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Co-Chair: Sen. Toni Harp   Sen. Edith Prague
Meeting Summary:  Jan. 14, 2011
Next meeting: Feb. 18, 2011 @ 9:30 LOB Room 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).

Enrollment Report: ACS (Click icon below to view report)
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Highlights of the report/Council questions included:

· HUSKY A total Jan. enrollment increased by 2,289 enrollees since December 2010.  (Second slide) shows a significant number (~7000) of new enrollees Feb. 2010 followed by about 3-4000 enrollee increase/month that has slowed to ~1500 – 2000+ per month since July 2010. 
· HUSKY B enrollment has remained somewhat steady since June 2010 with a 200 member enrollment decrease Jan. 2011.

· Charter Oak Health Plan (COHP) enrollment has steadily declined since June 2010: a policy change was implemented June 1, 2010 that required all new enrollees regardless of income band to pay monthly premiums, thus removing State subsidies.  Band A (0-150% FPL) has 2,355 ‘subsidized” enrollees (enrolled prior to June 1, 2010) compared to 315 enrollees ‘unsubsidized ‘in band A. In addition, Band A members that had been otherwise eligible for Medicaid were moved into Medicaid Low Income Adult (LIA) coverage as part of the new expansion group allowed in the Affordable Care Act after July 1, 2010. COHP enrollment by plan by band ((4th to last slide)  shows a total of 6110 enrollees in the “subsidized” 5 bands  and 2216 in 5 “unsubsidized” bands.
· CT Pre-existing condition Insurance Plan (CT PCIP) (see last slide):  of the 583 eligible individuals since Nov. 2010, 39 that decided to enroll in CT PCIP, 102 in COHP or HUSKY B Band 3 (children <19 years) and 442 were closed/undecided.  CT’s enrollment experience in the temporary high risk pool is similar to national trends, primarily attributed to 6 month ‘crowd-out” (uninsured period) with no hardship exceptions allowed in the COHP and member cost. 
HUSKY MCO Performance Improvement Project (PIP) CY 2009: AmeriChoice
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Danielle Denis (Quality Director, AmeriChoice) presented the plan’s baseline performance data on 4 PIP; two required of the 3 plans by DSS and 2 are plan choice projects predicated on literature.  Three of the performance measures are “hybrid” HEDIS measures that require claims data and medical record reviews: breast cancer screening is the only administrative claims-based measure.  Ms. Denis stated the plan recognizes the need for improvement in data collection, achieving medical record review and ongoing collaborative improvement process within the CT internal plan Committees and national plan to improve 2010 performance.  
As outlined in the above document the plan identified improvement measures for each measure.  Council questions/comments included the following:

· HEDIS diabetes standard specifies inclusion of non-Medicare HUSKY A only members 18-75 years old; measures for younger clients with diabetes would have to built into the DSS/MCO contract performance requirements.  
· DSS stated the required HEDIS measures are new for the HUSKY A MCOs and 2009 reports represent ‘’baseline’ performance measures for the reconstructed managed care program that has 2 new MCOs in addition to CHNCT that has participated in HUSKY since the beginning of managed care.  Thus, DSS asserted it is premature to establish performance requirements and associated sanctions/set asides from the capitation dollars to reward performance.  DSS expects to work with the Quality Subcommittee and the Council to establish goals and objectives based on identified service priorities. 
· Dr. Geertsma noted Continuous Quality Improvement is essential to identifying and solving performance problems.  He noted that the PCCM Subcommittee discovered that teen EPSDT services percentile was significantly higher under PCCM (73%) compared to MCO ratios.  Analysis leads to identifying successes, learn what can be applied in the program to improve well care access. 

· Ellen Andrews stated that a CT MCO performance measure that falls within the 10% national range is unacceptable. It is important to evaluate what is working in the program and link payment to performance. Dr. Schaefer (DSS) acknowledged the DSS team disappointment in areas of low performance and encouraged a Subcommittee/Council discussion on SFY 2012 contract provisions that lead to improved program quality. DSS will provide a comprehensive comparative view of the 3 MCOs 2009 performance with each plan and national Medicaid managed care performance levels at the Feb. Council meeting.  
Department of Social Services

Prepaid Inpatient Hospital Plan (PIHP) Financials in 2008(Click icon below for report)
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Kevin Lurito (Mercer) took the lead in reviewing the PIHP revenue/expense report with a 2009 projected comparison with managed care.  Mercer noted that CT did not lose state funds in the PIPH implementation processes.  Negotiating higher rates under the non-risk PHIP could have put CT federal match at risk if MCO paid expenditures exceeded the upper payment limit developed based upon repricing the PIHP utilization at the Medicaid fee schedule.  The DSS policy to maintain negotiated provider fees at the Medicaid FFS floor required DSS negotiations to take the UPL into account.  Council comments included the following:

· Ellen Andrews suggested that if DSS had negotiated a lower PMPM administrative rate (PIHP = $18.78 versus reported average capitated MCO administrative expenditure of $13.31) the PIHP model would have been lower cost than capitated managed care.  DSS noted the transition mandated by then Gov. Rell, from MCO to a non-capitated model such as PIHP was done in very short time frame of several weeks.  DSS did not want to jeopardize continuity of care for the HUSKY 300,000 covered lives in Dec. 2007.  Given more time the agency could have developed a procurement process that resulted in a lower rate rather than the higher rate required to keep the program intact in the short transition time period.
· The comparison of non-capitated PIHP to capitated managed care is made through projected PIHP costs for 2009; however it would have been helpful to look at cost differences retrospectively rather than prospectively.  DSS stated they did not have the resources to do the former. This was a simple cost analysis that did address quality of care or utilization.  Mercer did adjust for carve-out services to allow PMPM cost comparisons. 

· (Last slide) show a high level summary of program model comparison of PIHP projected expenditures versus MCO reported costs.  The PIHP projected 2009 cost (low & high) were based on trend assumptions related to the policy change to FFS floor rates. 

· Sen. Harp thanked DSS for the report that included the requested comparison financials. 

HUSKY Restructuring report: CT Health Foundation
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Pat Baker (CT Health Foundation) introduced Meryl Price and Marcia Stein, consultants that worked with the Medicaid Council HUSKY Restructuring Workgroup in an open collaborative process with broad stakeholder input in examining unbiased consultant information on state Medicaid models and the pros and cons of each model.  The project, funded by CT Health Foundation, provided participants with other state’s Medicaid delivery system models and associated financials to inform the Council recommendations to DSS on CT Medicaid restructuring; this was not an evaluation of the current CT program.  A review of CT specific factors (Slide 6) and workgroup criteria for model development (Slide 7) provided the context for the model review and discussion. Slides 8-17 reviewed seven models including medical homes, health homes and accountable care organizations (ACOs) in the Affordable Care Act.  Slides 19-20 provide an analysis of adding value /model and how design determines effectiveness followed by quality (slide 21) and financial scenarios (slide 22) for key models.  Brief review of State health reform- SustiNet, federal options in the Affordable Care Act (slide 23-24) and key findings in the literature and expert interviews (slides 27-29) culminated in conclusions (slides 31-32) that highlighted the importance of applying value in considering interventions and incentives, clear performance standards for all, identify effective approach for management of high-risk individuals access to appropriate services, wisely leverage federal dollars (i.e. health homes) develop adequate state level resources and assess what is feasible in the short term and long term. 
Council comments:

· CT needs to consider vendor options that give the State negotiating leverage.

· Important to prioritize quality/performance areas, then look at data in more depth to isolate issues to be addressed. 
· A successful program receives close attention to compliance/adherence to standards; this requires adequate staff in the Agency.  DSS has had insufficient numbers of staff when compared to other state programs. 

· CT has limited PCCM model expansion for HUSKY A, yet hasn’t this model saved money in other states?  The consultants agreed but suggested the program structure –FFS alone versus management support - determines the success and efficacy of PCCM.  

· A balanced approach of oversight and collaboration with vendors with contractual sanction allow both the State and the entity to work collaboratively to improve performance.

· Medical home model has been used in multi-payer capitated systems’; in fact many managed care organizations have been considering incorporating this into their programs. 

· Literature review shows that the best outcomes from PCCM come from those programs that are in a managed setting.   Some states target high cost, complex needs clients for PCCM/medical home model. 
· DSS noted recent steps taken to benchmark standardized data (HEDIS measures).  Staff resources need to be put into the context of initiatives put in place. 
· Accountability is best achieved when state expectations are clearly identified in contract purchasing with close, regular monitoring, follow up by the payer and use of a purchasing mechanism that rewards value. 

· The council discussed the suggestion in the report for a ”high level” evaluation of the HUSKY A/B management that could be a basis for the program to move forward. 
Sen. Harp and Rep. Nardello thanked Pat Baker and the consultants for an excellent informative report.
Dr. Schaefer briefly described CT’s development of an application for an ACA planning grant to better organize and integrate 2 public health systems (Medicaid & Medicare) in the dual eligible system.  DSS has been working with various stakeholder groups to develop an “integrated care organization” (ICO) model for clients with co-morbidities and chronic care management needs.  Sheila Amdur said the Medicaid Council has oversight of DSS management of Medicaid populations such as dual eligibles, yet has not been involved in the planning grant application development. 

