-20 YO; however elimination of the asset test may increase the income limits for granting eligibility to this program. 
HUSKY Primary Care (Slides 13)
Dr. Zavoski (DSS Medical Director) provided an update on the expansion to Putnam (July 1, 2010) and Torrington (Oct. 1, 2010) area. Notices have been sent to all HUSKY members in these areas.  Discussion points included the following:
· At this time there is no plan to expand the program in Fairfield County. 

· Rep. Cook noted Rep. Walker and the PCCM Subcommittee have not received the DSS letter in response to the request to allow provider in non-contiguous towns to enroll in HUSKY PC to provide services to HUSKY PC enrollees that live in the ‘contiguous’ areas outlined in the 1915(b) waiver amendment but receive PC in another town.  Dr. Schaefer said the letter will be sent within the week. 
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· MCO Marketing guidelines were discussed and Dr. Zavoski sent the Council the guidelines after the meeting (see below)
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· According to DSS MCOs do not do ‘mass marketing’ but are required to do outreach to current/potential clients on issues that facilitate health such as health fairs, health education, disease management, healthy lifestyles programs. Their plan logo can be used. These outreach efforts are not directed at moving clients from one plan to another. 
· DSS was asked if this was a policy change from Dec. 2009 decision to forego MCO marketing.  DSS sent the guidelines dated April 1, 2010 to Council after the meeting. 

· Council members observed that there are dissimilar policies for managed care and HUSKY PC marketing that create barriers to developing a ‘critical mass’ of HPC patients/practice.  Additionally, MCOs can use their PMPM capitated dollars to support  marketing outreach while PCCM has no administrative dollars to support these efforts other than PMPM dollars for ‘care coordination’. 
· Dr. Geertsma commented that the discussion about Medicaid restructuring needs to include PCCM model role in the system before final decisions are made. 

· Follow up in the PCCM Subcommittee meeting July 28th at 10 AM. 
Recent State Initiatives and Programs/Opportunities under the Affordable Care Act
DSS provided extensive and useful itemization of the above in the remaining slides.  Dr. Schaefer noted under state initiatives, a Special Session provided for presumptive eligibility for HUSKY B children, through the advocacy of CTVoices.  The Affordable Care outline is a good reference for current and upcoming requirements and opportunities.
Enrollment/Application Reports: ACS
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· Enrollment increases in HUSKY slowed in June compared to previous months and there was slight decrease in total number application received by ACS during June. 

· Charter Oak had the largest enrollment decrease (1941 members) since the beginning of the program.  Beginning June 1, 2010 new COHP members pay $307/M – the State no longer subsidizes the premiums for lower income bands- need to look at membership before /after 6/1.
· Impact of program changes, such as the above, will be seen over the next several months. 
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Adjustments to the Department’s Marketing Approval Criteria


It is the Department’s intent that state capitation monies are to be used only for health care, other member services, and administrative activities that directly support the provision of services to members, such as provider recruitment and enrollment.  In that spirit:


1. The MCO may not conduct mass marketing with capitation dollars.  

2. The MCO may not use capitation dollars to market to individuals or the general public with the intention of inducing HUSKY clients to join a particular plan or to switch membership from one plan to another.

3. Participation in health fairs and other community outreach events with the general public is permitted, subject to the following conditions:  The MCO’s participation may include use of the plan’s, name, logo, and contact information on either a banner or sign identifying the plan or on educational materials.  All information or written materials provided to the public must be entirely educational or factual in nature; written materials must address a health-related matter.  In participating at events, the plans may answer specific factual questions about their respective plans.  However, the plans may not discuss or compare the attributes or relative merits of different plans. The use of capitation dollars for trinkets or other promotional give away items for the general public is prohibited.   

4. The MCO may provide educational materials for display in provider lobbies.  Health education posters with the plan’s logo or contact information may not be posted in providers’ offices until further notice, unless non-capitation dollars are used.  Posters already placed in providers’ offices may remain.  

5. Public relations efforts, such as involvement with a local school to promote awareness of asthma, are acceptable if they meet criteria 1- 3 and are not intended to induce members to switch HUSKY plans.  Such efforts targeting the general public are to be health educational in nature.  Charitable efforts, such as a food or clothing drive conducted by the plan’s employees to benefit a local charity, are permitted.   

