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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


Chairs:  Sen. Toni Harp & Sen. Edith Prague

Meeting summary: Dec. 10, 2010
Next meeting: Friday Jan. 14, 2011 LOB 1E
Attendees:  Sen. Toni Harp & Sen. Edith Prague (Co-Chairs), Sen. Jonathan Harris, Rep. Vickie Nardello, Rep. Elizabeth Ritter, Rep. Toni Walker, Mark Schaefer, PhD, Robert Zavoski, MD (DSS), Comm. Pat Rehmer & Paul DiLeo (DMHAS), Thomas Deasy (Comptroller’s Office), Ellen Andrews, Alex Geertsma, MD, Debra Gould, Heather Greene, Rev. Bonita Grubbs, Mary Alice Lee, Debra Polun, Jeffery Walter, Donald Langer (AmeriChoice/UHC), Sylvia Kelly (CHNCT), Rita Paradis (Aetna BH).

Also attended: David Weizenbaum (DSS), Steve MacKinnon & Carol Trapp (ACS), Deb Poerio (Co-Chair, Quality SC), Katherine Yacavonne (FQHCs), Victoria Veltri, Mary Jane Toomey (Aetna BH, Dir., Quality), Maria Dominiak, Ann Marie Janusek & Kevin Lurito (Mercer), (M. McCourt, legislative staff).

Aetna Better Health Performance Improvement Project: performance year (CY 2009 for the 2010 PIP status report). 
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DSS required the HUSKY MCOs to adopt national standardized HEDIS measures that compare and contrast commercial/Medicaid organizational levels of effectiveness, service accessibility in delivering health care as well as the level of member satisfaction.  The Health Effectiveness Data & Information Set (HEDIS), under the management of the National Committee for Quality Assurance (NCQA), is a widely used set of health care performance measures. There currently are 75 HEDIS measures across 8 domains of care.  Health plans purchase software and contract with a NCQA audit vendor to review their data submission for accuracy and reliability that allows broad data comparison.  The DSS contract also requires MCOs to engage in 4 performance improvement projects (PIPs), 2 areas of which are mandated by DSS and 2 are of the health plans choosing.  

Mary Jane Toomey, Director Quality Management, Aetna, described Aetna’s Performance Improvement Projects’ baseline data for CY 2009, the first year of Aetna’s participation in HUSKY.  (Slide 3)Continuous Quality Improvement guiding principles were implemented in the PIPs. The 2009 data reports are followed by the health plan’s specific project interventions designed by the MCO internal committees that include providers.  DSS emphasized this is the baseline performance year (2009) for the 2 new plans – Aetna Better Health and AmeriChoice/UHC.  (The 3 MCOs overall 2009 HEDIS reports will begin to be reported to the Council in Jan. 2011 with COMPASS national percentiles as benchmark comparisons).
· Slides 5-6 show Aetna’s prenatal care (PNC), timeliness of PNC and postpartum care HEDIS measures.  Council discussion points included the following:
· Sen. Prague expressed concern about the plan’s performance in relation to national percentiles.  Ms. Toomey commented the plan focused on the initiative because of limited member engagement rate (~60%) and the MCOs challenge of timely identification of pregnant members. Practitioners are not required to submit the standardized pregnancy pre-registration form that 1) confirms the pregnancy and 2) identifies medically determined high risk factors (these could be addressed through member/ provider/plan case management collaborative efforts).
· Sen. Harp said it is important to look at managed care performance longitudinally, observing that the 2010 DPH report to the Appropriations Committee showed statewide infant mortality/morbidity rates unchanged over 5 years.  The Senator asked how, with changes in data collection methodology, DSS can assess and compare HUSKY data/MCO performance over time.  DSS stated past utilization measures would be reviewed for those that have similarities with HEDIS reporting requirements that can be used to compare past HUSKY performance to the current HEDIS measures. 
· (Slides 11-12) address breast cancer screening: 
· Sen. Harp asked how these HEDIS measures collate with public health issues such as breast cancer in African American women.  Aetna researches measures important to their sub-populations and address these as an access issue.  Sen. Harp asked how Aetna plans to respond to data and outcomes improvement for this population.  Dr. Schaefer stated annual reports will track, long term, the efficacy of how MCOs provide services to their population in CT compared to national Medicaid data. 
· Heather Greene asked Aetna if a breast cancer screen ordered for a woman under age 40 with or without family cancer history would be reimbursed. Rita Pardis (Aetna) said this preventive screen would be reimbursed. 
· Jeffrey Walter asked if conditions such as Juvenile Diabetes that is not one of the MCO HEDIS measures can be addressed.  Aetna stated that the HEDIS diabetes measure does not include age ranges and that this could be done by a special report. 
· Dr. Geertsma noted that the HEDIS measures do not reflect overriding health issues that need to be addressed separately.  It is also important to track HUSKY data over time in the program and compare to current reports to determine if actual improvement in rates (i.e. EPSDT rates) has been seen.  If no significant changes are evident, then different interventions need to be adopted. 
· General discussion on how MCOs can  best connect with new/continuing members regarding health risk assessments, use of preventive care and disease management participation: 
· Rev. Grubbs asked if the plans use other contact strategies beyond phone contact that is often ineffective because of phone number/address changes.  Aetna noted TeleVox mail and telephonic outreach for immunizations is used: there is ~25% rate of telephone number validity.
· Sen. Harp said the two MCOs with commercial lines of business have researched best techniques to reach commercial members that can be used in their Medicaid line of business.  While the MCOs stated they cannot expend administrative dollars for marketing and rely on the company’s resources for education tools, Dr. Schaefer stated Medicaid MCOs can use dollars and tools to ‘market’ health programs to their enrolled members. 
· Rep. Nardello asked DSS what action they plan to take after reviewing each MCO annual HEDIS measures and where they place in the national Medicaid percentile.  DSS expects to allow the public process to hold MCOs accountable for their performance levels.  Sanctions are not in place related to these measures; the more effective approach to improve quality and performance is to have plans earn a portion of “withhold” dollars.  The SFY 11 performance incentives dollars were taken back in agency rescissions. The Council again suggested this needs to be considered in the budgetary process.  Rep. Nardello stressed DSS needs to look at CT HUSKY’s performance longitudinally early in this budget process. 
· Debra Gould asked how members can access health education tools that are on the MCO provider site.  Ms. Toomey stated information is found in the quarterly member news letters, TeleVox is updated monthly (vaccines) and health information about prenatal care, preventive care, STD screening, etc. is on the member website. 
· Debra Polun suggested MCOs partner with a variety of community based organizations as a vehicle to inform and impact community individual/family health. 
DSS Reports
Mercer: (Click icon below to view presentation including FY10 HUSKY A R/E)
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(Slides 1-4) Actuarial Soundness Requirements (applies only to HUSKY A) were reviewed by Mercer. 
· Slide 4 summarizes the factors that contribute to actuarially sound rate ranges that involve developing midpoint capitation rates by rate cell (see DSS handout slide 9) and rate ranges that reflect variation from the midpoint related to trend, administrative, risk variation and cell credibility assumptions.  
· (Slide 3) The MCO is risk bearing – “adequate rates” reflect capitation to cover costs and DOI reserve requirement while “attainable costs” allow states flexibility in value-based strategy.  Highlights of Council questions include the following:
· Did Mercer look at different delivery system models other than capitated managed care in developing the financials?  Mercer stated they were not asked to do this. 

