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Meeting Summary: Aug. 13, 2010
Next meeting: Friday Sept. 17, 2010 @ 9:30 AM in LOB Room 1E

Attendees: Sen. Toni Harp, Sen. Edith Prague (Co-Chair), Mark Schaefer & Dr. Robert Zavoski (DSS), Comm. Pat Rehmer (DMHAS), Dr. Fredericka Wolman (DCF), Thomas Deasy (Comptroller’s Office),Barbara Parks Wolf (OPM), Sheila Amdur, Ellen Andrews, Alex Geertsma, MD, Debra Gould, Joyce Hess, Mary Alice Lee, Debra Polun,  Jody Rowell, Donald Langer (AmeriChoice UHC), Sylvia Kelly (CHNCT), Rita Paradis (Aetna).
Also attended: Richard Spencer (DSS), Greg Vitiello & Carol Trapp (ACS), Evelyn Barnum for Katherine Yacavonne (FQHCs), Christine Bianchi (Co-Chair, Consumer Access SC), Victoria Veltri (OHA), (M. McCourt, legislative staff.)
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HUSKY Restructuring Options
Dr. Mark Schaefer (DSS) provided an overview of the restructuring options for HUSKY in 2010 legislation (see below).  
PA10-179 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, utilization management, disease management, customer service and review of grievances for recipients of assistance under Medicaid, HUSKY Plan, Parts A and B, and the Charter Oak 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 organization's provider network and billing systems in the administration of the program.
DSS and CMS have had discussions regarding federal Medicaid compliance of the legislative preference outlined in above.  CMS responded to DSS Aug. 2 (Click 2nd icon above) stating an ASO per se that maintains its provider network is not compliant with Medicaid regulations.  In their letter CMS identified additional managed care delivery system options in Medicaid regulations that include Prepaid Inpatient Health Plans (PIHP), managed care and primary care case management programs.  
DSS reviewed three HUSKY restructuring options with the advantages/disadvantages of each from a fiscal, network flexibility and access perspective.  Key points in the discussion for each model included:
· (slides 3-8)Non-risk ASO using DSS Medicaid provider network (CTMAP):

· Has the financial advantage of standardizing administrative costs across the ASOs, providing DSS with a 75% federal match for administrative costs of claims, provider credentialing/contracting and associated savings with standard fee-for-service (FFS) rates.  The one exception to this is a higher hospital rate under Medicaid FFS (per discharge rate vs. MCO per diem rate) that may add ~ $100M to the conversion cost.  
· Disadvantages include absence of ASO financial incentives to contain costs/effectively manage care, reliance on the DSS provider network – CTMAP- that could compromise service access, especially for pediatric PC and specialty care due to an inadequate provider network.  This network would be further compromised if 1) providers choose not to participate due to lower FFS rates and 2) loss of out-of-network access currently available in the MCO model.  DSS suggests this model could ultimately result in higher expenditures. 
· (Slides 9-13) Non-risk ASO (or PIHP model) using current MCO networks model pays MCOs an administrative capitation rate to provide all administrative services including contracting, credentialing of providers and claims payment.
· Advantages of this model include preserving MCO networks with improved service access compared to the more limited CTMAP access and MCO out-of-network contacting to meet client needs. 
· Disadvantages are similar to first model in that there is no financial incentive for MCOs to contain costs or provide effective care management. In addition, waiver-required cost neutrality substantiation is burdensome and leaves some program expenditures without federal match (state risk).  DSS noted it took 18 months to close out the 2008 PIHP program reconciliation with FMAP and analysis of this model’s cost has not been completed.  
· The one time savings -$65M- for one month payment lag once a retrospective payment system is implemented in this model (DSS would pay for services provided rather than the current prospective monthly capitation/member rates) is unworkable for at least one MCO. The Deficit Mitigation payment lag has led to delayed timely provider payments, beyond 45 days.  DSS noted claims paid through Medicaid FFS system, HP (formally EDS), allows more prompt provider payments. 
· (slides 14-18) The third model is capitated managed care (current model) with a risk corridor that provides cost controls that seek to limit MCO profits/losses, administrative costs and indirect costs/corporate allocations. The contract would specify minimum medical loss ratios.  DSS said CMS favors retention of a capitated model with cost controls and would be willing to consider a risk corridor less than the typical 5%.   
· Advantages include maintaining MCO financial incentives to contain costs/effective care management, missing in the first 2 models, as well as limitation on MCO profits, retention of the current program structure and MCO networks and out-of-network access. DSS expects actual program expenditures will be more clearly identified using the Medicaid Management Information system (MMIS). DSS sees this model as one that can be expanded to the currently unmanaged Medicaid fee-for-service program. Additionally DSS stated the Affordable Health Care Act is moving away from a FFS payment model (claims paid by individual services) to rate bundling and global capitation as an approach to cost control  
· The disadvantages of this model include probable reduction in budgeted $11M program savings (there would still be limited MCO profit), State’s continued difficulty in MCO rate negotiations and state risk associated with MCO losses beyond the established % risk corridor.  DSS explained the concept of risk corridor given $100M base:
· If the MCO expenditures are $104M, the MCO is at risk for $2M (loss) as is the State.
· If the MCO spends $96M the profit ($4M) is shared by the State and the MCO. 
(Slide 19) DSS strongly recommends that a model be applied not just to HUSKY but to all Medicaid populations. 
Highlights of the Council comments/questions include:

· DSS stated that under the 1915(b) choice waiver a single entity cannot be used to manage HUSKY: could have several options that could include several non-risk ASOs statewide or a single ASO and a medical home Primary Care Case Management (PCCM) choice with an administrative entity. 
· The CT Behavioral Health Partnership (CTBHP) service carve-out model is similar to the first model; the program focus was on achieving program goals (broadly: increase community services and reduce institutional care) compared to the HUSKY restructuring that looks at budget savings.  CTBHP goals are being achieved but costs have increased.  Council members noted that under this non-risk ASO system behavioral health services previously denied under managed care BH subcontractors are being provided in an expanded community based service system.  It was observed that profit incentives under the previous system shifted much of the risk to the state in institutional care while creating barriers to the development of a more diverse community-based service system with timelier access to care.   
· Ellen Andrews challenged some of the assumptions DSS presented about the cost effectiveness of the above models including:

· The ‘carved- out’ services (i.e. dental and behavioral health) have led to increased provider participation despite implementation of FFS rates. 
· Under Managed care some providers negotiated higher rates but many received FFS rates.  A standard rate system (i.e. FFS) would be fairer to all providers and promote transparency with clear accurate claims data.  DSS stated the Agency’s HUSKY data change process is nearing completion. MCO claims go through the MMIS system. This will ensure accurate data on expenditures and utilization patterns that can be used in future rate setting negotiations.
· Even in HUSKY managed care the State has been at full risk, often pressured in the negotiation process to provide additional funding to MCOs. 
· The Council has not received a final report on the PIHP program costs which allows comparisons to the capitated system.  DSS said it took 18 months to reconcile the costs and a final analysis hasn’t been done.  Program/policy changes made during 2008 will blur the assessment of cost differences between the 2 models.  
· Risk corridors (MCO capitation with risk corridors) can be ‘gamed’ in that if an entity assumes a 2% loss the plan could build this into the budget rate negotiations. 
· Dr. Geertsma expressed strong concern that the primary focus of the restructuring options is cost savings when the focus needs to be on quality balanced with costs.  Under the current system providers rarely are partners in any MCO quality initiatives and there are no performance incentives (provider or MCO) to improve service quality and improved outcomes, yet this is an essential part of the Affordable Health Care Act.  Whatever structure is chosen, there must be a defined integrated system that combines quality and cost effectiveness strategies.  The Vermont Advance Primary Care Medical Home initiative is an example of a broader public, private, provider and academic collaboration.  Dr. Schaefer agreed this is an important discussion to have with CMS on opportunities to incorporate financial incentives that target program goals within a model such as a risk corridor model.
· Ms. Hess observed: 

· It is the provider that manages and coordinates the patient’s care, not managed care plans thus raising the question of maintaining  managed care administrative dollars for ‘care management’.  She cited the example of her institution being asked for and then receiving back 18 months of ED visit frequency/MCO: why wasn’t this utilization being tracked by the MCO in a timelier manner for collaborative intervention with he insitution? 

· Centralized provider credentialing is needed; it is a time consuming redundant process for HUSKY providers to complete multiple plan credentialing forms. 