6. The plans may facilitate the provision of a free item or service that will promote a member’s health or safety, such as connecting a local vendor willing to provide a free infant car seat with a member.  Such activity is only permitted if the plans’ commitment of time and expense is minimal or nominal.

7. Corporate sponsorship of non-profit fundraisers, conferences and other special events using capitation dollars is prohibited.  Exhibitor fees to attend health fairs and other community events are permitted, but may not exceed $250.00 per event.


8. As outlined in earlier guidelines, health education and promotion efforts with the MCO’s current members is not only encouraged, but required.  Efforts targeting the MCO’s members, including tokens, give-aways, incentive, awards, etc. are permitted.  Such efforts are to be health motivational in nature, for example, to encourage pre-natal care or encourage adolescents to receive preventive care.  


9. Participation in provider-only events is permitted.  Participation in such events is not considered marketing or community outreach and does not need to be reported to DSS on the Monthly MCO Marketing and Community Outreach calendar.  However, the MCO will provide notification of participation in such events to the MCO liaison and the DSS marketing contact.


All marketing and community outreach efforts, including those permitted only with non-capitation dollars, remain subject to existing contractual requirements and approval processes.

April 1, 2010
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The Honorable Toni E. Walker

State Representative

Legislative Office Building, Room 2002
Hartford, CT 06106-1591

Dear Representative Walker:

[ am responding to your May 12, 2010, letter to Dr. Robert Zavoski, DSS Medical Director,
requesting that the Primary Care Case Management Pilot Program (HUSKY Primary Care) be
expanded to include all primary care providers whose patients live within communities included
in the pilot, even if the provider’s practice lies outside of the pilot areas.

First, [ appreciate your continued support of the department in moving HUSKY Primary Care
forward. As you know, this is a time of impending change in our healthcare landscape, and we
intend to continue the rollout of the HUSKY Primary Care pilot as a promising alternative
method of service delivery. Our next areas of expansion, as you know, are Torrington and
Putnam and adjacent towns, and I thank you for the work you did last session to advocate for and
legislate this regional development of the pilot.

However, the department has serious concerns with an expansion approach that runs the risk of
expanding the pilot in a fragmented, rather than coordinated, manner. [ hope the following will
explain our thinking in this area. :

The literature on states that have developed and operated successful PCCM programs indicates
that ‘critical mass’ — in this context, a sufficient number of PCCM enrollees -- is the major
component of individual provider success. This principle of success would be undermined by
piecemeal expansion of HUSKY Primary Care into geographical pockets of the state through a
provision allowing providers to enroll without regard to practice location and without regard to
the number of HUSKY patients he/she treats -- as long as the provider has literally any patient
who resides in a HUSKY Primary Care service area.

An unintended consequence of this would be the existence of participating practices that do not
have enough enrollees to enable the provider to meet the PCCM contractual requirements. In
this sense, the pilot would be watered down and weakened by the addition of providers who are
not within the pilot areas. On the whole, it is doubtful that these practices would have the critical
mass of PCCM-enrolled patients necessary to fulfill the case management function cost-
effectively. Crucially, case management at the provider level -- rather than the managed care
organization level -- is a core distinction of the PCCM model. It is also one that will be included
in the required evaluation of the pilot that will be submitted to the federal Centers for Medicare
and Medicaid Services.
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On a logistical level, the proposal would involve enrolling medical providers who practice in
towns across several regions of the state into HUSKY Primary Care. This approach would not
lend itself to a comprehensive network of service providers and specialists to provide
coordinated services in the specific area. Theoretically, such expansion could include any
provider in any part of the state; effectively, it would be any interested pediatrician in any part of
the state without available providers for the parents. We chose the pilot sites specifically for the
availability of adult providers to support the availability of PCCM-enrolled providers for all
members of HUSKY beneficiary families. '

Also on the logistical level, the proposal raises questions about how HUSKY beneficiary
families would be notified. [It is up to the HUSKY beneficiary, we should always remember, to
choose one of four enrollment options, including PCCM, and not to be forced into one of the
options.] Would we single out an interested doctor’s existing HUSKY enrollees for notification
of this new limited PCCM individual practice option? Or would we notify all the HUSKY
enrollees in that particular catchment area, regardless of whether their current primary care
providers participate in PCCM? Based on our client selection experience to date, the first
scenario would likely not provide the critical mass needed for most providers to be successful in
the pilot. In the latter scenario, the provider may be able to attain critical mass by having clients
move from existing primary care providers — a big “if,” but possible for some. Either way, there
are pitfalls, and it has never been a goal or purpose of the HUSKY program to have clients
interrupt their existing continuity of care by switching primary care providers in large numbers.