· What administrative range was used in the calculation?  Mercer stated this is typically 7-12%. 

· Does Mercer take into account an MCO’s performance and profit rate in recalculating the rate range that will be the basis of DSS/MCO negotiation?  Mercer stated new financial experience (profit/loss) is used in re-evaluating trend setting. 

· Marketing financials are considered in relation to historical experience, DSS changes in marketing rules, and member growth that can lead to lower costs through economies of scales. 

· DSS noted the Council recently recommended DSS cap administrative expenditures at 10% or below in the rate negotiations and this part of the rate negotiations. 

(Slides 6-9) Unaudited HUSKY A Revenue & Expenses for State FY 2010 (July 1, 2009 – June 30, 2010).  Mercer noted that financial statements don’t directly describe the level of care provided; aggregate expenditures by administrative/medical costs reflect MCO allocations of their capitated dollars. Aetna, the 2nd largest HUSKY A plan, is the only one of the 3 plans to show a PMPM operating profit margin of $7.86; the plan’s MLR is 87.1% compared to 93.6% AmeriChoice and 94.6% CHNCT.  Mercer noted AmeriChoice had high cost NICU members.  Compared to the unaudited SFY 09 report, this more mature program (2 MCOs started in 2009) shows lower overall pre-tax profit margin of 0.4% compared to 1.8% in SFY 09.  Mercer said most states margin of risk/contingencies/ underwriting gain is ~2% for fully capitated contracts: HUSKY A is 1%.  HUSKY B financials will be available in January 2011.  
(Slides 4-9) HUSKY R/E report for SFY 09 (click icon below)
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David Weizenbaum (DSS) reviewed the unaudited FY 09 HUSKY A & B and Charter Oak Health Plan R/E reports (HUSKY A & B were presented in Oct. Council meeting).  HUSKY B SFY 10 data will be available in January.  The audited reports are still being reviewed and were not available for this meeting. 
(Slides 4-8) The report shows that:
·  Aetna BH had a positive PMPM operating margin in all 3 programs. Their net medical care ration, the lowest of the 3 plans across the 3 programs, is < 85% in HUSKY A and COHP, 70.5% in HUSKY B and had the 2nd lowest administrative ratio. 
· AmeriChoice had a positive PMPM operating margin in HUSKY A & B, while sustaining a negative 39.8 percent operating margin in COHP. The HUSKY B medical care ratio was 62%, with a positive 22.9% operating margin.
· CHNCT sustained a negative operating margin for HUSKY A and COHP. 
Council questions included the following points:

· Members observed that CHNCT has the lowest PMPM revenues; DSS stated each MCO rate is negotiated individually.  Legislators expressed concern that the only HUSKY not-for-profit plan has the highest enrollment, higher risk population, lowest administrative costs and sustains a PMPM operating loss in 2 of the 3 programs. 

· Why does this plan have the lowest PMPM rate?  CHNCT commented that 2 factors affected their negotiated rates: projected enrollment of 60,000 members vs. actual enrollment of 260,000 members and a difference in understanding about home infusion rates that were not included in the negotiated rate. 

· If HUSKY A rates are not risk adjusted, why wouldn’t all the plans have the same PMPM capitation rate?  Rep. Nardello commented that early in HUSKY A the MCO rates were uniform and asked why and when this changed. 

· Sen. Harp expressed concern about CHNCT losses in the face of small reserves, has the highest number of covered lives and medical care ratios. Their PMPM revenue is $7-8 PMPM less that the other MCOs. It is incumbent on the State to understand and attend to this inequality in program allocations and determine if the program is achieving core public health goals for this population. 
(Slides 10-16) Assessing Impact of Elimination of Medicaid rate Floor
DSS responded to questions raised at the Nov. Council meeting regarding the August 2010 MCO contract amendment that allows MCOs to negotiate provider rates starting at below the FFS rate floor.  This unexpected policy change created Council concerns that any lowering of provider rates below FFS benchmark would adversely impact HUSKY member service access, especially at a time when enrollment continues to increase during this difficult economic period.  DSS stated the ‘floor’ change was assigned ~$.50 reduction in the budget since DSS expected there to be minimal rate changes.  DSS said there was and is no intent to reduce member access to health care with this change.  DSS expects to see rate changes and associated savings reflected in some DME and group laboratory rates.  DSS stated rates won’t be established until they are reviewed by the new administration.  Discussion points included the following:
· Each MCO stated the only contracts amended to rates below the FFS floor are for some DME vendors and some labs.  The three MCOs said there would be no effect on HUSKY hospital or provider rates.  None of the plans intend to amend provider contracts. 
· Council members asked that if the MCOs have no intent in amending provider rates below the FFS floor and DSS had no intention to seek savings at the risk of reducing access why was the MCO contract amended from the July 2010 DME/lab amendment to the inclusive August 2010 contract amendment?  DSS stated that it was consensus of DSS and the MCOs that flexibility was needed to negotiate the best rates without impacting HUSKY access. Noted the savings related to this change is less savings expected by the CGA. 
· DSS reflected on the earlier R/E reports that provide some sense of the challenges in meeting increasing medical expenditure trend and maintaining MCO solvency. 
· (Slides 11-16) DSS outlined monitoring measures of access and network stability as requested by Sen. Prague.  DSS will review composite measures, assess any changes in access, discuss this with MCOs and can request more in-depth data reports. 
· Sen. Harp urged DSS to do a “Mystery Shopper” survey that provides a real time sense of access to services/ actual network capacity, noting the last such survey did contribute to program changes.  DSS said this type of survey requires adequate resources to do it well; decisions about this would be made under the new administration. 
· Rep. Walker asked if the change in the rate floor requires a 1915(b) waiver amendment.  DSS stated an amendment is required when core assumptions are changed; Mercer agreed that this change would not impact the rate development process to require an amendment. 
HUSKY & Charter Oak Programs Update: ACS (Click icon below to view Dec. data)
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The 2008 PIPH revenue/expense report and the ACS report was deferred to January 14th meeting.  AmeriChoice will be presenting their PIP report. 
_1354364903.ppt
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Actuarial Soundness Requirements

CMS – Federal Register, Friday, June 14, 2002, 42 CFR 438.6(c)(1)(i)

Actuarially sound capitation rates means capitation rates that:

Have been developed in accordance with generally accepted actuarial principles and practices.