· Capitation of provider rates has been a problem in the past: we need to consider how best to support provider care management within the context of health care reform.
· Sen. Harp made several observations:
· The State has not adequately used the contracting process within the capitated system that can achieve some of the same ends (savings and quality care) as program restructuring.  Sen. Harp emphasized the need for DSS to use the contracting process to improve quality of care and reduce cost. 
· DSS identified a major problem with the ASO Medicaid network model in that the FFS rates are lower than the Medicare rates (will be increased to 100% of Medicare rates in 2014).  Another option is to secure the DSS administrative 75% FMAP that could be applied to increasing FFS rates, which stabilizes provider networks and achieves program goals/cost savings through clearly defined contract provisions that target performance incentives for providers and the management entities.  DSS said the increased hospital costs under a provider FFS model would probably eclipse savings associated with the increased FMAP.  
· Sen. Harp asked how the State can decide on a model when we haven’t looked at them in more detail and in the context of health care transformation in the Affordable Care Act.   DSS said an analysis can be done to look at the 75% FMAP available through DSS management of claims, credentialing and network management to see if the increased match would cover the FFS rate increase. 
· The Senator noted we are in the 2nd month of the 1st Quarter of SFY 11 and the possibility of meeting the $76M savings target seems to be moving away; however we can start to begin to develop a cost effective infrastructure that allows time to design a program that will move us toward the provisions in the Health Care Reform Act.  Dr. Schaefer commented that of the $76M ($65M in one time savings of MCO conversion to ASO) some portion of the $11M associated with eliminating the MCO profit could be realized in FY11.
· Sen. Harp asked the Council subcommittee chairs and interested Council members meet as a work group to review the models and provide the Council with information that would lead to recommendations to the administration in September. 
HUSKY Primary Care (Slides 20-21) 
Dr. Zavoski reported that CMS will require a 1915(b) waiver amendment for the delay of the HUSKY primary care program evaluation and expansion to Putnam & Torrington areas.  CMS has 90 days to respond to DSS regarding the amendment.  DSS has prepared the amendment and will submit it pending CMS clarification of issues. In the interim DSS continues to meet with provider groups and hospitals in the expansion areas.  To date there are 451 enrollees in HUSKY Primary Care with 359 in the greater New Haven area compared to 59 in the greater Hartford area. 
Christine Bianchi said that within any system change it is important to support the current medical home PCCM sites and strengthen this infrastructure especially for adult services.  MH PCCM model promotes quality care and client specific provider care coordination.  
CT Pre-existing Condition Insurance Plan (CTPCIP) (slides 22-31)
DSS proposed an alternative rate-setting method that establishes rates based on the discounted small group standard which resulted in a 35% reduction of the original proposed rates. The proposal was accepted by the Governor as a more affordable option and by Health & Human Services (HHS).  The state began accepting applications August 1, 2010 with anticipated eligible member enrollment by September 1, 2010.
Dr. Schaefer reviewed the eligibility requirements that include verified US citizenship and pre-existing health condition and lack of credible health insurance for 6 months (no exceptions to this as there is in Charter Oak Health Plan – COHP).  There is a $1.5 M lifetime maximum but no annual maximum as in COHP.  CT premiums are lower than the federal PCIP Mass. program in all age groups with the exception of those 60-65+.  There is a child premium of $246/M; however DSS expects CT children would be enrolled in either HUSKY A or B (this has lower cost share compared to CTPCIP).  Individuals may choose this ‘temporary high risk pool’ plan in place to 2014 over Charter Oak because of the limit of out-of-pocket expenses, no annual maximums and a more expansive provider network than COHP networks. 
Council Questions/comments included:

· Sen. Prague expressed concern about the premium rates for individuals in the 60-64 year age group who have few pre-Medicare coverage options.  Dr. Schaefer said this can be looked at in Jan. 2011 when enrollment trends can be analyzed. 

· DSS will look at their web summary sheet as it is unclear what “80%” refers to. 

· Deb Polun asked how the consumer accesses information about the various health care programs. DSS stated ACS (enrollment broker) provides information to help applicants think through their program decisions. 
· This benefit package has more limitations for mental health services than medical services. Sheila Amdur said that individuals with chronic mental health problems will find serious limitation in service access in CTPCIP.  Dr. Schaefer understand this concern; he will review the limitations and discuss this with adult mental health (DMHAS) agency to determine if there are resources available for the serious chronically ill adult in CTPCIP. 
SAGA & Charter Oak Transition to Medicaid:
In the interest of time, this will be discussed in Sept, but slides 32-37 provide information on the provider recoupment process and slides 39 & 40 outline the Charter Oak conversion to Medicaid for low income adults (LIA).
HUSKY/Charter Oak Plan Enrollment (Click icon below to view HUSKY & Charter Oak enrollment information as of Aug. 1, 2010).
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HUSKY A

Enrollment Growth by Month

(Previous 15 Months)



There was a 1,999 or a 0.53% 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 1,132 or a 0.45% increase HUSKY A Under Age 19 enrollments over the previous month.