[In your letter, you cite the practice of Dr. Patrick Alvino of Branford, who is not
currently eligible to enroll as a PCCM provider but has over 800 HUSKY-enrolled
patients in the New Haven PCCM pilot area. Even assuming that Dr. Alvino’s practice
would see a significant number of HUSKY patients elect to join PCCM (that is, reach
‘critical mass’), it would be inappropriate to waive the geographical boundaries of the
pilot to enroll one provider. We would have to offer the same opportunity to all
providers in Branford and, accordingly, to providers in other towns that are contiguous to
the contiguous towns (“two towns over,” as your letter puts it). Consequently, we would
be dealing with unwieldly and piecemeal expansion of the pilot, as opposed to the
coordinated, evaluated approach now underway.]

We submit that it is more advisable for Connecticut to continue on its course of a gradual,
planned pilot that is coordinated by region — a central city or town, and its adjacent towns — for
both patients and primary care providers. We need to focus on inclusive recruitment of
providers, sufficient network supports, and meaningful notice and consumer information to
HUSKY A enrollees in specific geographical areas as we implement and evaluate the PCCM
model.
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In line with this coordinated, pragmatic approach, the department agreed to, and Governor Rell
signed, HB 5297 to extend HUSKY Primary Care to Putnam and Torrington. In addition, as
requested, the department is delaying the independent evaluation until 2011. For the above
reasons, we will focus our limited resources in those communities where HUSKY Primary Care
1s currently established and in the two new communities where we will be expanding, pursuant to
the legislation. Once fully functioning PCCM programs are established in these communities,
we can plan expansions to additional areas, in accordance with the HUSKY waiver application
amendment approved in 2009, and with approval by CMS after successful evaluation.

Thank you again for your steadfast work on behalf of children and parents in the HUSKY
program, and for your support of the HUSKY Primary Care pilot.

Michael P. Starkowski
Commissioner

c: Mariette McCourt for Medicaid Care Management Oversight Council
Mark Schaefer, Ph.D.
Robert Zavoski, M.D.
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STATE OF CONNECTICUT

DEPARTMENT OF SOCIAL SERVICES
25 SIGOURNEY STREET ¢« HARTFORD, CONNECTICUT 06106-5033

June 14, 2010

Richard McGreal, Associate Regional Administrator
Department of Health & Fluman Services

Centers for Medicare & Medicaid Services

JFK Federal Building, Suite 2275

Boston, MA 02203-0003

Re:r Legislation to restructure the HUSKY Program

Dear Mr. McGreal:

On May 5" of this year, the Connecticut legisiature enacted legislation that would permit the Department
of Social Services (“Department”) to convert the HUSKY program from a full-risk capitated managed
care model to a non-risk model that would use administrative service organizations {(ASOs) and their
contracted networks. The language of the statute is as follows:

Sec. 20. (NEW) (Effective July 1, 2010) The Commissioner of Social Services may contract with

- one or more administrative services organizations to provide care coordination, wtilization
management, disease management, customer service and review of grievances for recipients of
assistance under Medicaid, HUSKY Plan, Parts A and B, and the Charter Qal Health Plan. Such
organization may also provide network management, credentialing of providers, monitoring of
copayments and premiums and other services as required by the commissioner. Subject to
approval by applicable federal authority, the Department of Social Services shall utilize the
contracted organizalion's provider hetwork and billing systems in the administration of the
program. :

The legislation suggests that the department would modify the arrangement for financing the MCOs such
that they would become non-capitated ASOs. The language permits the elimination the of the
comprehensive capitation payments in favor of reimbursement of the new ASOs based on actual service
costs incurred plus an administrative fee. Accordingly, the budget assumes a $17 million savings based
on the projected elimination of profit-and a one-time $65 million savings resulting from the conversion
from a pre-paid capitation to retrospective reimbursement. As you can see, the final sentence in the
statute requires the utilization of the existing networks that have been established by the MCOs, if
allowable under federal law.