Are appropriate for the populations to be covered, and the services to be furnished under the contract.



Have been certified, as meeting the requirements of this paragraph (c), by actuaries who meet the qualification standards established by the American Academy of Actuaries and follow the practice standards established by the Actuarial Standards Board.
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Actuarial Soundness Requirements

Guiding Documents

July 22, 2003 CMS Rate Setting Checklist for At-Risk Capitated Contracts

AAA Practice Note, August 2005, “Actuarial Certification of Rates for Medicaid Managed Care Programs”

		Actuaries say that, for the purposes of certifying actuarially sound Medicaid managed care rates, “actuarially sound”  means: “for business in the state for which the certification is being prepared and for the period covered by the certification, projected premiums, including expected reinsurance and governmental stop-loss cash flows, governmental risk adjustment cash flows, and investment income, provide for all reasonable, appropriate and attainable costs, including health benefits, health benefit settlement expenses, marketing and administrative expenses, any state-mandated assessments and taxes, and the cost of capital.”
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Actuarial Soundness Requirements

		The documents referred to on the previous slides provide considerable, and intended, flexibility.



The Practice Note provides “nonbinding guidance” to a Medicaid actuary. It does not have the binding authority of an Actuarial Standard of Practice (ASOP). Still, the Practice Note carries considerable weight within the Medicaid actuarial profession.

Health plans focus on the “reasonable costs” portion of the definition. Also hear health plans reference “adequate” rates.

Mercer believes the “attainable costs” portion allows for state flexibility in regards to state Medicaid managed care expenditures. 

State and CMS administrators and regulators, as well as state and federal taxpayers, have the flexibility to be able to demand optimal achievable value from health plans. 

The State and CMS may (or may not) choose to fully exercise this right depending on the circumstances.
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Ensuring Appropriate Reimbursement

Mercer works closely with State to develop a range of actuarially sound rates.

Actuarially Sound Rate Ranges

Develop midpoint capitation rates by rate cell

Develop rate ranges to reflect variation from the midpoint attributable to the following:

Trend assumptions

Administrative loading assumption

Risk variation

Cell credibility

		Ranges can be developed in order to reflect statistical uncertainty in the underlying assumptions, and also provide for geographic differences



Goal in setting plan capitation rates is to match payment to risk

Health plan thoroughly evaluates the populations and risks, and it’s own needs, and decides to contract with the State at the negotiated/determined rate.
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Health Plan Financials



SL:
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Health Plan Financials for HUSKY

		Previously presented Calendar Year 2009 unaudited health plan financial results for HUSKY A and B

		Managed Care Council requested Calendar Year 2009 audited health plan financial results – these are not available separately by population

		Health plans recently submitted Fiscal Year 2010 unaudited health plan financial results for HUSKY A and B

		Results show a pre-tax profit margin of 0.4% for HUSKY A

		Targeted margin for risk/contingencies/underwriting gain is 1%

		Most states provide for a risk/contingencies/underwriting gain margin of around 2% for fully at risk capitated contracts
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Health Plan Financial Considerations

		Health plan financials will be impacted by: 

		Removal of ½% P4P withhold

		Adjustment for home infusion claims

		Actual claims experience compared to reserve estimates

		Maturation of the HUSKY managed care program

		Retroactive changes to provider contracting
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HUSKY A Revenue & Expenses 

Experience State Fiscal Year 2010*

		 		Period: Date of Service SFY 2010		Aetna		AmeriChoice		CHNCT		All Plans

		1		Member Months		1,039,878 		558,444 		2,855,373 		4,453,695 

		2		Revenue**		$204,001,925 		$103,113,812 		$540,445,864 		$847,561,601

		3		Net Medical Expenses		$177,639,802 		$96,474,376 		$511,475,720 		$785,589,898 

		4		Administrative Expenses		$18,189,251 		$10,512,087 		$29,583,372 		$58,284,711

		5		Total Expenses (Line 3+4)		$195,829,053 		$106,986,464 		$541,059,092 		$843,874,608 

		6		Operating Income (Loss) (Line 2-5)		$8,172,872 		($3,872,652) 		($613,227)		$3,686,993 

		7		State/Federal Income Taxes		$2,860,505		($2,936,861)		$0		($76,355)

		8		Net Income (Loss) (Line 6-7)		$5,312,367		($935,791)		($613,227)		$3,763,348

		9		Net Medical Care Ratio (Line 3/Line 2)		87.1%		93.6%		94.6%		92.7%

		10		Administrative Ratio (Line 4/Line 2)		8.9%		10.2%		5.5%		6.9%

		11		Operating Margin (Line 6/Line 2)		4.0%		-3.8%		-0.1%		0.4%

		12		Sum of Percentages (Line 9+10+11)		100.0%		100.0%		100.0%		100.0%

		13		PMPM Revenue (Line 2/Line 1)		$196.18 		$184.64 		$189.27 		$190.31 

		14		PMPM Net Medical Expense (Line 3/Line 1)		$170.83 		$172.76 		$179.13 		$176.39

		15		PMPM Administration (Line 4/Line 1)		$17.49		$18.82 		$10.36 		$13.09 

		16		PMPM Total Expense (Line 5/Line 1)		$188.32 		$191.58 		$189.49		$189.48 

		17		PMPM Operating Margin (Line 6/Line 1)		$7.86 		($6.93)		($0.21)		$0.83 

		*Based on unaudited and unadjusted data as reported by the MCOs
**Includes both premium revenue and investment income
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HUSKY Revenue and Expenses

State Fiscal Year 2010

Summary of Experience*

		Period: Date of Service SFY 2010		HUSKY A

		1		Member Months 		4,453,695 

		2		Revenue**		$847,561,601 

		3		Net Medical Expenses		$785,589,898 

		4		Administrative Expense		$58,284,711 

		5		Total Expenses (Line 3 + 4)		$843,874,608 

		6		Operating Income (Loss)  (Line 2 -  5) 		$3,686,993

		7		State/Federal Income Taxes		($76,355)

		8		Net Income (Loss) (Line 6 - 7)		$3,763,348

		*Based on unaudited and unadjusted data as reported by the MCOs
**Includes both premium revenue and investment income
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HUSKY A Managed Care Average Monthly Enrollment

September 2008 through June 2010
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HUSKY A Managed Care Medical Expense PMPMs

September 2008 through June 2010
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Questions
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Fundamentals of Medicaid Rate Setting





April 30, 2009


Mike Nordstrom, ASA, MAAA
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Actuarial Soundness Requirements 
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Actuarial Soundness Requirements


CMS – Federal Register, Friday, June 14, 2002, 42 CFR 438.6(c)(1)(i)


Actuarially sound capitation rates means capitation rates that:


Have been developed in accordance with generally accepted actuarial principles and practices.