HUSKY A

Adults

Enrollment Growth by Month

(Previous 15 Months)



		There was a 867 or 0.67% 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.  
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HUSKY B

Enrollment Growth by Month

(Previous 15 Months)



		There was a 151 or a 1% increase in HUSKY B enrollments over the previous month. 











HUSKY PLUS Enrollment

(Previous 15 Months)







There was a 1 or 0.4% increase in HUSKY Plus enrollment over the previous month.















Charter Oak

 Enrollment Growth By Month



		There was a 224 or 1.8% decrease in Charter Oak enrollments over the previous month.  











HUSKY

(Only Children Applying)

Applications Received

New and Renewal



		There was a 55 or 5.6% 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 93 or 5.6% decrease in New and Renewal applications over the previous month.















Charter Oak

(Only Adults Applying) 

Applications Received

New and Renewal



There was a 121 or a 5.7% decrease in New and Renewal applications over the previous month.











HUSKY Only

Applications Referred to DSS 

New, Renewal and Combined AUs



		There was a 1.4% decrease in the referral of new HUSKY applications and a 0.3% 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 121 or 23.5% decrease in HUSKY B applications denied or closed over the previous month.











HUSKY B/Charter Oak 

Applications Denied or Closed







		There was a 87 or a 5.6% decrease in HUSKY B/Charter Oak applications denied or closed over the previous month.  
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Applications Denied or Closed
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		There was a 122 or a 10.1% decrease in Charter Oak applications denied or closed over the previous month.  











HUSKY B Only

Applications Pending at End of Month



There was a 49 or 10.4% 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 69 or 7.8% 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 64 or a 4.4% decrease in Charter Oak assistance units pending over the previous month.
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by Application Type

207

258

202

338

546

445

512

522

536

800

680

570

435

503

462



There was a 41 or 8.2% 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 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 08/01/2010











HUSKY B Count of Enrollees By County By Plan

As of 08/01/2010























HUSKY B Enrollment By Plan By Band

As of 08/01/2010









Charter Oak Enrollment By County By Plan

As of 08/01/2010













Charter Oak Enrollment By Plan By Band

As of 08/01/2010









Charter Oak

Age by Premium Band

As of 08/01/2010
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DEPARTMENT OF HEALTH & HUMAN SERVICES
Centers for Medicare & Medicaid Services CMJ
JEK Federal Building, Government Center

Room 2275 CENTERS for MEDICARE 8 MEDICAID SERVICES
Boston, Massachusetts 02203

Division of Medicaid and Children’s Health Operations / Boston Regional Office

August 2, 2010

Mark Schaefer, Director
Medical Care Administration
Department of Social Services
25 Sigourney Street

Hartford, Connecticut 06106

RE: Legislation to restructure the HUSKY program

Dear Mr. Schaefer:

This letter is in response to your letter of June 14, 2010 to the CMS Boston Regional Office
regarding legislation that was recently enacted in Connecticut. Section 20 of Public Act 10-179
permits the Department of Social Services (the Department) to convert the HUSKY A and B
programs from an at-risk managed care organization (MCO) to a non-risk administrative service
organization (ASO) delivery model. 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,
utilization management, disease management, customer service and review of grievances for
recipients of assistance under Medicaid, HUSKY Plan, Parts A and B, and the Charter Oak
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 organization's provider network and billing systems in
the administration of the program.

The final sentence in this statute requires DSS to use the ASO’s provider network and billing
systems, to the extent permissible by federal law. Under the Medicaid program a State is
prohibited from paying an ASO for medical services. ASO’s are purely administrative entities
and States will only be reimbursed by the Federal Medicaid program for administrative functions
performed by the ASO, which are reimbursed at the administrative match rate. CMS is not
authorized to reimburse a State for payments made to an ASO for medical services, even when
provided through a subcontracted provider network. Under a fee for service delivery system,
such as an ASO model, states are required to contract directly with and make payments directly
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to providers of medical services using the State’s Medicaid fee-for-service provider network and
approved State Plan payment methodologies and rates.