Although we have had general discussions in recent months about the legislature’s approach, I am seeking
your guidance now to determine specifically what the federal law will permit with respect to the approach
now permitied in Connecticut statute. I will be in touch to set up a time to discuss any questions that you
~ may have prior to providing us with written guidance.

Sincerely,
,‘/?’ W”""—*'M.'»"'%“--vm»wﬂ““'

Mark Schaefer
Director, Medical Care Administration

ce: Michael P. Starkowski, Commissioner
Brenda Sisco, Secretary, Office of Policy and Management
Lee Voghel :

An Equal Opportunity { Affirmative Action Employer
Printed on Recycled or Recovered Paper
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Presentation to the Medicaid Care Management Oversight Council

July 9, 2010







Temporary High Risk Pool

		Milliman released premiums - June 28, 2010

		Premium range (monthly)

		$436, adults under 30 to

		$1,366, adults 65 and over

		Premiums are high relative to other states and may be higher than federal fallback program

		Affordability is Governor’s chief concern

		Defer execution of contract

		Review premium setting assumptions - reasonable and appropriate?

		Consider modifications to plan design and benefits

		Review whether CT citizens would be better served by federal fallback program

		Recommendation to Governor by July 15th, contingent on release of federal fallback rates









Medicaid Expansion











Medicaid Expansion

		March 23 – President Obama signs Affordable Care Act – states to receive federal funding (50%) for providing Medicaid coverage to adults

		April 6 – DSS submits state plan amendment to convert SAGA to Medicaid

		June 21 – CMS approves plan effective April 1











Member notices

		Current SAGA members (47,000+) were sent notices (6/30-7/3) explaining program change and providing them with key phone numbers

		Effective date of Medicaid coverage

		Summary of benefits including enhancements (e.g., home health, NEMT)

		New numbers for client assistance (HP)

		How to determine whether provider is participating

		How to get reimbursement for covered services they may have paid for since 4/1





		









Member notices

		CT DHP remains dental coordinator 

		CTS remains the non-emergency transportation provider

		Behavioral Health management by DSS, not ABH (DMHAS’s contractor)

		Additional BH benefits available through DMHAS

		Reminder to use the gray CONNECT card to receive services









Provider notices

		DSS provider bulletins for hospitals and all other providers (PB 2010-37 & 38)

		DMHAS notices 6/23, 6/25, plus FAQ

		CHNCT

		Initial provider notice in 4/10 remittances

		Second notice to providers in June remittances

		Notice encourages providers to join Medicaid FFS network (CMAP) 











Websites

		DSS

		Press release –                                                                                                                                                                                                                http://www.ct.gov/dss/lib/dss/pdfs/brochures/medicaid_lia_in_brief.pdf

		Notice being sent to current members http://www.ct.gov/dss/lib/dss/pdfs/mlia_notice_to_clients.pdf

		Policy transmittal for Hospital Providers



http://www.ct.gov/dss/lib/dss/pdfs/dss_provider_bulletin_hospitals_saga_to_medicaid_6_10.pdf

		Policy Transmittal for all Providers http://www.ct.gov/dss/lib/dss/pdfs/dss_provider_bulletin_all_providers_saga_to_medicaid_6_10.pdf



		DMHAS 

		Provider Alert – Important Notice Re: SAGA Conversion  to Medicaid



http://www.ct.gov/dmhas/lib/dmhas/publications/pa052810.pdf

Bulletins to Providers: 

		To hospital providers: http://www.ct.gov/dmhas/lib/dmhas/publications/pb10_37.pdf

		To all providers: http://www.ct.gov/dmhas/lib/dmhas/publications/pb10_38.pdf





		CHNCT

		Client notices: http://www.chnct.org/members/saga.aspx

		Provider notice: http://www.chnct.org/Providers/saga_providers.aspx









Provider Network

		Network is Medicaid FFS network (CMAP)