Are appropriate for the populations to be covered, and the services to be furnished under the contract.


Have been certified, as meeting the requirements of this paragraph (c), by actuaries who meet the qualification standards established by the American Academy of Actuaries and follow the practice standards established by the Actuarial Standards Board.


CMS indicates 1903(m)(2)(A)(iii) was really the initial legal authority for payments to be “made on an actuarially sound basis”, CMS just did not enforce this previous requirement.


How does Mercer turn the concepts of 42 CFR 438.6(c) into practice?











MEN:


			Effective August 2003
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Actuarial Soundness Requirements


Guiding Documents


July 22, 2003 CMS Rate Setting Checklist for At-Risk Capitated Contracts


AAA Practice Note, August 2005, “Actuarial Certification of Rates for Medicaid Managed Care Programs”


			Actuaries say that, for the purposes of certifying actuarially sound Medicaid managed care rates, “actuarially sound”  means: “for business in the state for which the certification is being prepared and for the period covered by the certification, projected premiums, including expected reinsurance and governmental stop-loss cash flows, governmental risk adjustment cash flows, and investment income, provide for all reasonable, appropriate and attainable costs, including health benefits, health benefit settlement expenses, marketing and administrative expenses, any state-mandated assessments and taxes, and the cost of capital.”








MEN:


			How do we take CFR & turn it into practice?


			For CMS, actuarial soundness is a process. 


			Actuaries felt need for additional guidance
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Actuarial Soundness Requirements


			The documents referred to on the previous slides provide considerable, and intended, flexibility.





The Practice Note provides “nonbinding guidance” to a Medicaid actuary. It does not have the binding authority of an Actuarial Standard of Practice (ASOP). Still, the Practice Note carries considerable weight within the Medicaid actuarial profession.


Health plans focus on the “reasonable costs” portion of the definition. Also hear health plans reference “adequate” rates.


Mercer believes the “attainable costs” portion allows for tremendous flexibility in regards to minimizing (as desired) state Medicaid managed care expenditures. 


State and CMS administrators and regulators, as well as state and federal taxpayers, have the flexibility to be able to demand optimal achievable value from health plans. 


The state and CMS may (or may not) choose to fully exercise this right.





MEN:


			Practice Note: “should consider” vs. “must consider”


			“Reasonable costs”: part of repealed Bourne amendment


			“Attainable cots”: Gives us flexibility. If State wants to purchase the most efficient plan, they can. Spectrum of costs to base payment on. Some states are more aggressive than others. 


			Some states have said “actuarial soundness” is a key driver in budget. Cause of budget overage is trends in Medicaid, not “actuarial soundness”. 
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Actuarial Soundness Requirements


English please!


Just like there are Superior, Good, Mediocre and Poor consulting actuaries, there are Superior, Good, Mediocre, and Poor health plans from an efficiency and effectiveness standpoint. 


States and CMS do not have to pay for Good, Mediocre, or Poor health plans.


And, since nobody’s perfect, even the Superior health plans can get better.





MEN:
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Ensuring Appropriate Reimbursement 





SL:
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Ensuring Appropriate Reimbursement


State believes in Medicaid managed care health plan delivery model via HMOs, MCOs, PIHPs, PAHPs and HIOs.


Mercer works closely with State to develop a range of actuarially sound rates, or a point estimate within that range.


Health plan thoroughly evaluates the populations and risks, and it’s own needs, and decides to contract with the State at the negotiated/determined rate.





SL:
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Ensuring Appropriate Reimbursement


Goal of a reimbursement structure is to match payment to risk.


“Ensuring appropriate reimbursement” most often in the context of proper coding of services for provider billing. 


Not what we’re talking about here. 


These are risk contracts.


Ways to enhance appropriate reimbursement. Vary capitation rates by:


Eligibility category


Age


Gender


Geographic Region
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Ensuring Appropriate Reimbursement


Consider implementation of:


Maternity Supplemental Lump-Sum Payment


Risk Adjustment Based on Health Status


CDPS


ACG


DCG


Medicaid Rx


State-Sponsored Reinsurance


Individual Stop Loss


Aggregate Stop Loss








SL:
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Ensuring Appropriate Reimbursement


Consider implementation of (continued):


Risk Corridors


The additional State “risk” in Risk Corridors


Risk Pools


Carve-outs/Carve-ins of populations and services


Performance Incentives/Sanctions


Carrot? 


Stick?


Health Plan Administrative Load Assumption


Flat Percentage 


Fixed & Variable
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Overall Rate Development Methodology 





AMJ:
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Overall Rate Development Methodology








Base Medical Claims Costs  


Managed Care Efficiency


Trend


Factors


Trended & Adjusted Base Medical Claims Costs


+


+





Programmatic Changes





Administrative/


Profit/Risk/ Contingency


=


Actuarially Sound Capitation Rates or Rate Ranges


+





AMJ:


			Broad schematic of rate development.


			All along way there will be points of contention by plans. 
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Overall Rate Development Methodology





Base Data


In conjunction with the State, Mercer determines the appropriate data source(s) to be used as the base for developing rates. 


Claims and eligibility information may be acquired via one or multiple sources:


Financials


Encounters


FFS  


Per CMS requirements, the base data must be Medicaid State Plan services for Medicaid eligibles, although in-lieu of services can be considered.


IBNR estimation


Modifications to base data to assure data consistency








AMJ:


			IBNR: Incentive for plans to be conservative in estimates of liabilities. 
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Overall Rate Development Methodology





Managed Care Efficiency


Guiding Principle


Capitation rates should reflect costs of an efficient/effective health plan


Use of health plan reported financial/encounter experience cannot be allowed to result in “cost-plus” rate setting


Approaches


Clinically supported efficiency analyses


Targeted/analytical approach supplemented by encounter data analysis of health status variance by plan








AMJ:


			States can purchase at better than average.


			Not just taking cost and paying HMOs. Even base data is scrutinized. 
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Mercer





Overall Rate Development Methodology





Trend


Mercer relies on the following:


Financial/encounter information from the health plans


Professional experience in working with other state Medicaid programs


Outlooks in the commercial marketplace that influence Medicaid programs


Regional and national economic indicators


Mercer is also able to draw on the experience of our clinical consultants, including pharmacists. 


Clinicians can provide insight on best practices for Medicaid physical health programs, which could impact future trends in service costs. 


This additional expertise may allow Mercer to adjust prospective trends for changes related to best practice.





AMJ:
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Mercer





Overall Rate Development Methodology





Program Changes


Apply adjustments for any programmatic changes not fully captured in the base data


Changes may be the result of:


Policy clarifications within the Medicaid program


Decisions passed down by the legislature


Items included in the final State budget


Changes could include:


Benefit coverage changes


Eligibility coverage changes





AMJ:
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Mercer





Overall Rate Development Methodology


Administrative/Profit/Risk/Contingency/Premium Tax


To operate an efficient managed care program, the health plan must expend resources on administrative functions. These functions span provider and beneficiary relations, claims processing, finance, utilization management and many other areas. 