The State may withhold a percentage of the administrative fee to the ASO as a performance
incentive, contingent upon the achievement of defined utilization or administrative savings
targets.

As we have discussed, 42 CFR 438 provides for additional delivery system options under
managed care, including prepaid health plans, inclusive of inpatient services (PIHP) or providing
only ambulatory services (PAHP), managed care organizations and primary care case
management programs.

Please note that any change to your current system of fully-capitated, comprehensive risk
contracts with the MCOs must be consistent with the current terms of your 1915(b) HUSKY A
waiver, unless the State submits an official request for a waiver amendment. A 1915(b) waiver
amendment will only be approved prospectively, and may not be made retroactive. CMS has
ninety (90) calendar days from the date the amendment request is received in which to approve
or deny the amendment, or to issue a written Request for Additional Information (RAI), in
accordance with federal regulations at 42 CFR §430.25(f)(3).

We look forward to continuing to work with the Department on the various options available to
restructure the HUSKY program. If you have any questions about this letter, please contact Julie
McCarthy at (617) 565-1244 or julie.mccarthy(@cms.hhs.gov.

Sincerely,

Dbl @ 1]

Richard R. McGreal
Associate Regional Administrator

cc: Michael P. Starkowski, Commissioner, DSS
Brenda Sisco, Secretary, Office of Policy and Management, DSS
Lee Voghel, DSS
Camille I. Dobson, Technical Director, Managed Care, CMS
Yolanda Reese, CMS
Lynn DelVecchio, CMS
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Presentation to the Medicaid Care Management Oversight Council

August 13, 2010







HUSKY Restructuring Options









HUSKY Restructuring Options

		Non-risk ASOs using DSS Medicaid network 

		Non-risk ASOs using MCO networks

		Capitated Managed Care w/ Risk Corridors













Non-risk ASOs using DSS 

Medicaid Network 

		Convert existing MCO contracts to ASO contracts

		MCOs paid an administrative capitation to provide:

		customer service 

		utilization management 

		quality management 

		case management

		DSS administers:

		contracting

		credentialing

		claims 

		Uses Medicaid network in lieu of MCO networks









Non-risk ASOs using DSS 

Medicaid Network

Advantages

		Standardizes administrative costs

		Enhanced federal match (75%) for DSS administered claims, credentialing, and contracting

		All providers paid at standard FFS rates and fees with associated savings









Non-risk ASOs using DSS 

Medicaid Network

Disadvantages

		ASOs have no financial incentive to contain costs or manage care effectively

		Could compromise access, especially for children due to the lack of pediatric PCPs and pediatric specialists in FFS network

		Physicians may not choose to participate since FFS rates may represent a reduction in payments to providers













Non-risk ASOs using DSS 

Medicaid Network

Disadvantages

		Lose flexibility in out of network contracting to meet unique client needs that cannot be met in FFS network 

		May result in higher expenditure and utilization trends as compared to capitated managed care 

		Not a common model nationally because viewed as less cost-effective than capitated managed care (46 other states)









Non-risk ASOs using DSS 

Medicaid Network

Disadvantages

		Existing statutory hospital reimbursement requirements would cause hospital inpatient expenditures to increase significantly

		State at full risk for health care costs











Non-risk ASOs using 

MCO Networks 

		Convert existing MCO contracts to ASO contracts

		MCOs paid an administrative capitation to provide 

		customer service

		utilization management

		quality management

		case management

		contracting

		credentialing

		claims  

		Uses MCO networks









Non-risk ASOs using 

MCO Networks

CMS Perspective

		CMS discourages this model because it is of questionable cost-effectiveness

		State must re-process all MCO paid claims to substantiate that expenditures are less than would be in Medicaid FFS in aggregate

		CMS describes this process as “messy and burdensome” and one of the reasons why this model is not widely used 









Non-risk ASOs using 

MCO Networks

Advantages 

		Preserves MCO networks, which have more providers than Medicaid FFS network

		Preserves flexibility of out of network contracting to meet unique client needs that cannot be met in network 









Non-risk ASOs using 

MCO Networks

Disadvantages 

		ASOs have no financial incentive to contain costs or manage care effectively

		May result in higher expenditure and utilization trends as compared to capitated managed care 