		Includes all CT hospitals and health centers

		Includes all CHNCT SAGA providers except 136 physicians and specialists

		CHNCT will be calling and sending a letter notifying non-CMAP providers encouraging these providers to contract with the state

		HP will assist non-CMAP providers who inquire about contracting 











Provider Payment

		In order for the state to receive Federal reimbursement, all claims for services provided to SAGA members on or after 4/1/10 must be processed by the MMIS (HP Enterprises) 

		Claims can be sent to HP starting July 1 

		Payments will be made in accordance with the Medicaid fee schedule

		All authorizations from CHNCT and ABH will be honored retroactive to 4/1

		Payments for services rendered to SAGA members between 4/1 and 6/30 will be recouped









Hospital Payments

		Hospital inpatient and outpatient claims for dates of service on or after 4/1 have been suspended

		Suspended claims will be processed and paid in the first claims cycle in July

		Claims for dates of service prior to 4/1 will be processed in accordance with CMS approved state plan methods for the SAGA disproportionate share hospital program









Pending Applications

		Regional staff are processing applications that were received on or after 4/1 but pended due to the following: 

		Individuals ineligible for SAGA medical due to excess assets or failure to comply with digital imaging requirements 

		19- and 20-year-olds who do not qualify as Ribicoff children due to their parents’ income or assets

		Clients granted are receiving updated Medicaid eligibility notice















HUSKY Primary Care 

Expansion to Putnam and Torrington areas

		Provider outreach

		Open enrollment for providers in the area

		Letters, other outreach to, and discussions with HUSKY and Medicaid providers

		Provider forum 

		Provider enrollment and systems setup

		Provider applications, review, and contracting; work with providers 

		Systems setup (including MMIS and EMS)

		Member enrollment

		Open enrollment for members in the area

		Notices to all HUSKY clients















Recent State Initiatives





		Item		Implementation date

		New medical necessity definition		4/10

		Reduce MAC pricing to 50%, increase dispensing fee		5/10

		Charter Oak state subsidy reductions and premium changes		6/10

		CT Home Care Program for Elders (state funded) cost share change from 15% to 6%		7/10

		HUSKY B premium and cost share changes		7/10

		Behavioral Health Recovery Plan		12/10







































Option to provide family planning services -3/10

Mandatory coverage for free-standing birth center services– 3/10

Mandatory coverage for smoking cessation for pregnant women – 10/10

Revisions to state plan options to provide home and community based services – 10/10

Incentives for prevention of chronic diseases in Medicaid – 1/11









Affordable Care Act 

Programs/Timelines for Medicaid SPA





		Item		ACA Effective Date		DSS Target Date

		Mandatory drug rebate increase		1/1/10		1/1/10

		Option to provide family planning services		3/23/10		10/10

		Mandatory coverage for free-standing birth center services		3/23/10		10/10

		Correct Coding Initiative		10/1/10		10/10

		Medicaid expansion – low income adults		4/1/10		4/1/10

		Temporary High Risk Pool for individuals with pre-existing conditions		7/1/10		TBD

		Mandatory coverage for smoking cessation for pregnant women		10/1/10		10/10







































Option to provide family planning services -3/10

Mandatory coverage for free-standing birth center services– 3/10

Mandatory coverage for smoking cessation for pregnant women – 10/10

Revisions to state plan options to provide home and community based services – 10/10

Incentives for prevention of chronic diseases in Medicaid – 1/11









Affordable Care Act 

Programs/Timelines for Medicaid SPA





		Item		ACA Effective Date		DSS Target Date

		Prohibit Medicaid payments for services related to health care acquired condition		7/1/11		4/09

		Increase Primary Care Reimbursement under Medicaid to 100% of Medicare		1/1/13		1/13

		Medicaid expansion – low income adults up to 133% of FPL		1/1/14		1/14

		Medicaid program prohibited from excluding coverage of barbiturates, benzodiazepines, and tobacco cessation products		1/1/14		1/14

		Income eligibility conversion to Modified Adjusted Gross Income (MAGI)		1/1/14		1/14