It is important that the administrative assumption accounts for reasonable, appropriate and attainable costs. 


Mercer will consider the historical administrative costs of the health plans, as represented in their financial reports, as well as our experience in working with multiple other state programs. 


Economies of scale, given significant program growth, should also be considered when developing the administrative cost assumption. 


The cost of capital is a component of the assumed profit load within profit/risk/contingency. 


Premium tax would also typically be factored in here.





AMJ:


			Cost of capital: 


			Premium tax: state mandated revenue based assessments
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Mercer





Overall Rate Development Methodology


Actuarially Sound Rate Ranges


Develop midpoint capitation rates by rate cell


Develop rate ranges to reflect variation from the midpoint attributable to the following:


Trend assumptions


Administrative loading assumption


Risk variation


Cell credibility


Ranges can be developed in order to reflect statistical uncertainty in the underlying assumptions, and also provide for geographic differences.


Develop point estimate within range





AMJ:
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Mercer





Overall Rate Development Methodology


			CRCS Exhibit








AMJ:
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Mercer





Overall Rate Development Methodology


Risk Adjustment


State may use health-based payment system to risk adjust capitation rates


What is risk adjustment?


Estimates individuals’ future relative health care needs based on disease conditions instead of using solely prior costs


Distributes capitation payments across health plans based on the projected health risk of the members enrolled in each health plan


Rate allocation that is “Budget Neutral” to the State 


Captures adverse/positive selection within the HMOs and provides more funds to plans that enroll members with higher health acuity


Why risk adjust?


Better matches payment to risk


Mitigates the incentive for “cherry picking” low health risk


Rewards plans for attracting and managing high risk cases


Mercer uses risk-assessment tools to identify high risk recipients for management intervention and eligibility reclassification, measure impact of eligibility changes and to evaluate provider/health plan performance. 





AMJ:
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Questions
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Rate Cell:



All Rate Cells



Rating Region:



Statewide



Base Contract



SFY10 Member Months:



10,970,835



Midpoint Midpoint



12/30/2008 12/30/2009



Contract Period



07/01/2009 - 06/30/2010



Trend Months



12.0



SFY09 Base



SFY09 



Program 



Changes



Annualized 



Trend



SFY10



All Rate Cell 



Program 



Changes



SFY10 



Medical 



PMPMs



SFY09 to 



SFY10 



Increase



SFY09 Rate



Rate Cell 



Increase



SFY10 Rate 



Cell 



Specific 



Program 



Changes



SFY10 



Medical 



PMPMs



Category of Service



(A) (B) (C) (D) (E) (F) (G) (H) (I) (J) (K) (L) (M) (N) (O)



Consolidated 



SFY09 Rate



SFY09 



Financials



SFY09 



Financials 



Adjustment



Encounter 



Data



Reconciling 



Adjustment



Blended Base   (J/A)-1 All Rate Cells K*L L+M+N



MEDICAL EXPENSES



Inpatient Hospital 61.24 $              59.44 $              -0.36% - $                  -0.18% 59.21 $              0.00% 5.86% -0.09% 62.62 $              2.26% 61.24 $              1.38 $                0.76 $                63.38 $             



Emergency 14.34 $              15.00 $              -0.67% - $                  -0.18% 14.88 $              0.00% 7.05% -0.16% 15.91 $              10.94% 14.34 $              1.57 $                0.04 $                15.95 $             



Outpatient Facility 17.19 $              15.04 $              -0.85% - $                  -0.18% 14.88 $              0.00% 6.91% -0.20% 15.87 $              -7.68% 17.19 $              (1.32) $               - $                  15.87 $             



Primary Care 17.78 $              16.60 $              -0.62% - $                  -0.18% 16.47 $              0.00% 4.40% -0.15% 17.17 $              -3.42% 17.78 $              (0.61) $               0.04 $                17.21 $             



Specialist Services 21.04 $              21.27 $              -0.82% - $                  -0.18% 21.06 $              0.00% 4.18% -0.20% 21.90 $              4.07% 21.04 $              0.86 $                - $                  21.90 $             



Pharmacy 26.27 $              22.62 $              -1.41% - $                  -0.18% 22.27 $              0.00% 6.37% -0.36% 23.61 $              -10.15% 26.27 $              (2.67) $               (0.54) $               23.06 $             



Supplies 5.71 $                5.03 $                -0.73% - $                  -0.18% 5.03 $                0.00% 3.99% -0.18% 5.22 $                -8.60% 5.71 $                (0.49) $               0.01 $                5.23 $               



Home Care 1.57 $                1.16 $                -0.30% - $                  -0.18% 1.24 $                0.00% 3.79% -0.07% 1.29 $                -17.73% 1.57 $                (0.28) $               - $                  1.29 $               



Lab & X-Ray 12.79 $              16.55 $              -1.10% - $                  -0.18% 16.35 $              0.00% 5.19% -0.27% 17.15 $              34.11% 12.79 $              4.36 $                - $                  17.15 $             



Transportation 2.41 $                2.41 $                -0.35% - $                  -0.18% 2.41 $                0.00% 3.17% -0.08% 2.48 $                2.85% 2.41 $                0.07 $                - $                  2.48 $               



Dental 8.33 $                3.44 $                0.00% - $                  -0.18% 3.45 $                0.00% 4.78% 0.00% 3.61 $                -56.65% 8.33 $                (4.72) $               - $                  3.61 $               



Other Practitioner/Other Services 9.40 $                13.85 $              -0.20% - $                  -0.18% 13.87 $              0.00% 4.19% -0.05% 14.45 $              53.79% 9.40 $                5.05 $                - $                  14.45 $             



Gross Medical Expenses 198.07 $            192.41 $            -0.67% - $                  -0.18% 191.12 $            0.00% 5.49% -0.16% 201.28 $            1.62% 198.07 $            3.21 $                0.30 $                201.58 $           



Consolidated Category of Aid Rate Cell Specific



Notes:



Column (A) is the consolidated category of aid SFY09 capitation rate weighted using SFY10 MMs.



Rate Calculation Summary



All populations receive services under a full risk arrangement. 