		Cost neutrality substantiation is administratively burdensome and may leave some expenditures unmatched 

		Cost neutrality substantiation and claims reprocessing are additional state costs









Non-risk ASOs using 

MCO Networks

Disadvantages

		State is at full risk for health care costs

		Due to two month delay in capitation payments under Deficit Mitigation Act, the $65 million savings attributed to the transition or “payment lag” of one month is unachievable









Capitated Managed Care

with Risk Corridor 

Cost Controls

		Risk corridor to limit profits and losses

		Limitations on administrative costs 

		Specify minimum medical-loss ratios

		Limitations on indirect costs and corporate allocations









Capitated Managed Care

with Risk Corridor

CMS Perspective

		CMS favors retention of capitated model with cost controls

		Would consider negotiating narrower risk corridors than have been typical nationally









Capitated Managed Care 

with Risk Corridor 

Advantages

		Risk corridors limit profit 

		Retains capitated model, which is consistent with national trend in payment reforms favoring bundling and global capitation

		Retains incentive to manage care and manage costs

		Retains incentive to negotiate economic rates

		Program structure remains intact including MCO networks

		Could expand to include Medicaid FFS 

		









Capitated Managed Care 

with Risk Corridor 

Advantages

		Preserves MCO networks, which have more providers than Medicaid FFS network

		Preserves flexibility of out of network contracting to meet unique needs that cannot be met in network

		Department’s knowledge of actual spending will be greatly improved with encounter data processing through MMIS 









Capitated Managed Care 

with Risk Corridor 

Disadvantages

		May not achieve full budgeted savings of $11 million

		Continued challenges associated with the negotiation of capitated rates 

		Even with risk corridors, the state would be financially liable if MCOs experience losses beyond the corridor  









Summary

		Three options for restructuring

		ASO with Medicaid network

		ASO with MCO network

		Capitated managed care with risk corridors



		DSS strongly recommends that whatever alternative is chosen should be used for all populations









  

HUSKY Primary Care Expansion









HUSKY Primary Care:

Expansion Update

		CMS indicated in July that a 1915(b) waiver amendment is necessary in order to:

		delay the independent evaluation, and 

		open PCCM in the Putnam and Torrington areas

		Preparing waiver amendment submission pending clarification of outstanding issues by CMS



Continuing outreach to providers in upcoming areas:

		Putnam area:

		Met in May with Day Kimball administration

		Provider forum scheduled later in August

		Applications and contracts received from Generations Family Health Center

		Torrington area:

		Met in June with Charlotte Hungerford administration

		Provider forum to be scheduled









  

Connecticut Pre-existing Condition Insurance Plan

(aka Temporary High 

Risk Pool)











What is CT PCIP?

		Health coverage for people with a pre-existing health condition 

		Covers a broad range of health benefits, including primary and specialty care, hospital care, mental health care and prescription drugs

		Premiums vary by age group, not by income levels

		$50 million allocated to Connecticut under the federal health care reform bill for CT PCIP for the 3 ½ year period ending 2014











Eligibility 

		Must be a citizen or national of the United States or a qualified non-citizen

		Uninsured for the last six months (only exception is portability between states’ PCIPs)

		Verifiable qualifying pre-existing condition

		Acceptable proofs include:

		Statement signed by healthcare provider or hospital official confirming pre-existing condition

		Letter of coverage denial from insurer due to pre-existing condition

		Offer of coverage from insurer that excludes pre-existing condition

		Must be ineligible for Medicaid, CHIP and Medicare









Original Proposed Premiums

		Milliman released proposed premiums - June 28, 2010

		Original proposed premium range (monthly)

		$436, adults under 30 to

		$1,366, adults 65 and over

		Proposed premiums were high relative to other states and may be higher than federal fallback program

		Affordability was Governor’s chief concern

		Deferred execution of contract

		Reviewed premium setting assumptions - reasonable and appropriate?