Council Action: Sheila Amdur made a motion seconded by Debra Polun that the Medicaid Council establishes a subcommittee to make recommendations to DSS regarding any managed care initiatives related to the aged, blind and disabled (ABD) Medicaid populations. The Subcommittee will report its finding to the Council. 
The motion was passed by voice vote without nays or abstentions. 
(Addendum:  the subcommittee met 1-25-11, forwarded final recommendations for the CMS planning grant application to the Council).
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Connecticut Performance Improvement Projects

Status Report 

Presented January 14, 2011
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Selection of Performance Improvement Projects

		Worked collaboratively to identify performance improvement opportunities with both the State and the other plans (Q4 2009). Projects considered:



Member demographics

Local and national trends / data

Opportunities with impact to a substantial proportion of the plan’s membership



		Selected a total of 4 performance improvement projects (PIPs), using the Healthcare Effectiveness and Data Information Set (HEDIS®) measures for capturing baseline data.





		Implemented use of the NCQA Quality Improvement Activity (QIA) form for tracking performance on each measure over time, as well as for capturing the rationale, activities and interventions implemented, barriers / challenges, and stakeholder feedback / input. 





		The PIPs were presented to Mercer, the health plan’s Provider Advisory Committee (PAC), AmeriChoice National Quality Management staff, and health plan quality subcommittees for input / feedback and identification of next steps.



		Activities to improve performance rely on mining existing data to assure completeness, working with providers for access to medical records, and implementing member and provider initiatives as well as internal plan programs.





HEDIS® is a registered trademark of the National Committee for Quality Assurance (NCQA).
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2009 - 2010 Performance Improvement Projects



		Breast Cancer Screening*





		Adolescent Well-Care Visits 





		Prenatal Care (Timeliness / Frequency) and Postpartum Care 





		Comprehensive Diabetes Care







*Modified HEDIS® measure with one year look-back
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Performance Improvement Selection:                       Breast Cancer Screening (BCS) 

Rationale for Selection:

		2nd most common type of cancer among Americans 

		Approximately 178,000 new cases reported each year. 

		Mammography screening shown to reduce mortality by 20% - 30% among women 40 and older.

		Screening rates are lower in populations defined by economic status and access.

		As of 10/1/2009, there were approximately 2,500 female members between the ages of 40-69 were enrolled in AmeriChoice of Connecticut, Inc. 





Performance Goal:

		Increase the percentage of women 40-69 years of age who had a mammogram to screen for breast cancer.





Measure of Performance: 

		HEDIS 2010 Breast Cancer Screening measure. 

		Used a modified version of the HEDIS measure with 12-month enrollment criteria given that the health plan was not operational during all of CY 2009.

		This is an administrative measure - relies on claims information only.
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Baseline Performance and Activities:

Breast Cancer Screening (BCS)





		 



Performance:

		   32.13% of members ages 40-69 had a breast cancer screening during the   



     measurement year (CY 2010)

		   This was a “HEDIS-like” measure modified to capture 12 months vs. 24 months.

		   Goal for HEDIS 2011: 2010 QC 75th percentile 





Health Plan Activities: 

		Distribution of clinical practice guidelines to network providers in 2009 and 2010.

		Member newsletter, Health Talk, included an article about the importance of mammograms entitled, “The Secret to Survival: Mammograms Save Lives.”

		Telephonic outreach to those members identified as requiring necessary services within 90 days, according to HEDIS specifications using the Universal Tracking Database (UTD).

		A women’s health birthday card / reminder is sent to all active, females age 16 and  



    older reminding them of the importance of key preventive health screenings including  

    mammography for breast health. 

		A bi-fold reminder developed to send to members who have not received screening.
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Performance Improvement Selection:                       Adolescent Well-Care Visits (AWC)

Rationale for Selection:

		Adolescents have unique physical, emotional and social needs. Adolescence represents a time of transition between childhood and adult life.  The leading causes of adolescent deaths are accidents, homicide and suicide. Sexually transmitted diseases, substance abuse, pregnancy and antisocial behavior are important causes of or can result from physical, emotional and social adolescent problems. 

		American Medical Association's (AMA) Guidelines for Adolescent Preventive Services, the American Academy of Pediatrics' (AAP’s) guidelines and Bright Futures program all recommend comprehensive annual check-ups for adolescents. 

		Significant percentage of members are between the ages of 12 and 21.





Performance Goal:

		Increase the percentage of enrolled members 12-21 years of age who had at least one comprehensive well-care visit with a PCP or an OB/GYN practitioner during the measurement year. 





Measure of Performance: 

		HEDIS 2010 Adolescent Well-Care Visits measure 

		This is a hybrid measure - relies on claims and medical record information.







ANY USE, COPYING, OR DISTRIBUTION WITHOUT WRITTEN PERMISSION FROM UNITEDHEALTH GROUP IS PROHIBITED.

*

*



Baseline Performance and Activities:

Adolescent Well-Care Visits (AWC)

Health Plan Activities: 

		Distribution of clinical practice guidelines to network providers.

		Telephonic outreach to those members identified as requiring necessary services within 90 days, according to HEDIS specifications using the Universal Tracking Database (UTD).

		One of the health plan’s network physicians specializing in Pediatric and Adolescent  



    Medicine recorded a holiday message encouraging families to bring their children in for a wellness exam as part of their holiday 'to do' list. 

		A bi-fold reminder developed to send to members who have not had a visit. 

		School uniform events held in Bridgeport, Hartford, New Britain, Norwich, Waterbury:  members received a discount for school uniforms when evidence of a well-care visit was provided.

		



		 52.55% of members ages 12-21 years had at  least one comprehensive well-care visit with a PCP or an OB/GYN practitioner during the measurement year. 

		 Goal for HEDIS 2011: 2010 QC 75th percentile 



		Quality Compass 2010

		10th
Percentile		25th
Percentile		50th
Percentile		75th
Percentile		90th
Percentile

		34.37		38.76		46.74		55.84		63.17
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Performance Improvement Selection:                       

Timely & Frequent Prenatal Care & Postpartum Care 

(PPC and FPC)



Rationale for Selection:

		Early and ongoing prenatal care reduces the risk of perinatal morbidity and mortality. Preterm infants are at increased risk for serious health problems, including neurodevelopmental handicaps, congenital anomalies and respiratory illness.  

		Prenatal and postpartum health care visits provide the opportunity for health care providers to assess and educate parents on important components of newborn care as well as manage identified risk factors. 

		American College of Obstetricians and Gynecologists recommends that women see their health care provider at least once between four and six weeks after giving birth. 

		Many women experience some degree of emotional liability in the postpartum period making timely care and assessment critical for both the mother’s & newborn’s health. 





Performance Goal:

		Increase the percentage of moms who have >81 percent of expected prenatal visits.

		Increase the percentage of moms who receive a prenatal care visit in the first trimester, or within 42 days of enrollment into the health plan.

		Increase the number of new moms that had a postpartum visit on or before 21 and 56 days after delivery. 





Measure of Performance: 

		HEDIS Prenatal and Postpartum Care measure

		HEDIS Frequency of Ongoing Prenatal Care measure

		This is a hybrid measure - relies on claims and medical record information.
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Baseline Performance and Activities:

Timely & Frequent Prenatal Care & Postpartum Care (PPC and FPC)

		 73.24% of members had a timely prenatal visit.

		 50.12% of members had <81% of prenatal visits.

		 58.64% of members had a postpartum visit.

		Goal for HEDIS 2011: 2010 QC 75th percentiles 



Health Plan Activities: 

		  Healthy First Step program implementation; article in the Spring 2009 Provider Newsletter

		  Member newsletter articles explaining the availability of the Healthy First Steps Program

		 The health plan is presently working on office materials for high volume pediatric and 



  OB/GYN practices emphasizing the importance of post partum visits for women 

  who have recently delivered. 

		 Members who deliver receive a call to remind/ assist them with post-partum appointments

		 Delivery packet to new moms; contains newborn (EPSDT) and post partum depression info

		 Availability of “Hi Mom!” member education books announced to the provider network

		 Text 4baby : members sign up to receive 3-4 free text messages a week on prenatal care,  



  health education (smoking), mental health information, etc.   

		 Outbound reminder calls by Silverlink to schedule postpartum visits. 





 

		Measure		 Quality Compass 2010

		10th 
Percentile		25th
Percentile		50th 
Percentile		75th
Percentile		90th 
Percentile

		Timely Prenatal		70.56		80.33		85.92		89.89		92.70

		Frequent Prenatal		31.58		52.13		65.44		70.29		74.39

		Postpartum		53.04		58.70		65.44		70.29		74.39
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Performance Improvement Selection:                       Comprehensive Diabetes Care (CDC)

Rationale for Selection:

		Diabetes can affect many parts of the body and can lead to serious life-threatening complications such as heart disease, blindness, kidney damage, and lower-limb amputations. 

		Heart disease and stroke accounts for 65% of deaths in people with diabetes.  Risk for stroke and heart disease is about 2-4 times higher in adults with diabetes than adults without diabetes

		Diabetic retinopathy causes 12,000 to 24,000 new cases of blindness each year making diabetes the leading cause of new cases of blindness in adults 20-74 years of age.

		Diabetes is the leading cause of kidney failure





Performance Goal:

		Increase the percentage of members 18-75 years of age with diabetes (type 1 and type 2 who had each of the following: HbA1c testing and control (<8.0%); LDL-C screening and control (<100mg/dL); retinal eye exam performed; medical attention for nephropathy.





Measure of Performance: 

		HEDIS 2010 Comprehensive Diabetes Care measure

		This is a hybrid measure - relies on claims and medical record information.
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Baseline Performance and Activities:

Comprehensive Diabetes Care (CDC)



		Distribution of clinical practice guidelines to network providers.