SFY10 Medical Capitation 201.58 $           



Administration & Underwriting Profit 32.21 $              13.78%



SFY10 Total Capitation Rate 233.79 $           
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Managed Care Program Financials















HUSKY A

 Revenue & Expense Experience

 Calendar Year 2009

		 		 		Aetna		AmeriChoice		CHNCT		All Plans

		1		Member Months 		978,331 		448,981 		2,632,713 		4,060,025 

		 		 		 		 		 		 

		2		Revenue		$194,104,680 		$88,521,915 		$500,622,411 		$783,249,006 

		3		Net Medical Expenses		$162,911,751 		$76,414,353 		$475,853,255 		$715,179,358 

		4		Administrative Expenses		$18,619,395 		$8,968,273 		$26,459,009 		$54,046,678 

		5		Total Expenses (Line 3 + 4)		$181,531,146 		$85,382,626 		$502,312,264 		$769,226,036 

		6		Operating Income (Loss)  (Line 2 - 5) 		$12,573,534 		$3,139,289 		($1,689,853)		$14,022,970 

		 		 		 		 		 		 

		7		Net Medical Care Ratio (Line 3 / Line 2)		83.9%		86.3%		95.1%		91.3%

		8		Administrative Ratio (Line 4 / Line 2)		9.6%		10.1%		5.3%		6.9%

		9		Operating Margin (Line 6 / Line 2)		6.5%		3.5%		-0.3%		1.8%

		10		Sum of Percentages (Line 7 + 8 + 9)		100.0%		100.0%		100.0%		100.0%

		 		 		 		 		 		 

		11		PMPM Revenue (Line 2 / Line 1)		$198.40 		$197.16 		$190.15 		$192.92 

		12		PMPM Net Medical Expenses (Line 3 / Line 1)		$166.52 		$170.20 		$180.75 		$176.15 

		13		PMPM Administration (Line 4 / Line 1)		$19.03 		$19.97 		$10.05 		$13.31 

		14		PMPM Total Expenses (Line 5 / Line 1)		$185.55 		$190.17 		$190.80 		$189.46 

		15		PMPM Operating Margin (Line  6/ Line 1)		$12.85 		$6.99 		($0.64)		$3.45 































































HUSKY B

Revenue & Expense Experience

 Calendar Year 2009

		 		 		Aetna		AmeriChoice		CHNCT		All Plans

		1		Member Months 		53,093 		15,311 		110,218 		178,622 

		 		 		 		 		 		 

		2		Revenue		$6,938,952 		$1,993,813 		$14,401,033 		$23,333,798 

		3		Net Medical Expenses		$4,895,327 		$1,235,884 		$10,336,623 		$16,467,834 

		4		Administrative Expenses		$657,764 		$301,788 		$1,097,092 		$2,056,644 

		5		Total Expenses (Line 3 + 4)		$5,553,092 		$1,537,672 		$11,433,715 		$18,524,479 

		6		Operating Income (Loss)  (Line 2 - 5) 		$1,385,861 		$456,141 		$2,967,318 		$4,809,319 

		 		 		 		 		 		 

		7		Net Medical Care Ratio (Line 3 / Line 2)		70.5%		62.0%		71.8%		70.6%

		8		Administrative Ratio (Line 4 / Line 2)		9.5%		15.1%		7.6%		8.8%

		9		Operating Margin (Line 6 / Line 2)		20.0%		22.9%		20.6%		20.6%

		10		Sum of Percentages (Line 7 + 8 + 9)		100.0%		100.0%		100.0%		100.0%

		 		 		 		 		 		 

		11		PMPM Revenue (Line 2 / Line 1)		$130.69 		$130.22 		$130.66 		$130.63 

		12		PMPM Net Medical Expenses (Line 3 / Line 1)		$92.20 		$80.72 		$93.78 		$92.19 

		13		PMPM Administration (Line 4 / Line 1)		$12.39 		$19.71 		$9.95 		$11.51 

		14		PMPM Total Expenses (Line 5 / Line 1)		$104.59 		$100.43 		$103.74 		$103.71 

		15		PMPM Operating Margin (Line  6/ Line 1)		$26.10 		$29.79 		$26.92 		$26.92 































































Charter Oak

Revenue & Expense Experience

Calendar Year 2009

		 		 		Aetna		AmeriChoice		CHNCT		All Plans

		1		Member Months 		51,085 		15,447 		34,777 		101,309 

		 		 		 		 		 		 

		2		Revenue		$12,115,242 		$2,788,457 		$7,715,037 		$22,618,736 

		3		Net Medical Expenses		$10,201,156 		$3,591,308 		$8,689,305 		$22,481,769 

		4		Administrative Expenses		$1,148,440 		$302,809 		$375,409 		$1,826,658 

		5		Total Expenses (Line 3 + 4)		$11,349,596 		$3,894,117 		$9,064,714 		$24,308,428 

		6		Operating Income (Loss)  (Line 2 - 5) 		$765,646 		($1,105,660)		($1,349,677)		($1,689,691)

		 		 		 		 		 		 

		7		Net Medical Care Ratio (Line 3 / Line 2)		84.2%		128.8%		112.6%		99.4%

		8		Administrative Ratio (Line 4 / Line 2)		9.5%		10.9%		4.9%		8.1%

		9		Operating Margin (Line 6 / Line 2)		6.3%		-39.7%		-17.5%		-7.5%

		10		Sum of Percentages (Line 7 + 8 + 9)		100.0%		100.0%		100.0%		100.0%

		 		 		 		 		 		 

		11		PMPM Revenue (Line 2 / Line 1)		$237.16 		$180.52 		$221.84 		$223.26 

		12		PMPM Net Medical Expenses (Line 3 / Line 1)		$199.69 		$232.49 		$249.86 		$221.91 

		13		PMPM Administration (Line 4 / Line 1)		$22.48 		$19.60 		$10.79 		$18.03 

		14		PMPM Total Expenses (Line 5 / Line 1)		$222.17 		$252.10 		$260.65 		$239.94 

		15		PMPM Operating Margin (Line  6/ Line 1)		$14.99 		($71.58)		($38.81)		($16.68)































































HUSKY & Charter Oak

Revenue & Expense Experience

 Calendar Year 2009

		 		 		Aetna		AmeriChoice		CHN-CT		Total

		1		Member Months 		1,082,509 		479,739 		2,777,708 		4,339,956 

		 		 		 		 		 		 

		2		Revenue		$213,158,874 		$93,304,185 		$522,738,481 		$829,201,540 

		3		Net Medical Expenses		$178,008,234 		$81,241,546 		$494,879,182 		$754,128,962 

		4		Administrative Expenses		$20,425,600 		$9,572,870 		$27,931,510 		$57,929,980 

		5		Total Expenses (Line 3 + 4)		$198,433,834 		$90,814,416 		$522,810,692 		$812,058,942 

		6		Operating Income (Loss)  (Line 2 - 5) 		$14,725,040 		$2,489,769 		($72,212)		$17,142,598 

		 		 		 		 		 		 

		7		Net Medical Care Ratio (Line 3 / Line 2)		83.5%		87.1%		94.7%		90.9%

		8		Administrative Ratio (Line 4 / Line 2)		9.6%		10.3%		5.3%		7.0%

		9		Operating Margin (Line 6 / Line 2)		6.9%		2.7%		0.0%		2.1%

		10		Sum of Percentages (Line 7 + 8 + 9)		100.0%		100.0%		100.0%		100.0%

		 		 		 		 		 		 

		11		PMPM Revenue (Line 2 / Line 1)		$196.91 		$194.49 		$188.19 		$191.06 

		12		PMPM Net Medical Expenses (Line 3 / Line 1)		$164.44 		$169.35 		$178.16 		$173.76 

		13		PMPM Administration (Line 4 / Line 1)		$18.87 		$19.95 		$10.06 		$13.35 

		14		PMPM Total Expenses (Line 5 / Line 1)		$183.31 		$189.30 		$188.22 		$187.11 

		15		PMPM Operating Margin (Line  6/ Line 1)		$13.60 		$5.19 		($0.03)		$3.95 































































Comments

		Aetna has the largest percentage of member months (50%) followed by CHNCT (35%) and AmeriChoice (15%).