		Considered modifications to plan design and benefits

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

		Recommendation to Governor by mid-July









Results of Premium Review

		Original methodology was reasonable and appropriate, although highest premium tier was corrected

		Premiums were higher than federal fallback in Massachusetts and, in our view, beyond reach of most CT residents











Final Premiums

		Proposed to HHS alternative rate-setting methods that would better serve Connecticut residents

		Provided justification to establish rates based on a discounted small group standard 

		HHS approved proposed methodology and resulting rates – 35% lower than original proposed rates

		With this approval, we established a more accessible premium rate structure for our program 

		Governor authorized DSS to proceed with operation of CT administered pool

		Contract was executed in late July

		State began accepting applications 8/1/10









Monthly Premiums

*35% reduction

		Age		Original Proposal		Final Rates*

		Under 30		$436.12		$285.16

		30-34		$481.92		$315.10

		35-39		$495.24		$323.81

		40-44		$548.61		$358.71

		45-49		$632.13		$413.32

		50-54		$775.54		$507.08

		55-59		$960.14		$627.78

		60-64		$1,187.62		$776.52

		65+		$1,365.77		$893.00







































Monthly Premiums

		Age		Final CT PCIP Rates		Federal PCIP in Mass.		Difference

		Under 30		$285.16		$335.00		($49.84)

		30-34		$315.10		$335.00		($19.90)

		35-39		$323.81		$402.00		($78.19)

		40-44		$358.71		$402.00		($43.29)

		45-49		$413.32		$513.00		($99.68)

		50-54		$507.08		$513.00		($5.92)

		55-59		$627.78		$714.00		($86.22)

		60-64		$776.52		$714.00		$62.52

		65+		$893.00		$714.00		$179.00









































How does CT PCIP differ 

from Charter Oak?

		Benefits provided through one insurer – United Healthcare

		Citizenship must be verified

		Pre-existing condition must be verified

		Benefits are different than Charter Oak

		$1.5 million lifetime maximum (no annual max)

		No annual maximum on RX

		No annual maximum on DME

		More expansive provider network









Why Choose CT PCIP?

		No annual maximums in CT PCIP, may provide better protection for individuals with pre-existing condition

		Limit on out-of-pocket expenses 

		Expansive network with more than 90% of Connecticut physicians and all Connecticut hospitals









SAGA Transition 

Recoupment Process 









SAGA Transition 

Recoupment Process 

		Condition for approval of Medicaid expansion was that all claims be processed by MMIS

		Federal match for Medicaid LIA will be based on claims processed through MMIS

		Rather than ask providers to re-submit claims, CHNCT will submit claims to MMIS on providers’ behalf 

		HP is enrolling out of network providers in the Medicaid network to allow for re-submission of claims and payment under Medicaid





  







SAGA Transition 

Recoupment Process 

		CHNCT will send paid claims file to HP (formerly EDS) for dates of service 4/1/10 forward

		HP will audit for duplicate payments (i.e., claims already re-submitted by provider and re-processed by HP)

		HP will pay providers for new claims





  







SAGA Transition 

Recoupment Process

		HP will send CHNCT a file of all claims processed that are documented on provider remit 

		CHNCT will prepare and submit a spreadsheet summarizing total paid by CHNCT for claims re-processed by HP

		DSS will establish accounts receivable for each provider

		HP will recoup the established receivable  









SAGA Behavioral Health 

Recoupment Process





	-DMHAS will send letters on August 13 to providers describing the recoupment process for claims paid by DMHAS for Medicaid covered services provided on or after April 1, 2010.



	-Providers may access a Microsoft Excel file containing a claim-line detail report of claims designated for recoupment. The report will include a total amount and can be accessed via a password protected internet site. 









SAGA Behavioral Health 

Recoupment Process

	-Providers may request reconsideration of the recoupment of specific claims by submitting a spreadsheet via email with claim number, claim line number, and reason by September 15.



	-Providers will have until November 1 to remit a check to DMHAS for the recoupment amount.

 

	-Methadone maintenance providers will retain SAGA payments for claims with dates of service between March 28 and April 3. 

	- Please see www.ct.gov/dmhas/gaconversion for updates and frequently asked questions.









Charter Oak Conversion to LIA









Charter Oak Conversion to Medicaid for Low-Income Adults (LIA)

		DSS has identified more than 2,000 Charter Oak Health Plan members who qualify for LIA, based on reported income

		Will convert those enrollees who qualify for LIA retroactive to April 1, 2010

		Special notice will inform enrollees of the conversion









Charter Oak Conversion to Medicaid for Low-Income Adults (LIA)

		ACS will refund premiums to enrollee

		Providers will be instructed to refund deductibles, co-pays and co-insurance payments

		DSS will recoup medical capitation payments from the Charter Oak MCOs









Questions
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