		Telephonic outreach to those members identified as requiring necessary services within 90 days, according to HEDIS specifications using the Universal Tracking Database (UTD).

		Two educational member newsletter articles for members in the Summer 2009 edition, namely: “Know Your Numbers” and “Check Your Senses” which specifically target important preventive health activities for members with Diabetes.  An educational article about the importance of HbA1c testing entitled “Control Your Blood Sugar” was included in the Spring 2009 newsletter edition. 

		Disease management program implementation, including diabetes care. 





		Measure Name		Health Plan Performance

		Eye Exams		32.14%

		HbA1c Control (<8%)		23.21%

		HbA1c Control (Poor Control)		71.43%

		HbA1c Testing		71.43%

		LDL-C Control (LDL-C<100 mg/dL)		13.93%

		Medical Attention for Nephropathy		68.93%
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Conclusion:

New Initiatives / Current Status: Moving Beyond the Baseline….







		  HEDIS 2011 Interim performance – shows improvement 

		  New medical record review vendor for 2011  

		  Close collaboration with provider sites, DSS and the health plans

		  Utilize program models and Best-in-Class initiatives developed nationally





		2008 - 2009		2009 - 2010		2010 - 2011

		Building the Foundation:         Implement Quality Committees, Program Description and activities, seeking stakeholder feedback, interim HEDIS reporting, building the network / processes and workflows, etc.		Evaluating Opportunities: Assess the results of baseline year measurement and design specific outreach and interventions; assess the data to assure completeness; monitor interim reports		Realize Performance Improvement:                   Collaborate to develop member and provider interventions to realize results and address outlier performance. 
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Questions?



For more information:



Danielle R. Denis, MS CHES

AmeriChoice by UnitedHealthcare

danielle_r_denis@uhc.com





AmeriChoice

A UnitedHealth Group Company
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Prepaid inpatient health plan background

Information

		On November 29, 2007, the State of Connecticut (State) received Centers for Medicare & Medicaid Services (CMS) approval to amend its managed care organization (MCO) waiver to a prepaid inpatient health plan (PIHP) waiver with non-risk contracts

		The PIHP period spanned December 1, 2007 – January 31, 2009

		During this time period, various MCOs phased into the non-risk PIHP arrangement, then exited the program entirely or phased back into the full 

risk-capitated Healthcare for Uninsured Kids and Youth (HUSKY) program

		During this time period, HUSKY members were given the choice of receiving services administered fee-for-service

		The reconciliation required the acceptance, validation and processing of a significant amount of data:

		Unique claims:	3,262,432

		Claim lines:	9,248,431

		Invoiced paid amount:  	$619,828,000

		Number of fee schedules:	35
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Prepaid inpatient health plan background

Assumptions

		The upper payment limit (UPL) reconciliation analysis determined how the actual MCO paid expenditures compared to an equivalent UPL developed based upon repricing the PIHP utilization at the Medicaid fee schedules

		The reconciliation analysis may result in submitting a prior period adjustment to federal claiming

		The State incorporated these results and determined the appropriate prior period adjustment amount to be applied for federal claiming purposes

		Any administrative reconciliation was handled separately from the PIHP medical reconciliation

		The UPL reconciliation was completed for the HUSKY A population. The HUSKY B population was not held to a UPL test







  

*

Mercer



Non-risk prepaid inpatient health plan contracts

		The non-risk contractor:

		Is not at financial risk for changes in utilization or for costs incurred under the contract that do not exceed the upper payment limits (UPL) specified in §42 CFR 447.362

		May be reimbursed by the State at the end of the contract period on the basis of the incurred costs, subject to the specified limits 

		The contractors may be paid interim payments.  After services are delivered, the contractor and State reconcile to ensure that total payment is no greater than the non-risk UPL per 42 CFR 447.362 

		Non-risk UPL equals actual utilization priced at Fee-for-Service (FFS) fee schedule, plus an administration fee

		Centers for Medicare and Medicaid Services (CMS) matches the administrative portion of the payment at an administrative match rate 

		Service costs are matched at a services match rate
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Risk contracts

		The contractor is paid a monthly insurance payment equal to the expected utilization of the Medicaid services, plus administration related to Medicaid 

		Payments must be actuarially sound per 42 CFR 438.6(c)

		CMS matches the entire payment at a services match
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Calculation of non-risk upper payment limit

		Under a non-risk contract, Medicaid payments to the Contractor may not exceed:

		What Medicaid would have paid, on a FFS basis, for the services actually furnished to recipients   

		The net savings of administrative costs the Medicaid agency achieves by contracting with the plan instead of purchasing the services on a FFS basis 

		The UPL is calculated by pricing the services rendered by the health plan at the Medicaid FFS fee schedule, plus an amount for administration

		The calculation of administration costs of a non-risk plan is often operationalized using the Medicare cost plan cost principles, set as a percentage of the medical service costs or as a                               per-member-per-month (PMPM) fee

		The services portion is calculated using HIPAA-compliant paid claims data and encounter data submitted by the plan, priced using FFS fee amounts  
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Reconciliation process

		After the non-risk UPL has been created, the payments to the health plans are compared to the UPL

		CMS will match plan payments up to the non-risk UPL for each contract  

		The reconciliation is performed at a contract level for all enrollees within a plan

		CMS is repaid any amounts that each contract’s payments exceed the non-risk UPL

		The State of Connecticut has chosen to use all-state funds to reimburse non-risk health plans for amounts above the Medicaid non-risk UPL 

		Payments are not subject to actuarial soundness
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Prepaid inpatient health plan background

PIHP time period





PIHP timeline

Dec-07

Jan-08

Feb-08

Mar-08

Apr-08

May-08

Jun-08

Jul-08

Aug-08

Sep-08

Oct-08

Nov-08

Dec-08

Jan-09

Feb-09

Mar-09

Apr-09

May-09

Jun-09

Jul-09

Aug-09

Sep-09

Oct-09

Nov-09

Dec-09

Incurred PIHP time period

Incurred PIHP 

time period

Incurred PIHP time 

period

CHN

Wellcare

Paid claims run out used in 

reconciliation

Incurred PIHP time period

Additional run 

out sent to 

DSS

Additional run 

out sent to 

DSS

Paid claims run out used in reconciliation

Paid claims run out used in reconciliation

Paid claims run out used in reconciliation

PIHP phase 

out period

Anthem

Health Net
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Summary

PIHP reconciliation

Incurred period:	December 1, 2007 – January 31, 2009

Paid through:	September 30, 2009

All MCOs HUSKY A reconciliation summary

$610

$615

$620

$625

$630

MCO invoiced

expenditures

MCO adjusted

expenditures

MCO expenditures –

UPL adjusted

UPL calculation

Millions

$619.8

$617.1

$621.7

$625.2
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Adjustments to managed care organization invoiced expenditures

		Adjustments applied to the MCO invoiced expenditures

		Claims which failed critical edits

		Claims data which differed from reported invoiced expenditures

		Retroactive claims payment adjustments

		Interest payments
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Upper payment limit adjustments

		The CMS UPL comparison requires additional adjustments to the MCO invoiced expenditures:

		Exclude non-federally-funded abortions

		Re-classify non-emergent transportation as an administrative expense

		Include the provider supplemental fees

		Include supplemental orthodontia payments
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Prepaid inpatient health plan managed care organization cash reconciliation

Note:

This summary reflects final cash reconciliation amounts due to or from the MCOs based upon monthly PIHP payments to the MCOs as compared to their adjusted medical expenditures. This does not provide a comparison of expenditures during the PIHP period and a capitated managed care environment.

		 		HUSKY A		HUSKY B		Combined

		Member months		                   3,514,718 		                      146,041 		                   3,660,759 

		MCO adjusted revenue		 $             576,033,274 		 $               23,026,628 		 $             599,059,902 

		MCO adjusted expenditures		 $             617,134,998 		 $               19,533,917 		 $             636,668,915 

		Net amounts due (to)/from MCOs		 $              (41,101,724)		 $                 3,492,711 		 $              (37,609,013)



		Payments (to)/from MCOs		 		 		                 (40,178,998)



		Balance due (to)/from MCOs		 		 		                   2,569,985 
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Summary

Calendar year 2008 reported PIHP expenditures

*Notes:

For the purpose of developing PIHP baseline expenditures to compare against MCO reported expenditures, amounts reflecting carved out dental and pharmacy services are excluded from the reported PIHP expenditures.

The administrative PMPM reflects the negotiated $18.18 fee with the PIHP contractors plus reported nurseline expenditures.

The weighted average PMPM utilizes CY08 PIHP HUSKY A enrollment.

		 		CY08 PIHP*

		Medical		 $              156.84 

		Admin		 $                18.24 

		Total		 $              175.08 
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Comparison

Projected PIHP expenditures versus managed care expenditures

		All weighted average PMPM’s are normalized based on calendar year 2009 enrollment.

		 PIHP projections incorporate assumptions to reflect the policies in place for the HUSKY A program in CY09 including the reimbursement policy to pay no less than the Medicaid floor.

		 The PIHP-Low and PIHP-High estimates vary because a range of trends are utilized in this comparison.

		 MCO costs/capitation exclude amounts withheld or accrued for pay-for-performance. MCO capitation reduced for certain home infusion expenditures paid by DSS.