		DSH allotment reductions		2014		2014













































Option to provide family planning services -3/10

Mandatory coverage for free-standing birth center services– 3/10

Mandatory coverage for smoking cessation for pregnant women – 10/10

Revisions to state plan options to provide home and community based services – 10/10

Incentives for prevention of chronic diseases in Medicaid – 1/11









Affordable Care Act 

Opportunities Under Review





		Item		ACA Timeline

		Revisions to state plan options to provide home and community based services		10/1/10

		Incentives for prevention of chronic diseases in Medicaid		1/1/11

		Option to provide health homes to enrollees with chronic conditions		1/1/11

		Medicaid emergency psychiatric demonstration project - Permits payment to private psychiatric hospitals		1/1/11

		Mandatory coverage of foster children up to age 26		1/1/14

		Start of demonstration project to pay bundled payments to hospitals		1/1/12

		Start of demonstration project to allow pediatric medical providers to organize as ACOs		1/1/12









































Community First Choice Option,” which allows states to offer, as a state plan option under section 1915, attendant supports and services to disabled Medicaid eligibles with income no greater than 150% of the poverty level (or higher if the state has a higher income level for those requiring an institutional level of care). Secretarial approval is required, and is based upon state compliance with a number of conditions, among which are that the services must be offered statewide and the state must maintain its level of expenditures for elderly and disabled individuals. An enhancement of six percentage points in the FMAP rate is available for expenditures in this program. The option becomes available as of October 1, 2011 and would sunset as of December 31, 2015.









Affordable Care Act 

Long Term Care Rebalancing Provisions





		Item		ACA Timeline

		Expanding the Section 1915(i) state plan option		10/1/10

		Expanding the Section 1915(i) state plan option		10/1/10

		New “Community First Choice Option,” with increased FMAP		10/1/11


		New “Balancing Incentive Payment” Program, with increased FMAP		10/1/11

		Applying Spousal Impoverishment Rules to HCBS Applicants		1/1/14


		Extending the Money Follows the Person Demonstration
		Thru 12/31/16







































Community First Choice Option,” which allows states to offer, as a state plan option under section 1915, attendant supports and services to disabled Medicaid eligibles with income no greater than 150% of the poverty level (or higher if the state has a higher income level for those requiring an institutional level of care). Secretarial approval is required, and is based upon state compliance with a number of conditions, among which are that the services must be offered statewide and the state must maintain its level of expenditures for elderly and disabled individuals. An enhancement of six percentage points in the FMAP rate is available for expenditures in this program. The option becomes available as of October 1, 2011 and would sunset as of December 31, 2015.











		Retains current structure of the CHIP program

		States must maintain income eligibility levels for currently eligible children until December 31, 2019

		Existing enhanced match rates (65%) remain through September 30, 2015

		Beginning FFY 2016 match rate will be increased by 23 percentage points

		Beginning January 1, 2014 income eligibility will be based on modified adjusted gross income



Affordable Care Act 

HUSKY B Provisions







Grant Opportunities Under the Affordable Care Act

		DSS Aging Services Division is applying for four grants offered under the Affordable Care Act

		Title of Grant Opportunity: 

		AOA & CMS – Implementing the Affordable Care Act: Making it easier for Individuals to Navigate Their Health and LTC thru Person-Centered Systems of Information, Counseling and Access 

		2 year grants – no required state match

		Grants awarded by 9/30/10









Affordable Care Act Grants

Medicare Improvement for Patients and Providers (MIPPA)  - Available to states, AAAs, SHIP Programs and Aging and Disability Resource Centers (ADRCs) for outreach/assistance to Medicare beneficiaries on Medicare benefits including prevention

		Total available CT $435, 205



Grant directed at all existing ADRC grantees who are eligible to apply for a competitive grant to focus on Options Counseling & Assistance programs in ADRCs, meant to strengthen options counseling in ADRCs or create it if it does not exist already

		Total available CT $400,000 if 25 states submit successful applications

		Total available CT $500,000 if 20 states submit successful applications









Affordable Care Act Grants

Competitive grant asking all existing ADRC grantees to strengthen the role of ADRCs in Evidence Based Care Transition Models that integrate medical and social service systems to help older individuals and people with disabilities remain in their own homes after hospital, rehab or SNF visits