		Overall, the Charter Oak program reported a pre-tax loss of 7.5% of revenue.  Aetna was the only carrier to report a pre-tax profit (6.3% of revenue). 





		Aetna’s profit was due to a favorable medical care ratio of 84.2%. This was the lowest of the 3 MCOs.  





		AmeriChoice reported a pre-tax loss of 39.7% of revenue.  They had the highest medical care ratio (128.8%) of the 3 plans.  





		CHNCT reported a pre-tax loss of 17.5% of revenue.  Their medical care ratio of 112.6% was unfavorable.  









HUSKY A Weighted Average Rates by Rate Cell

 Calendar Year 2009
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						HUSKY A - Weighted Average Rates By Rate Cell


						HUSKY A Rate Cell:						< 1
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						Member months reported by plans in financial statements submitted in May 2010 for CY 2009.


						Weighting based on member months reported by plans in financial statements submitted in May 2010 for CY 2009.
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Assessing Impact of Elimination of Medicaid Rate Floor















Measures of Access 

and Network Adequacy

MCO member access and network adequacy performance are evaluated using a composite of measures

No single measure is used to determine whether members can get timely needed care

Multiple measures and sources of data are used to present as complete a picture of client access as possible



(Reports will be listed with report numbers which refer to the reporting grid presented to the Council in March 2010)







Measures of Access 

and Network Adequacy

Grievance/Complaints

MCO grievance reports (#58)

Complaints to the MCOs from clients, providers and others regarding:

“No access” by category (PCP, specialist, hospital) 

“Delayed access” by category

HUSKY Infoline (#56)

Database maintained by Infoline that tracks client calls regarding issues accessing care and requests for appointment assistance







Measures of Access 

and Network Adequacy

Member Survey

Consumer Assessment of Healthcare Providers and Systems (CAHPS) (#30)

Did you get appointment when you thought you needed it?

Do you have a personal doctor?

How often was it easy to get appointments with specialists? 

How easy was it to get care, tests or treatment you thought you needed?

CAHPS by MCO and compared to national benchmarks







Measures of Access 

and Network Adequacy

HEDIS/Quality Compass

HEDIS Measures - Access and Utilization Reports (#25-29, #31, #35-37)

Access to Preventive/Ambulatory Health Services

Access to Primary Care

Access to Prenatal and Postpartum Care

Child and Adolescent well visits 

Ambulatory Utilization (outpatient, ED, surgery, obstetrics)

Quality Compass® comparing MCOs results to national benchmarks and trended over time







Measures of Access 

and Network Adequacy

MCO Provider Reports

Quarterly PCPs & Specialists Enrollment by County

MCO Capacity (#46)

PCPs and OBGYNs by MCO by County relative to enrollment, trended over time

Provider Participation (#48)

% increase in providers by provider type

Provider Turnover (#59)

Number of providers at beginning and end of reporting period, by MCO, with reasons for leaving the plan 







Measures of Access 

and Network Adequacy 

 MCO Provider Reports

Out of Network (#50)

Utilization of non-network providers 

PCP Panel Report (#47)

Lists providers functioning as a PCPs and their caseloads.  Allows monitoring of provider caseloads across multiple MCOs and service locations







Questions?













Connecticut Department
of Social Services

Making a Difference
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HUSKY A

Enrollment Growth by Month

(Previous 15 Months)



*

There was a 1,530 or a 0.4% 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 1,062 or a 0.5% increase HUSKY A Under Age 19 enrollments over the previous month.









HUSKY A

Adults

Enrollment Growth by Month

(Previous 15 Months)



*

		There was a 468 or 0.4% increase in HUSKY A adult enrollments over the previous month.  













*

Total % change

Pending	-1%

Received	-13%

Processed	-13%



Totals for November:

Month Begin	 – 1944

New	 -  7731

Processed 	–  7706

Month End 	-   1969









ACS Application Activity

November 2010











HUSKY B

Enrollment Growth by Month

(Previous 15 Months)



*

		There was a 175 or a 1.2% 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 2,251 or 21.1% decrease in Charter Oak enrollments over the previous month.  











HUSKY

(Only Children Applying)

Applications Received

New and Renewal



*

		There was a 227 or 20.8% 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 307 or 17.7% decrease in New and Renewal applications over the previous month.









Charter Oak

(Only Adults Applying) 

Applications Received

New and Renewal



*

There was a 263 or a 12.9% decrease in New and Renewal applications over the previous month.











HUSKY Only

Applications Referred to DSS 

New, Renewal and Combined AUs



*

		There was a 6.3% decrease in the referral of new HUSKY applications and a 0.9% 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 7 or 1.8% decrease in HUSKY B applications denied or closed over the previous month.











HUSKY B/Charter Oak 

Applications Denied or Closed



*

		There was a 47 or a 2.9% decrease in HUSKY B/Charter Oak applications denied or closed over the previous month.  











Charter Oak 

Applications Denied or Closed

315

266

396

433

516



*

		There was a 48 or a 4.2% increase in Charter Oak applications denied or closed over the previous month.  











HUSKY B Only

Applications Pending at End of Month



*

There was a 127 or 19.7% decrease in HUSKY B applications pending over the previous month. 









HUSKY B/Charter Oak 

Applications Pending at End of Month



*

There was a 154 or 13.6% decrease in HUSKY B/Charter Oak assistance units pending over the previous month.  











Charter Oak Only 

Applications Pending at End of Month



*

There was a 166 or a 11.6% decrease in Charter Oak assistance units pending over the previous month.









Did Not Reapply at Renewal

by Application Type

546

445

512

522

536

800

680

570

435

503

462

612

539

491

569



*

There was a 78 or 15.9% 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)



There was 157 or 27.5% decrease in the number of children disenrolled due to failure to pay premiums.

*









Charter Oak Program

 Disenrolled - Failure to Pay Premium



There was a 1,670 or 205% increase in the number of individuals disenrolled for failure to pay premiums.