		 		PIHP-Low		PIHP-High		MCO Reported		MCO Capitation

		Medical		 $              171.86 		 $              173.75 		 $              175.58 		191.73

		Admin		 $                18.78 		 $                18.78 		 $                13.31 		 

		Total		 $              190.64 		 $              192.54 		 $              188.89 		 $              190.97 
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Senator Toni Harp asked the Connecticut Health Foundation (CT Health) to objectively assess models of care to re-structure the HUSKY A&B Program for the Managed Care Council

CT Health responded by funding this effort

Project done in collaboration with the HUSKY A&B Re-structuring Workgroup with broad participation 

Oversight and leadership from CT Health

Open, collaborative process with stakeholder input 

Objective and data-driven process



Background and Context

HUSKY A&B Restructuring Workgroup
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To support stakeholders in obtaining unbiased information to successfully re-structure the HUSKY A&B program

Identify factors in CT that support or hinder development and implementation of health care purchasing options

Obtain information on best practices

Identify research-based strategies to improve cost-effectiveness while maintaining or improving quality

Generally assess cost implications of different models

Identify pros and cons of relevant models

This is NOT intended to be an evaluation of the CT program

Background: Goals and Objectives

HUSKY A&B Restructuring Workgroup
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Step 1: Establish goals, objectives and criteria

Step 2: Identify PPACA and state reform impact 

Step 3: Conduct best practice research 

Targeted interviews with a selection of states 

	(IL, MA, NC, OK, RI, TX)

Literature review overview

Expert interviews 

Step 4: Synthesize information 

Document findings with pros and cons by model type (with consideration to landscape)

Develop financial scenarios

Suggest next steps



Background: Scope of Work

HUSKY A&B Restructuring Workgroup
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Medicaid federal match rate at 50%

Per capita income prevents higher FFP 

No use of county matching mechanisms (e.g., CA, NY, WI)

Urban/rural mix of providers with dominant presence of “small” practices that are geographically dispersed

Provider rates of payment (closer to 100% of Medicare is ideal) warrant consideration

Many providers in CT are working on medical home efforts already in the commercial market

Remember that Medicaid is only a portion of each MD’s practice and the % of total business varies; volume gets attention as do multi-payor efforts

Significant insurance industry presence

Strong advocate presence

Opportunity to improve transparency

Significant workload for few Department staff 

HUSKY A&B Restructuring Workgroup
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Value defined as both quality and cost-effectiveness 

With an eye toward MLR and continuous improvement

Feasibility from stakeholders’ perspective 

Timely, transparent, accessible, credible data with a focus on health outcomes

Accountability and adaptability 

Open relationships that facilitate trust

Integration/coordination for consumers & families



HUSKY A&B Restructuring Workgroup
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Pure Fee For Service (FFS)

PCCM

MCO

ASO

ACO

Medical Home

Health Home

HUSKY A&B Restructuring Workgroup
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Models Reviewed

Added to scope given prevalence of models in the literature, legislation and/or pilots (ACO, Medical Home and Health Home) 

Included in the original project scope
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Focus on paying for services vs. purchasing value

Providers receive a fee for each service provided (e.g. office visit) 

Generally state-specific rules surrounding prior authorization and monitoring for a very limited number of services

Consumers can go where they want (e.g. no consistency encouraged) for primary and specialty care and typically like this model

States can control payment rates but not volume; no incentives to coordinate or manage

Generally serves special populations that are excluded from managed care (e.g. persons with dual eligibility) in FFS

Without quality incentives and very limited cost controls, it is hard to deliver value, including quality or cost-effectiveness 

States conduct varying levels of prior authorization in FFS

PA is typically viewed by medical professionals as being useful for a limited number of high-cost, low-volume services

Improved outcomes is not a focus 

Most states do not consider pure FFS a viable model 



HUSKY A&B Restructuring Workgroup
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Medicaid Fiscal Agents (FAs) typically provide ASO services on a non-risk basis

Claims administration, customer service, network “management”, care coordination, utilization management, reporting, provider relations, etc.

FAs typically deliver specific services (e.g. BH, dental, pharmacy) with value added for a specific service (if at all)

If ASO services are wrapped around a PCCM properly, it could be viable; however, incorporating the full continuum of services is not typical and ultimately, claims would still be paid on a Pure FFS basis

Typically includes outsourcing of claims, network and contracting

Some states have implemented BH programs that are well regarded in an ASO arrangement with vendor incentives

Employers (and to some degree, Medicare) can contract out policy-like functions (e.g. payment rates and medical policy)

States can’t delegate “governmental functions”  (e.g. rate setting)

Very difficult to control costs given similarities to FFS but modifications are possible, especially for quality incentives

ASO Programs Key Model Features

HUSKY A&B Restructuring Workgroup
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Consumers (ideally) select a plan or Managed Care Organization (MCO) and a PCP within the health plan

Health plans are capitated; spending is “fixed” and varies with volume

Management of high-risk, high-cost clients is a typical focus

The program is only as good as the level of attention paid: purchasing standards, data monitoring and levers are critical to managing 

States are similar with regard to:

Types of requirements (access, preventive care, service, reporting, etc.)

Delegation to MCOs to drive implementation of policy

Use of federal guidelines on MCO marketing efforts

States vary with regard to: 

The nature of the relationship (e.g. nature of oversight and collaboration)

How prescriptive they are re: meeting requirements 

How much data they collect and publish

States may be moving more toward the MCO option; however, this varies by numerous factors in states 





HUSKY A&B Restructuring Workgroup
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MCO Program Key Model Features
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Federal designation for authority to organize care for Medicaid consumers

Primary Care Provider (PCP) to provide and coordinate care

Per Member Per Month (PMPM) PCP fee; and/or some states pay higher fees for “Evaluation & Management”  

Care management of high-risk, high-cost clients is a focus in many (but not all) states (especially for ABD clients) sometimes called “Enhanced” PCCM

The program is only as good as the level of attention paid and resources

Completely unmanaged PCCM programs are like Pure FFS

States utilize PCCM to:

Gain leverage with health plans by offering another option to consumers

Ensure access, especially in rural areas that lack managed care options

States vary widely with regard to: 

The rationale for offering a PCCM 

Resources and oversight including data collected and published

Support offered to providers and /or consumers

This model can be integrated with Medical Home, Health Home, ACO

HUSKY A&B Restructuring Workgroup
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PCCM Program Key Model Features
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Introduced by the AAP in 1967 with more popularity recently 

Approach to providing comprehensive, coordinated primary care w/ partnerships between patients and their personal physicians

Additional key principles include: Physician directed medical practice; Whole-person orientation (and patient experience); Care is coordinated and/or integrated; Quality and safety are hallmarks (evidence-based, data-driven); Enhanced access; Payment recognizes value-added (by paying PCPs more)

Pediatric Family Centered Medical Home includes medical and non-medical needs

IT/Electronic records are part of this model (hard for many)

Do not typically include true performance incentives

Could be a strong complement to MCO, PCCM, ACO and are evolving

NASPH is on a second round of pilots with states

This model can be integrated with PCCM, MCO, ACO models



Medical Homes Key Model Features

HUSKY A&B Restructuring Workgroup
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In some ways, Medical Homes have been around for a long time but the level of interest in medical homes is relatively new

 Medical homes are physician directed and oriented toward meeting the needs of the enrollee as “whole-person”; however, medical homes are largely focused on primary care.

 Remember, Medical Homes are practice-based.  You still need a way to organize and administer a medical home program; medical homes don’t run themselves.

 Medical homes generally don’t have financial incentives built-in to manage utilization but they are  theoretically very qualtiy driven

 Medical homes make a strong complement to a PCCM, MCO or ACO model if done effectively. But they are not the same as a PCCM.  PCCMs like NC and OK are fully organized around the medical home model, but a medical home isn’t a “program” – it is a way of organizing care.  So it isn’t comparable to a PCCM program.

 Like other models, the outcomes produced are likely to be consistent with the level of effort and resources; programs without resources can’t do much.  This is an opportunity for a state to purchase value; you tell the network what you want to buy and you pay them for the work, monitor and continuously improve. 

13



Leverage Medical Homes with similar history and focus

Multi-disciplinary care: coordination of physical and BH + Long Term Care (LTC) and community-based care 

Consistent with data on multi-morbid condition management and priorities in Medicaid  (co-management of physical and BH)

37 states planning or implementing health homes or medical homes for Medicaid populations

Many multi-payor efforts (MA, CO, LA, ME, MN, NE, PA, RI and VT) as part of SCHIP or Medicaid emerging

90% federal match for states that create health homes for two years

Unclear what happens after two years

FFP is likely (if successful) at the usual match rate

States (and vendors) are trying to determine how to leverage this model

Can be integrated into PCCM, MCO, ACO



Health Homes Key Model Features

HUSKY A&B Restructuring Workgroup
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Theory without outcomes data (cost or quality) to prove its value in the Medicaid market YET

Requires a big picture, long-term view; benefits will take time

Typically an organization or consortium of provider types and locations (MD, hospital, home care, etc.) across a region or geographic areas (not a PCCM) who act as a provider team

More information is provided than for other models here: the model promises good quality and cost outcomes and, because is not well known or understood

Not because it is a proven best practice based on data

The promise results from the notion that this model:

Focuses on the patient and places responsibility at the provider level for delivering care with incentives for effective care delivery

Offers all of the resources and tools needed to manage effectively

Aligns incentives at the payor and provider level

Can be combined with models such as PCCM (and elements can be combined with MCO too)

Accountable Care Organizations: (ACO) Key Model Features

HUSKY A&B Restructuring Workgroup
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ACO Model: Combining Redesign and Payment Reform 