		Total available CT $357,142, if 7 states submit successful applications 

		Total available CT $500,000, if 5 states submit successful applications



Competitive grant directed at MFP grantees for supplemental administrative funds to be used to strengthen the capacity of existing ADRCs to participate in NH Transition and Diversion Programs

		Total available CT $312,500, if 24 states submit successful applications 

		Total available CT $468,750, if 16 states submit successful applications









Other Federal Initiatives





		Item		Target date

		Multi-payer Advanced Primary Care Practice Demonstration (MAPCP) (Comptroller lead/Medicaid participation)		10/10

		Medicaid Electronic Health Records Incentive Program (2011-2021)		1/11

		Upgrade of HIPAA transactions to 5010 standards		1/1/12


		Conversion to ICD-10 standard		10/13

		Federally Qualified Health Centers Advanced Primary Care Practice (FQHCAPC)		Under 
review





































Medicaid Electronic Health Records Incentive Program (2011-2021) 

Funding through stimulus package 

90% CMS match on administrative expenses

100% CMS match on incentive payments 

Multipayer Advanced Primary Care Practice Demonstration (MAPCP)

LOI submitted by Comptroller’s office

Medicaid will participate
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HUSKY A

Enrollment by Month

(Previous 15 Months)



There was a 600 or a less than 1% net increase in HUSKY A enrollments over the previous month. 









HUSKY A

Under 19-Year-Olds

Enrollment by Month

(Previous 15 Months)



There was a 238 or a less than 1% increase HUSKY A Under Age 19 enrollments over the previous month.









HUSKY A

Adults

Enrollment by Month

(Previous 15 Months)



		There was a 362 or a less than 1% net increase in HUSKY A adult enrollments over the previous month.  











The total number of pending applications decreased from May to June by 12%



The total number of received applications decreased from May to June by 1%

 

The total number of processed applications decreased from May to June by 3%
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The total number of pending applications decreased from May to June by 12%



The total number of received applications decreased from May to June by 1%

 

The total number of processed applications decreased from May to June by 3%
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HUSKY B

Enrollment by Month

(Previous 15 Months)



		There was a 533 or a 3.4% net decrease in HUSKY B enrollments over the previous month. 











HUSKY PLUS Enrollment

(Previous 15 Months)







No change















Charter Oak

 Enrollment By Month



		There was a 1,941 or 13.6% net decrease in Charter Oak enrollments over the previous month.  











HUSKY

(Only Children Applying)

Applications Received

New and Renewal



		There was a 32 or 3.2% net decrease 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 139 or 9% net increase in New and Renewal applications over the previous month.















Charter Oak

(Only Adults Applying) 

Applications Received

New and Renewal



There was a 119 or a 5.3% net decrease in New and Renewal applications over the previous month.











HUSKY Only

Applications Referred to DSS 

New, Renewal and Combined AUs



		There was a 4.1% increase in the referral of new HUSKY applications and a .7% increase in referrals of renewal applications.











HUSKY B Only

Applications Denied or Closed

(Does not include Closed Renewals Eligible for HUSKY A)



There was a 18 or 3.6% net 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 3.6% decrease in HUSKY B/Charter Oak applications denied or closed over the previous month.  











Charter Oak 

Applications Denied or Closed
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		There was a 66 or a 5% decrease in Charter Oak applications denied or closed over the previous month.  











HUSKY B Only

Applications Pending at End of Month



There was a 124 or 21% decrease 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 5 or a less than 1% decrease 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 359 or a 19.8% decrease in Charter Oak assistance units pending over the previous month.









Did Not Reapply at Renewal

by Application Type
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There was a 68 or15.6% increase 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 B Program

 Disenrolled - Failure to Pay Premium 

(Last 15 Months)













Charter Oak Program

 Disenrolled - Failure to Pay Premium







HUSKY A Count of Enrollees By County By Plan

As of 07/01/2010











HUSKY B Count of Enrollees By County By Plan

As of 07/01/2010























HUSKY B Enrollment By Plan By Band

As of 07/01/2010









Charter Oak Enrollment By County By Plan

As of 07/01/2010













Charter Oak Enrollment By Plan By Band

As of 07/01/2010
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Age by Premium Band

As of 07/01/2010
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