*









HUSKY A Count of Enrollees By County By Plan

As of 12/01/2010







HUSKY B Count of Enrollees By County By Plan

As of 12/01/2010



*













HUSKY B Enrollment By Plan By Band

As of 12/01/2010









Charter Oak Enrollment By County By Plan

As of 12/01/2010









Charter Oak Enrollment By Plan By Band

As of 12/01/2010









Charter Oak

Age by Premium Band

As of 12/01/2010







Connecticut Pre- Existing Condition Insurance Plan (CT PCIP)

		CT PCIP Application Activity

		4000+ HUSKY/COAK/LIA/PCIP applications reviewed by ACS in November

		622 individuals qualified for HUSKY B Band 3, Charter Oak or CT PCIP

		All 622 screened for CT PCIP

		218 (35%) eligible for CT PCIP

		27 enrolled in CT PCIP to date (as of 1/1/11)

		Rest may enroll with Charter Oak or HUSKY B Band 3

		Interest in the CT PCIP to date

		550+ calls received by ACS inquiring about the program

		Over 5,000 hits to the website









Connecticut Pre – Existing Condition Insurance Plan (CT PCIP)

		Month		Eligible Individuals		Enrollees by effective date		Chose        CO or HB band 3
		Closed or Undecided 

		Oct & Prior		279		5		76		188

		November		179		10		26		141

		December		9

		January		3

		Total		458		27		102		329































*

Note:  No Band 3 Takers as of 10-31









ACS Office Hours







Our office is open Monday through Friday from 8:30 AM to 5:00 PM

1-800-656-6684
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36.1%


Mandatory Choice Rate


63.9%


Default Rate


Targeted Mandatories


          Total Default Enrollments
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Total
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0
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13,916


69,107


80


111,491


Litchfield
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Performance  Improvement Programs 

STATUS REPORT

DECEMBER 10, 2010 







Performance  Improvement Programs

		Baseline reporting year for Aetna Better Health 

		All projects based on HEDIS (Healthcare Effectiveness Data and Information Set) measures 

		Topics chosen by analyzing plan demographics and recognized health care disparities within the HUSKY population 

		All projects conducted utilizing the guiding principles of Continuous Quality Improvement 









CONTINUOUS QUALITY IMPROVEMENT (CQI) PROCESS

		Formulated in the 1950’s by W. Edwards Deming

		 There are 7 steps involved in implementing the CQI cycle

		Identify an area where opportunities lie

		Define the problem in that area

		Establish the desired outcome 

		Select specific steps to achieve outcome

		Collect and analyze data about barriers

		Take corrective action

		Measure the results 









PERFOMANCE IMPROVEMENT PROJECTS 2010



		Ongoing Frequency of Prenatal Care, Timeliness of Prenatal and Postpartum Care

		Well Child Care Ages 3 – 6

		Comprehensive Diabetes Care 

		Breast Cancer Screening 









Ongoing Frequency of Prenatal Care, Timeliness of Prenatal and Postpartum Care 2010 Results 

		Ongoing Frequency of Prenatal Care – percentage of members that receive 81% or more of expected prenatal visits – 2010 rate 59.1% - Quality Compass 25th - 50th percentile 

		Timely Prenatal Care – percentage of members that receive prenatal care in the 1st trimester – 2010 rate 84.91% - Quality Compass 25th –  50th  percentile 

		Timely Postpartum Care – percentage of members that receive care within 21 – 56 days after delivery – 2010 rate 71.5% - Quality Compass 75th –  90th percentile 









Aetna Better Health Better Babies Program

		Integrated care management approach that includes social services as well as behavioral health services

		Dedicated perinatal care management team

		Multiple methods of identifying pregnant members

		Member educational mailing at each trimester and postpartum period

		Member incentive program to improve engagement 

		Member education on well child care 

		Community outreach by member advocates when needed 

		Aetna Better Health piloted the now mandated collaboration with the dental health partnership 











Well Child Care Ages 3 -6  

		Percentage of members ages  3- 6 that had a preventive care visit during the measurement year– 2010 rate 73.5% - Quality Compass 50th – 75th percentile 

		Interventions implemented to increase compliance with care

		Monthly reminder mailings to head of households 2 months prior to member’s birthday to schedule an appointment for a preventive care visit including immunizations 

		Educational articles regarding well child care in each member newsletter 

		TeleVox mail and telephonic outreach for immunization outreach 

		Gaps in care identification by care managers to engage members in care 

		EPSDT toolkit on Aetna Better Health provider website 









Comprehensive Diabetes Care

		The percentage of members 18 – 75 yrs. of age with Diabetes who had each of the following:

		HbA1c testing, 

		HbA1c poor control > 9.0%  - HbA1c control < 8.0%

		LDL-C screening

		 LDL-C control < 100mg/dl

		Eye Exam (retinal) performed 

		Attention to nephropathy

		









Comprehensive Diabetes Care Results Comparison to  Quality Compass 

		Indicator		2010 Result		Quality Compass Percentile

		HbA1c Testing 		76.9%		25th – 50th 

		HbA1c Poor Control - > 9.0%		46.2%		50th 

		HbA1c Control – 
< 8.0%		46.7%		50th 

		Eye Exam		47.9%		25th - 50th 

		LDL-C Test 		72.0%		25th - 50th 

		LDL-C  - < 100 mg/dl		34.3%		50th - 75th  

		Attention to Nephropathy		71.1%		10th - 25th



































Diabetes Intervention Strategies 

		Disease management program includes multiple methods of member identification including predictive modeling 

		Disease management interventions based on member stratification

		Member education in each member newsletter around aspects of diabetes care

		Focused member mailing 4th q to diabetic members who were non compliant for services end of 3rd q 2010

		Telephonic outreach conducted quarterly by vision vendor to members that are non-compliant for eye exams 

		Diabetes provider tool kit on Aetna Better Health provider website 









Breast Cancer Screening 

		Percentage of members ages 40 – 69 that had a screening mammography during the measurement year – 2010 rate 37.16% *

		From 1975-2005, the rate of women dying from breast cancer has varied, depending on women’s race and ethnicity. 

		Literature shows that in 2005, African American women were more likely to die of breast cancer than any other group. White women had the second highest rate of deaths from breast cancer, followed by women who are American Indian/Alaska Native, Hispanic, and Asian/Pacific Islander. 

		Data demonstrates that African American women are less likely to receive routine mammography screenings than white women. 



* 2010 rate is skewed due to 12 month enrollment criteria, HEDIS requires 24 month enrollment and our plan was not operational for 24 months  for 2009 measurement year 







Breast Cancer Screening Initiatives 

		Member education in member newsletter around the importance of breast cancer screening

		Gaps in care identified via member specific HEDIS data housed in the care management software 

		Monthly mailing to members 2 months prior to their birthday reminding them to make an appointment for a screening mammography

		Focused mailing during 4th Qtr 2010 to members that were non-compliant for care at the end of the 3rd Qtr  









Questions 
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