Delivery System Redesign

Patient-centered care delivery

Emphasis on primary care and prevention

Evidenced-based practice

Care management and coordination

Technology-enabled care: electronic health records, e-prescribing, decision support

Specific performance expectations: quality of care, patient safety, readmission reduction, disparity reduction 

Measurement and reporting of performance

Payment Reform

Replace fee-for-service with fee-for-value

Performance risk:  financial incentives for higher quality and reducing excess utilization

Shared savings

Flexible range of financial models, from FFS with shared savings to partial capitation

ACOs

Quality care

Cost savings

+

=
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		ACO Bonus Only		ACO Bonus and Penalty		Global Fee, Partial Cap

		Bonus for low spending
Bonus contingent on quality scores
No insurance or performance risk (no down-side)		Bonus for low spending
Penalty for higher spending
Partial performance risk but no insurance risk		Retain savings from low spending
Absorb cost of higher spending
Bonuses for quality
Partial insurance and performance risk

		FFS claiming as usual
Distribute bonus payments to ACO providers
Coordinate care		FFS claiming as usual
Distribute bonuses and pay penalties
Coordinate care		Receive global payment or partial capitation
Share net savings and losses with ACO providers
Coordinate care

		Incentive to reduce volume, redesign care
Enough to compensate for lower FFS volume?
		Strong incentive to constrain utilization and redesign care
But will provider volunteer for down-side risk?  Especially poor performers? 		Finances aligned with lower utilization growth and comprehensive care redesign





Responsibility

Operations

Incentives

Source: Sellers Dorsey

ACOs: Financial Incentive Models 

HUSKY A&B Restructuring Workgroup
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CO is working toward an ACO to replace Pure FFS delivery for 60,000 beneficiaries (initially)

Approach is based on the Medical Home model; 

State will contract with “RCCOs” to support primary care practices (7 regions):

Support (but not manage) groups of practices

Case management of high-risk beneficiaries

Hybrid payment mechanisms:

Regular FFS payments  for services rendered +

Primary care coordination fee  +

Incentives for improved care +

Shared savings planned for the future   

Operational challenges to implement and no outcomes data yet



Colorado Medicaid Approach to Accountable Care 

HUSKY A&B Restructuring Workgroup
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Analysis: Adding Value



Pure FFS

ASO**





ACO*

Ability to Manage Cost

Improve Quality and Add Value

The graph represents the intrinsic value of each model as defined irrespective of program management

BUT…the true ability to add value depends on how each model is implemented.  Keys to success are:

Effective management and oversight

Availability and effective use of key tools and best practices 

Resources (Staff, vendors, knowledge, systems and DATA)

Opportunity to align the delivery system with incentives

Collaboration and trust

Models can generate more value (beyond their basic characteristics) as these elements are increased

Models can be “mixed and matched” (e.g. PCCM or ACO and PCMH or Health Home could theoretically result in an effective program)

Actual results depend on a multitude of factors

low

low



high

NOT representative of the HUSKY program

*Theoretical only, limited data available 

** Can add value on single carved-out services but reimbursement is typically FFS ;

    success depends on the model and how it is implemented; based on practices in

    states reviewed  (excluding Connecticut)

*** PCCM and MCO are equal/fully overlapping in this theoretical chart; individual states

Have varied (published and unpublished) results with each model

Health Home*

Medical Home*

PCCM***

MCO***
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Best Practices for Value Identified

Comprehensive Care Management: Focus on  Multi-Morbid Care Consumers

Quality  Analytics Including Provider Profiling, Access, Satisfaction

Predictive

Modeling  to Identify High-Cost, High-Risk

Effective Management and Oversight

Stakeholder Accountability (of ALL Stakeholders broadly) as Partners

Thoughtful  High-Touch Network Management

Continuous Improvement at Provider and Program Levels

Collaborative, Transparent Approach to Stakeholders

Analysis: Adding Value Via Delivery System Design Determines Effectiveness

HUSKY A&B Restructuring Workgroup
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Aligned Reimbursement and Financial Incentives (carrots and sticks)

Highly Knowledgeable Staff and Resources
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				Quality Potential		Documented Improved Outcomes		Notes

		Pure FFS		* or very limited		No		No mechanisms to manage or improve quality are present.

		PCCM		*, ** or *** depending 		Yes, typically for HEDIS measures and Case or Disease Management programs		PCCM programs vary widely. The care model can be effective based on staff, vendor and technical resources (e.g. data), state commitment to the program (driven by needs, budget, resources, etc.), use of vendors and their specific role as a resource.

		MCO		*, ** or *** depending 
		Yes, typically for HEDIS measures and Case or Disease Management programs
		MCO programs vary widely; however, resources tend to be present (because this is what MCOs do as a business).  Ability to improve quality depends on state management and MCO ability and knowledge, resources (tied to rates of payment), relationship with the state, volume, and data resources among other factors.

		ASO		*, depending		Improved performance for specific goals, initiatives or outcomes related to specific services		Incentives may exist to improve aspects of quality for a contracted service; however, does not typically address the full continuum of integrated services.

		ACO		***  depending (anticipated)		Early unpublished positive results		Potential to improve quality depends on resources, staff, vendors, data, etc.  And the specific way in which the model is implemented.

		Medical Home/
Health Home 		*** 
depending (anticipated)		Early unpublished positive results
		Potential to improve quality depends on resources, staff, vendors, data, etc.  And the specific way in which the model is implemented.  HH is stronger than MH because of BH integration.



Quality Scenarios for Key Models ^, ^^

HUSKY A&B Restructuring Workgroup
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^ Conceptual scenarios for illustrative purposes only. Actual results vary considerably based on policies, design, resources, incentives, population, etc.

^^ Models can be combined/mixed and matched which changes potential results

*Low potential outcomes improvement; ** = moderate potential and ***= high potential
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				Baseline Savings
Potential Initial or Early Reduction in Costs**		Trend Line Savings
Potential Reduction in Rate of Cost Growth **		Notes

		Pure FFS		~0%		~0%		No significant savings absent changes to payment methods or program integrity efforts.

		PCCM		~0% to ~3%***		~0% to 2%		PCCM programs vary widely. Care model can be effective but incentives are weak, tied to FFS. 

		MCO		~5%		~0% to 2%		Initial 5% is typical.  Trend savings depend on rate setting and policy.

		ASO		~0%		~0%		No significant savings absent changes to payment methods or program integrity efforts.  Savings in specific areas possible (e.g., Rx, BH). 

		ACO		~5% to ~15%+		~2% to 3%		Strong savings potential, both in baseline and trend, from combo of care reform and incentives of shared savings.

		MH / HH		~3% to ~10%+		~1% to 2%		Care model likely to generate savings.  However, real potential depends on link to payment reform.



HUSKY A&B Restructuring Workgroup
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Financial Scenarios for Key Models *,^

* Conceptual scenarios for illustrative purposes. Actual results vary considerably based on policies, design, incentives, population, resources, etc.

** In percentage points

*** Savings can increase over time as the program develops and becomes more robust

^  Models can be combined/mixed and matched which changes potential results
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Children covered by HUSKY between 100% and 133% of FPL will be transitioned to Medicaid; Medicaid roles will increase

Many options for formation and operation of CT’s State Exchange:

SustiNet as a Qualified Health Plan in Exchange?

SustiNet performing some Exchange functions?

Create a State-run Basic Health Plan via SustiNet?

Coordinate State’s health plan purchasing across markets?  

Open the Exchange to all employers in 2017?

Long-term future of CHIP (as separate program) is uncertain at federal level after FY 2015.  May continue or be wrapped within Medicaid and State Exchanges

New options/tools to improve care for dual eligible population

Federal waivers of ACA health reform requirements possible in 2017.  An option if CT wants major reforms not possible under ACA

Health Reform Implications for CT

HUSKY A&B Restructuring Workgroup
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Medicaid is driven by very specific rules that affect FFP 

Memorandum of Understanding (MOU) is anticipated between SustiNet; not a merger

Best practices can (and should) run across populations

The devil is in the detail

Medicaid benefits vary (e.g. definition of medical necessity)

Focus on LTC, community-based services and coordination with social supports

If the Council develops and implements best practices that are programatically consistent with SustiNet, improvements will work long-term 

Value-based purchasing initiatives

Provider-driven improvement

Data and technology-driven



Health Reform Implications for CT

HUSKY A&B Restructuring Workgroup
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				IL		MA		NC		OK		RI 		TX

		Models offered		PCCM, MCO, Medical Home		PCCM, MCO, Medical Home (new)		PCCM/Medical Home		PCCM		PCCM/medical home, MCO		PCCM, MCO

		Coordination of care		DM for ABD (high-risk) consumers with a move toward “whole person” management. More coordination for ABD		Limited: BH focus in a carve-out ASO model; BH/SA is coordinated w/ a past pilot to coordinate medical and BH		Community Care Networks coordinate care; CMs are part of the clinical team plus 
Rx integration		Two vendor programs coordinate high-risk; medical homes and staff coordinate care.  More coordination for ABD		Coordination is provided through medical home for high-risk consumers.  Coordination for ABD only		Medical homes coordinate but no formal responsibility for coordination

		PCC Compensation		$2 pmpm child
$3 pmpm adult
$4 pmpm disabled adult		Enhanced fees for key primary care codes		$2.50 pmpm for TANF
$5.00 pmpm for ABD
PLUS fees of $3.73 pmpm and $13.72 pmpm to CCNs respectively		9 different levels of payment to PCPs (RANGE) plus incentive payments		$4 pmpm
$8 pmpm with EMR		$4.95 pmpm 

		Access as an issue		No		No		No 		No		No 		No

		Staff and vendor resources		5 FTEs
AHS staff 
DM staff 		13 FTEs with 2 FTEs at the state
Enrollment Broker
BH vendor		12 staff
450 staff in the CCNs		465 staff including the Fiscal Agent 
DM vendor; staff work on multiple programs		< 1 FTE plus 9 contracted nurses		6 FTEs plus TMHP (Requested  the number of TMHP Staff)

		Vendor functions		Administrative services vendor 
DM Program		BH carve out for PCCM

Network management contract for MD data and improvement projects		CCNs provide contracted services to support the physician networks		DM services (being brought in-house)
Member help line
Patient advice line		Care management and coordination within select practices (nurses staff 2-3 practices each)		DM services

		Value based on interviewer opinion		Yes		Yes		Yes		Yes		Yes		Yes

		Effectiveness Data		Yes		HEDIS only		Yes		Yes		No		Yes



Analysis: Select PCCM Findings

HUSKY A&B Restructuring Workgroup
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				IL		MA		RI 		TX

		Coordination of care		Yes, MCOs are responsible for coordination of care; new contract has very detailed and specific requirements for consumers under the ABD designation		Yes, MCOs are responsible for coordination of care 
Requirements apply for the full contract; however, specific requirements are provided for individuals with various chronic conditions as well as high-risk pregnancy
		Yes, MCOs are responsible for coordination of care
For the ABD population, HCS is carved out but the plans must use a single plan of care for all members
Recent focus on ABD  coordination in a new contract
Key differences for ABD features care management protocol and reporting
ED management program w/ CMS grant		Yes, MCOs are responsible for coordination of care
MCOs get pharmacy data (pharma is carved out but it will be carved in going forward)
Requirements mandate coordination for consumers under the ABD designation
 ABD service coordinators exist for the ABD population; mandatory staff to assist members per the contract

		Changes contemplated		Moving the ABD population into managed care
They are consciously making the MCO program much more rigorous going forward
Looking at metrics that do not incent inappropriate denial of services as key metrics		MA is about to re-procure their BH program contract
Likely focus on coordination of medical and BH conditions for high-risk consumers		None		The state is looking at eliminating PCCM (even though it works well for them) to collect a premium tax
Looking at EPO, ASO with significant increases in coordination and integration; in process/no further information provided

		Incentives for MCOs to manage care and strategies to enforce		Withholds, sanctions, P4P, restrictions on enrollment		 Improvement plans, withholds, sanctions and routine monitoring, restrictions on enrollment		Improvement plans, Sanctions and P4P, financial penalties, restrictions on enrollment		Withholds, sanctions, restrictions on enrollment, financial penalties and improvement plans “Hard but Fair”

		MCOs offer incentives to manage care		P4P payments		P4P and rates that are greater than Medicaid FFS		One plan has P4P; another uses enhance3d fees. Some sites are capitated for primary care		One vendor does P4P.  Increased fees after hours  Greater than FFS payment is typical 

		Staff resources		6 FTEs		13 FTEs		35 FTEs		68 FTEs

		Value based on interviewer opinion		No but hopefully going forward with new requirements and data		Yes		Yes		Yes

		Effectiveness Data		Yes		Yes		Yes		Yes



Analysis: Select MCO Findings

HUSKY A&B Restructuring Workgroup
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There is a lack of data directly comparing cost effectiveness and outcomes in PCCM versus MCO programs

Both PCCM and MCO models have documented improvements in different states

Best financial results have occurred as state programs have managed emergency room and inpatient utilization

High-risk Medicaid consumers typically have multiple chronic conditions including BH issues

Value-based health care purchasing is about:

Being clear about what you want to buy

Measuring whether you are getting what you want

Identifying ways to improve, setting goals, collaborating and re-measuring with incentives or disincentives



Literature: Key Findings

HUSKY A&B Restructuring Workgroup
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Models and needs vary tremendously by state (e.g. NC is unique; they have been at it for many years in an anti-managed care state with engaged providers)

The interventions matter more than the specific model and must “fit” within the state

States need to focus on purchasing standards and measurement

It is all about where you set the bar

Physical and BH integration is a critically important focus given what we know about high-risk multi-morbid clients

Exchange of information between physical and BH providers w/ policies and procedures to share clinically relevant information

Real-time notification on hospitalization, re-admissions and ED use

Use of integrated care plans (that consumers buy-into with self-care focus)

P4P incentives (e.g. PA) that measure specific and simple outcomes (e.g. is there an integrated care plan or “profile”, did you identify and engage high-cost/high-risk members)

States need levers to incent improvement (e.g. financial models and alignment)





Expert Interviews: Key Findings

HUSKY A&B Restructuring Workgroup
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Rates of payment are critical to access and developing a strong program

OK was at 100% of Medicare but decreased rate 3% because of financial crisis

NC protects some codes at 92% of Medicare

Look for ways to cover alternative services (e.g. telephonic visits for rural areas)

States should take advantage of ACA funding (e.g. health home, duals)

Open relationships really help

Openness supports relationships with the advocacy community (transparency, communication)

Collaboration and transparency among stakeholders







Expert Interviews: Key Findings
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Within CMS, PPACA creates a new Center for Medicare and Medicaid innovation (CMMI):

New authority and flexibility to test major new models for payment and delivery system reforms in Medicare and/or Medicaid  

Test ways to improve quality and manage costs

$10 billion in new funding for demos and  another $500 million to administer them

In short-term, budget neutrality not required.  Demos allowed to spend more federal money if quality is improved

Successful models may go nationwide without further Congressional action

Extraordinary opportunity for forward-looking States

Law also created new federal coordination office for dual eligibles to improve quality and manage costs 

Also Worth Noting: Center for Medicare and Medicaid Innovation

HUSKY A&B Restructuring Workgroup
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There is no magic bullet

Interventions, incentives, an eye toward value and collaboration matter more than the specific model

Consider what is possible and when

Short-term

Long-term

An effective program should incorporate:

Quality choices for consumers with well-managed options 

Resources at the state level that support interventions & monitoring

Nothing will improve without sufficient resources regardless of the model

Data to focus, identify priorities, manage and improve 



Conclusions

HUSKY A&B Restructuring Workgroup
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Clear standards and expectations for all vendors and providers, regardless of the model you select, that are measured, monitored and improved

Effective approach to high-risk individuals, especially where needs are significant and resources are limited

Collaboration among stakeholders (with a “hard but fair” mentality) with a constant eye toward the “greater good”

Incentives that are aligned 

Reimbursement that is acceptable to all parties given that it affects both quality and cost

The ability to leverage federal dollars (e.g. health homes and Center for Innovation) wisely while recognizing the uniqueness of Medicaid rules 

Conclusions

HUSKY A&B Restructuring Workgroup
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Define an “ideal” program based on best practices and research, combined with CT-specific factors and needs

Digest information on models and discuss

Conduct a review of Connecticut’s priorities

Solidify and rank key factors that drive program design in CT

Determine if funds are available to make program enhancements

Determine if there an appetite to “spend to save” 

Identify optimal interventions

Determine potential for future provider rates (based on SustiNet)

Explore strategies to increase collaboration and transparency

Identify short-term and long-term goals

Potential Next Steps for Consideration By The Council

HUSKY A&B Restructuring Workgroup
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Evaluate the HUSKY A&B programs as a basis to move forward

How are the current programs managed? Can use of current resources be improved to get closer to best practices?  Can steps be taken now to improve? 

Develop a short-term and long-term plan for success

It would be impossible to do everything at once; change must be incremental, planned and data driven

Potential Next Steps for Consideration By The Council

HUSKY A&B Restructuring Workgroup
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		Acronym				Acronym		

		AAFP		American Academy of Family Physicians		FA		Fiscal Agent

		AAP		American Academy of Pediatrics		FFP		Federal Financial Participation

		ACP		American College of Physicians		FFS		Fee for Service

		AOA		American Osteopathic Association		LTC		Long Term Care

		AMA		American Medical Association		MLR		Medical Loss Ratio

		ACO		Accountable Care Organization		MCO		Managed Care Organization

		ASO		Administrative Services Organization		PCCM Program		Primary Care Case Management Program

		BH		Behavioral Health and Substance Abuse		PCMH		Patient Centered Medical Home

		CHIP		Children’s Health Insurance Program		PMPM		Per Member Per Month

		CMS		Center for Medicaid and Medicare Services		PPACA		Patient Protection and Affordable Care Act

		EMTALA		Emergency Medical Treatment and Active Labor Act		PCP		Primary Care Physician



Abbreviated Terms
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Meryl Friedman Price

20+ years in Medicaid managed care with significant public and private sector experience in Medicaid and the uninsured

Broad experience in MCO, PCCM, ACO program design with a focus on data-driven development, evaluation and improvement on the public and private sides

Focus on care management program design to drive outcomes

Kip Piper

National expert in Medicare, Medicaid and the uninsured

Public and private sector experience advising state leadership, legislators, state agencies and businesses

Marcia Stein

15+ years in Medicaid managed care with a focus on dual eligibles

Broad experience in MCO management and quality



Consultant Team Under the Direction of the CT Health

HUSKY A&B Restructuring Workgroup
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Patricia Baker, CEO of CT Health, provided leadership and funding for this initiative.  

CT Health is the state’s largest independent, philanthropic organization dedicated to improving lives by changing health systems. Since it was established in July 1999, the foundation has supported innovative grant-making, public health policy research, technical assistance and convening to achieve its mission - to improve the health of the people of Connecticut  particularly the unserved and underserved.  Since it was established, CT Health has awarded 530 grants totaling over $41 million.

The foundation achieves it mission by focusing on the following:

Improving Access to Children’s Mental Health Services

Reducing Racial and Ethnic Health Disparities

Supporting the incorporation of oral health in health care, human service and education systems  

Aside from directly supporting community-based and institutional grant proposals, CT Health fosters discussions surrounding public health issues by convening meetings, conferences, educational briefings, grantee technical assistance workshops, etc.  

The foundation invests resources into conducting objective, nonpartisan policy research on issues important to the public health care debate such as the state budget spending cap, the state’s Medicaid system, and expanding oral health care for publicly insured children throughout the state.

About The Connecticut Health Foundation (CT Health)

HUSKY A&B Restructuring Workgroup
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HUSKY A

Enrollment Growth by Month

(Previous 15 Months)



*

There was a 2,289 or a 0.6% 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 1,409 or a 0.6% increase HUSKY A Under Age 19 enrollments over the previous month.









HUSKY A

Adults

Enrollment Growth by Month

(Previous 15 Months)



*

		There was a 880 or 0.7% increase in HUSKY A adult enrollments over the previous month.  













*

Total % change

Pending	1%

Received	-2%

Processed	0%



Totals for December:

Month Begin	 – 1969

New			 - 7564

Processed 		– 7693

Month End 	- 1840







Chart2
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Pending
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Processed


Applications (in thousands)


HUSKY A - Application Activity


2011


8226


8330


1907
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9022


1880


8926


8846


1960


8841


8857


1944


7731


7706
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7564


7693





Application Worksheet


			D -TRACK


						Jul-10			Aug-10			Sep-10			Oct-10			Nov-10			Dec-10


			Month Begin			0			1			1			0			0			0


			In			112			180			155			148			131			113


			Processed			111			180			156			148			131			113


			Month End			1			1			0			0			0			0


			F-TRACK


						Jul-10			Aug-10			Sep-10			Oct-10			Nov-10			Dec-10


			Month Begin			1806			1694			1677			1770			1745			1771


			In			7072			7612			7699			7646			6654			6484


			Processed			7184			7629			7606			7671			6628			6618


			Month End			1694			1677			1770			1745			1771			1637


			P-TRACK


						Jul-10			Aug-10			Sep-10			Oct-10			Nov-10			Dec-10


			Month Begin			205			212			202			190			199			198


			In			1042			1203			1072			1047			946			967


			Processed			1035			1213			1084			1038			947			962


			Month End			212			202			190			199			198			203


			TOTAL HUSKY APPLICATION DATA


						Jul-10			Aug-10			Sep-10			Oct-10			Nov-10			Dec-10


			Pending			2011			1907			1880			1960			1944			1969


			Received			8226			8995			8926			8841			7731			7564


			Processed			8330			9022			8846			8857			7706			7693


			TOTAL PERCENT CHANGE


						Jul-10			Aug-10			Sep-10			Oct-10			Nov-10			Dec-10


			Pending			-4%			-5%			-1%			4%			-1%			1%


			Received			-6%			9%			-1%			-1%			-13%			-2%


			Processed			-6%			8%			-2%			0%			-13%			-0%
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HUSKY B

Enrollment Growth by Month

(Previous 15 Months)



*

		There was a 202 or a 1.3% decrease in HUSKY B enrollments over the previous month. 











HUSKY PLUS Enrollment

(Previous 15 Months)



*

There was no change in HUSKY Plus enrollment over the previous month.









Charter Oak

 Enrollment Growth By Month



*

		There was a 97 or 1.1% decrease in Charter Oak enrollments over the previous month.  











HUSKY

(Only Children Applying)

Applications Received

New and Renewal



*

		There was a 39 or 4.5% increase in New and Renewal applications over the previous month.













HUSKY/Charter Oak

(Both Children and Adults Applying)

Applications Received

New and Renewal



*

There was a 48 or 3.4% increase in New and Renewal applications over the previous month.









Charter Oak

(Only Adults Applying) 

Applications Received

New and Renewal



*

There was a 59 or a 3.3% increase in New and Renewal applications over the previous month.











HUSKY Only

Applications Referred to DSS 

New, Renewal and Combined AUs



*

		There was a 0.5% decrease in the referral of new HUSKY applications and a 2.2% 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 44 or 11.9% increase in HUSKY B applications denied or closed over the previous month.











HUSKY B/Charter Oak 

Applications Denied or Closed



*

		There was a 56 or a 3.5% increase in HUSKY B/Charter Oak applications denied or closed over the previous month.  











Charter Oak 

Applications Denied or Closed

266

396

433

516

552



*

		There was a 127 or a 10.7% increase in Charter Oak applications denied or closed over the previous month.  











HUSKY B Only

Applications Pending at End of Month



*

There was a 35 or 6.8% increase in HUSKY B applications pending over the previous month. We continue to process initial applications within our contractual standard of 3 business days.









HUSKY B/Charter Oak 

Applications Pending at End of Month



*

There was a 80 or 8.2% increase in HUSKY B/Charter Oak assistance units pending over the previous month.  











Charter Oak Only 

Applications Pending at End of Month



*

There was a 90 or a 7.1% increase in Charter Oak assistance units pending over the previous month.









Did Not Reapply at Renewal

by Application Type

445

512

522

536

800

680

570

435

503

462

612

539

491

568

556



*

There was a 12 or 2.1% 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)



There was 171 or 41.4% increase in the number of children disenrolled due to failure to pay premiums.

*









Charter Oak Program

 Disenrolled - Failure to Pay Premium



There was a 439 or 17.7% decrease in the number of individuals disenrolled for failure to pay premiums.

*









HUSKY A Count of Enrollees By County By Plan

As of 01/01/2011







HUSKY B Count of Enrollees By County By Plan

As of 01/01/2011



*













HUSKY B Enrollment By Plan By Band

As of 01/01/2011









Charter Oak Enrollment By County By Plan

As of 01/01/2011









Charter Oak Enrollment By Plan By Band

As of 01/01/2011









Charter Oak

Age by Premium Band

As of 01/01/2011







Connecticut Pre- Existing Condition Insurance Plan (CT PCIP)

		CT PCIP Application Activity

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

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

		All 657 screened for CT PCIP

		152 (23%) eligible for CT PCIP

		13 enrolled in CT PCIP (as of 1/1/11 or 2/1/11)

		Remaining 152 may enroll with Charter Oak or HB 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 

		November & Prior		458		14		102		329

		December		125		9		113

		January		12

		February		 4

		Total		583		39		102		442































*

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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Unsubsidized


AmeriChoice by United Healthcare


Community Health Network


Health Plan


Aetna Better Health





Premium Bands


15,665


15,811


15,657


15,593


15,386


15,331


15,459


15,476


14,943


15,094


14,977


14,901


15,076


14,874


14,891


13,000


13,500


14,000


14,500


15,000


15,500


16,000


16,500


Nov-09


Dec-09


Jan-10


Feb-10


Mar-10


Apr-10


May-10


Jun-10


Jul-10


Aug-10


Sep-10


Oct-10


Nov-10


Dec-10


Jan-11


Aetna 


Community


County


Better Health


Health Network


Total


Fairfield


990


483


343


1,816


Hartford


867


282


918


2,067


Litchfield


308


87


292


687


Middlesex


191


54


148


393


New Haven


1,201


350


548


2,099


New London


177


126


254


557


Tolland


189


69


138


396


Windham


137


49


125


311


Total


4,060


1,500


2,766


8,326


AmeriChoice by 


United Healthcare


11,343


12,035


12,440


12,505


12,959


13,393


14,579


14,226


12,285


12,061


11,433


11,097


10,674


8,423


8,326


0


2,000


4,000


6,000


8,000


10,000


12,000


14,000


16,000


Nov-09


Dec-09


Jan-10


Feb-10


Mar-10


Apr-10


May-10


Jun-10


Jul-10


Aug-10


Sep-10


Oct-10


Nov-10


Dec-10


Jan-11


19-30 Years


31-40 Years


41-50 Years


51-64 Years


Total


Band 1


371


165


377


1,442


2,355


Band 2


76


39


134


558


807


Band 3


54


115


280


621


1,070


Band 4


32


92


240


611


975


Band 5


19


62


125


697


903


Band A


32


25


39


219


315


Band B


21


9


33


152


215


Band C


32


70


106


256


464


Band D


24


61


118


325


528


Band E


31


69


128


466


694


Total


692


707


1,580


5,347


8,326


Aetna Better Health


AmeriChoice by


Community 


Disenrollment Reasons


United Healthcare


Health Network


Total


%


PCP not in plan


112


111


66


289


50.51%


No Reason Given


40


47


27


114


19.93%


Client chose after auto default started


13


19


21


53


9.27%


Other (disenrollment)


6


10


32


48


8.39%


Dissatisfaction with plan


5


16


5


26


4.55%


Specialist not in plan


8


7


11


26


4.55%


Hospital/clinic not participating in plan


12


2


0


14


2.45%


Accidentally chose wrong plan


0


0


2


2


0.35%


572


100.00%


1,137


1,168


1,110


1,188


1,085


1,306


1,357


1,249


1,174


1,165


988


1,163


1,291


1,210


1,293


257


220


259


318


497


419


330


317


380


404


333


367


340


395


379


0


500


1000


1500


2000


Closed


257


220


259


318


497


419


330


379


395


317


380


404


333


367


340


Denied


1137


1168


1110


1188


1085


1306


1357


1249


1174


1165


988


1163


1291


1210


1293


Oct-


09


Nov-


09


Dec-


09


Jan-


10


Feb-


10


Mar-


10


Apr-


10


May-


10


Jun-


10


Jul-10


Aug-


10


Sep-


10


Oct-


10


Nov-


10


Dec-


10


0


100


200


300


400


500


600


700


800


900


HUSKY B/Charter Oak


112


92


96


93


234


148


114


62


79


84


106


71


81


83


83


Charter Oak


212


316


317


331


363


371


323


258


299


268


392


351


320


385


354


HUSKY B


121


104


109


112


203


161


133


115


125


110


114


117


90


101


119


Oct-


09


Nov-


09


Dec-


09


Jan-


10


Feb-


10


Mar-


10


Apr-


10


May-


10


Jun-


10


Jul-


10


Aug-


10


Sep-


10


Oct-


10


Nov-


10


Dec-


10


904


1,103


1,218


1,091


951


1,058


1,034


922


977


1,109


1,009


1,114


1,152


865


1,092


0


750


1500


2250


Renewal


442


415


428


523


593


690


503


569


535


463


527


440


413


336


377


New


710


643


663


591


516


528


448


440


442


459


576


594


679


529


527


Total


1,152


1,058


1,091


1,114


1,109


1,218


951


1,009


977


922


1,103


1034


1092


865


904


Oct-09


Nov-09


Dec-09


Jan-10


Feb-10


Mar-10


Apr-10


May-10


Jun-10


Jul-10


Aug-10


Sep-10


Oct-10


Nov-10


Dec-10


New 


Renewal


Total


New 


Renewal


Total


New 


Renewal


Total


New 


Renewal


Total


Pending At Start of Period


267


191


458


938


307


1,245


1,187


133


1,320


2,392


631


3,023


New During Period (+)


527


377


904


1,147


674


1,821


1,216


262


1,478


2,890


1,313


4,203


Resolved During Period (-)


443


339


782


1,103


565


1,668


1,471


242


1,713


3,017


1,146


4,163


Pending at End of Period


345


208


553


974


386


1,360


916


140


1,056


2,235


734


2,969


HUSKY


Charter Oak


HUSKY/Charter Oak


Grand Total


7,391


       


 


678


          


 


715


          


 


777


          


 


2,170


       


 


29.4%


Mandatory Choice Rate


70.6%


Default Rate


Targeted Mandatories


          Total Default Enrollments


Aetna Better Health


Community Health Network


AmeriChoice


117


101


116


125


182


213


198


167


242


166


148


174


158


141


136


268


256


297


286


321


289


276


329


272


227


251


303


220


230


279


378


371


415


474


393


514


496


502


385


357


413


411


503


399


477


-


300


600


900


Oct-09


Nov-09


Dec-09


Jan-10


Feb-10


Mar-10


Apr-10


May-10


Jun-10


Jul-10


Aug-10


Sep-10


Oct-10


Nov-10


Dec-10


Denied/Closed for Reasons OTHER than Incomplete Documentation


Denied/Closed for Incomplete Documentation


358,088


357,264


357,529


364,901


367,605


370,657


374,727


378,571


379,171


381,170


383,897


387,235


388,765


391,054


385,300


280,000


290,000


300,000


310,000


320,000


330,000


340,000


350,000


360,000


370,000


380,000


390,000


400,000


Nov-09


Dec-09


Jan-10


Feb-10


Mar-10


Apr-10


May-10


Jun-10


Jul-10


Aug-10


Sep-10


Oct-10


Nov-10


Dec-10


Jan-11


239,531


241,606


243,026


244,468


246,973


249,156


249,394


250,526


252,305


254,337


255,399


256,808


239,542


253,220


237,723


200,000


210,000


220,000


230,000


240,000


250,000


260,000


Nov-09


Dec-09


Jan-10


Feb-10


Mar-10


Apr-10


May-10


Jun-10


Jul-10


Aug-10


Sep-10


Oct-10


Nov-10


Dec-10


Jan-11


1,794


1,876


1,986


1,978


2,138


2,273


1,889


1,818


1,459


1,395


1,516


1,493


1,436


1,270


1,360


0


500


1,000


1,500


2,000


2,500


Oct-


09


Nov-


09


Dec-


09


Jan-


10


Feb-


10


Mar-


10


Apr-


10


May-


10


Jun-


10


Jul-


10


Aug-


10


Sep-


10


Oct-


10


Nov-


10


Dec-


10


117,722


117,998


123,295


124,579


126,189


127,754


129,415


129,777


130,644


131,592


132,898


133,366


134,246


132,080


120,365


70,000


80,000


90,000


100,000


110,000


120,000


130,000


140,000


Nov-09


Dec-09


Jan-10


Feb-10


Mar-10


Apr-10


May-10


Jun-10


Jul-10


Aug-10


Sep-10


Oct-10


Nov-10


Dec-10


Jan-11


254


447


314


198


231


349


113


333


335


422


272


319


244


349


84


221


246


169


235


98


133


70


182


108


102


143


0


50


100


150


200


250


300


350


400


450


500


Oct-09


Nov-09


Dec-09


Jan-10


Feb-10


Mar-10


Apr-10


May-10


Jun-10


Jul-10


Aug-10


Sep-10


Oct-10


Nov-10


Dec-10


Band 2 (235%-300%)


Band 3 (Over 300%)


Premium Band               Definition


01                                 From 185% up to 235% of FPL


02                                 From 235% up to 300% of FPL


03                                 Over 300% of FPL


0


1000


2000


3000


4000


5000


6000


7000


8000


9000


10000


Applications (in thousands)


Jul-10 Aug-10 Sep-10 Oct-10 Nov-10 Dec-10


HUSKY A - Application Activity


Pending


Received


Processed


Premium Band


Definition


01 & A


Less Than 0 up to 150%


02 & B


Over 150% to 185%


03 & C


Over 185% up to 235%


04 & D


Over 235% up to 300%


05 & E


Over 300%


978


692


140


84


122


289


84


74


278


184


414


167


123


432


264


362


254


268


236


1005


364


487


346


72


68


324


152


568


246


170


130


379


452


119


124


89


275


107


116


159


142


135


235


84


140


131


97


71


158


216


0


100


200


300


400


500


600


700


800


900


1000


1100


Jan-10


Feb-10


Mar-10


Apr-10


May-10


Jun-10


Jul-10


Aug-10


Sep-10


Oct-10


Nov-10


Dec-10


Band 1 (0-150%)


Band 2 (150%-185%)


Band 3 (185%-235%)


Band 4 (235%-300%)


Band 5 (Over 300%)


1,616


1,520


1,589


1,899


1,494


1,232


1,423


1,566


1,564


1,604


1,478


1,659


1,430


1,737


1,244


200


400


600


800


1000
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1400
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09


Nov-


09
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09
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10
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10
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10


Apr-


10


May-


10


Jun-


10


Jul-


10


Aug-


10


Sep-


10


Oct-


10


Nov-


10


Dec-


10


0%


10%


20%


30%


40%


50%


60%


New


48.6%


48.6%


48.7%


42.3%


45.0%


43.4%


43.7%


38.8%


42.9%


41.5%


54.0%


52.7%


49.8%


43.5%


43.0%


Renewal


13.0%


10.6%


12.1%


14.9%


11.5%


12.6%


11.4%


9.5%


10.2%


10.5%


9.9%


9.3%


10.2%


9.3%


7.1%


Combined


31.0%


29.3%


30.2%


25.9%


24.4%


23.5%


23.3%


20.1%


20.9%


22.0%


28.0%


24.5%


27.8%


24.5%


22.1%


Oct-09


Nov-09


Dec-09


Jan-10


Feb-10


Mar-10


Apr-10


May-10


Jun-10


Jul-10


Aug-10


Sep-10


Oct-10


Nov-10


Dec-10


Aetna


AmeriChoice by


Community 


County


Better Health


United Healthcare


Health Network


PCCM


Total


Fairfield


20,870


15,244


49,085


0


85,199


Hartford


28,475


13,971


69,268


81


111,795


Litchfield


4,692


1,182


10,166


9


16,049


Middlesex


3,246


904


7,494


0


11,644


New Haven


23,932


10,642


77,128


384


112,086


New London


4,861


3,578


20,559


0


28,998


Tolland


2,910


1,329


5,082


14


9,335


Windham


3,363


2,074


10,484


27


15,948


Total


92,349


48,924


249,266


515


391,054


Aetna


Community


County


Better Health


Health Network


Total


Fairfield


1,213


674


1,975


3,862


Hartford


1,279


267


2,092


3,638


Litchfield


417


68


702


1,187


Middlesex


195


31


377


603


New Haven


998


252


2,265


3,515


New London


235


104


680


1,019


Tolland


221


62


268


551


Windham


163


40


296


499


Total


4,721


1,498


8,655


14,874


AmeriChoice by 


United Healthcare


Health Plan


01


02


03


Total


Aetna Better Health


2,560


1,722


439


4,721


AmeriChoice by United Healthcare


887


488


123


1,498


Community Health Network


4,777


3,165


713


8,655


Total Enrollment by Premium Band


8,224


5,375


1,275


14,874


Premium Bands





