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Meeting summary: April 8, 2011
Next meeting: May 13, 2011 at 9:30 AM LOB Room 1E

Attendees:  Rep. Vickie Nardello, Rep. Michelle Cook, Rep. Peter Villano, Rep. Elizabeth Ritter, Mark Schaefer, PhD, Robert Zavoski, MD (DSS), Comm. Pat Rehmer & Paul DiLeo (DMHAS), Thomas Deasy (Comptroller’s Office), Mark Keenan (DPH), Sheila Amdur, 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), Dr. Gary Rhule (Aetna BH).

Also attended: Dr. Donna Balaski (DSS), Victoria Veltri (OHA), Steve McKinnon and Carol Trapp (ACS), Katherine Yacavonne (CHC), Deb Poerio (Co-Chair, Quality SC), Amy Gagliardi (Chair, Women’s Health SC), (M. McCourt, Legislative staff).
Department of Social Services

 CT Dental Heath Partnership (Click icon below to view report)
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Dr. Donna Balaski provided the results of the 2010 Mystery Shopper Survey done by Infoline for DSS (Slides 2-21) and an update on dental providers and services (Slides 22-33). 
Background: Dental Services were removed from HUSKY managed care organization management (service carve-out) September 2008 and BeneCare was selected to administratively manage, as an ASO, dental services for HUSKY and Medicaid populations.  The 2009 mystery shopper survey was done internally by CTDHP. The Council’s Quality Subcommittee recommended DSS contract with an external entity for future surveys. 
The purpose of the telephone survey was to determine the availability of primary dental care for HUSKY members, accuracy of provider network and open/closed panel (accepting Medicaid patients (open) vs. non-acceptance (closed).  (Slides 16-18) Results from 2006 (under managed care organizations {MCOs}), 2009 (one year after carve-out and additional funding for children’s dental care) and 2010 survey was presented.  The 2010 survey showed 93% of calls to a dental office resulted in an appointment, 88% of scheduled appointments were within 4 weeks with an average wait time of 11.2 days.   (Slides 20-21) Subsequent to the 2010 survey, the  CT Dental Health Partnership (CTDHP) ASO identified provider non-compliance with scheduling timeframes and developed correction action plans approved by DSS 8/20/10 with implementation in Sept. and October 2010.
Dental provider participation (slides 22-25): as of March 31, 2011 there are 1,252 dental practitioners enrolled with 111 application pending.  Less than 10% of practitioners have closed panels and CTDHP has 100% success rate in connecting callers requesting appointments or referrals since 2008.  HUSKY, Medicaid low income (LIA) or fee-for-service clients need dental services assistance – contact CTDHP call center available 24/7: 860-420-2924. 
Council discussion highlights included:

· Routine appointment timeframe is 8 weeks or less. 

· The survey focused on HUSKY children related to the legal settlement.  The survey calls didn’t differentiate appointments for preventive vs. treatment visits.  
· Dr. Balaski agreed the 2011 summer survey will add: 

· Referrals for treatment for practices not accepting treatment appointment requests. 
· Identify geographic locations of surveyed practices.
· Discussion related to (Slides 27-32) efforts to increase demand for services that includes member education by primary care/OBGYN providers at medical visits.  Further discussion on this public health issue of integrating dental care in general health care can be at the Council committee level (i.e. quality committee and women’s health committee). Suggestion that CTDHP also consider a role for community faith leaders for community contact, perhaps dental van could offer services at church sites.  DSS noted van services are costly and believes there is an adequate provider network.  
· Will there be an independent evaluation of children’s dental access pre-post law suit?  While DSS does not have funds allocated for this, the agency is talking with UCONN about evidenced based practices, performance based standards for program quality.  Reportedly CT Health Foundation is doing an independent evaluation of the dental carve-out. It is important to quantify current dental access in SBHCs and funding/service impact when lawsuit funding has expired. 
DSS Request to CMS 1915(b) Waiver Extension
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DSS provided this letter to CMS requesting an extension, rather than renewal, of the 1915(b) waiver through 12-31-11, with the expectation the overall delivery system change will be in effect 1-1-12. 
The handout below (click icon below “dual eligibles”) outlines the Medicaid health care restructuring ASO timelines.  The RFP was released 4/06/11, bidder proposals are due 5/26/11, successful bidder selection announcement 7/1/11, executed contract 8/1/11, ASO operational beginning 1/1/12.
The rest of the handout below outlines the dual eligible (Medicaid/Medicare) demonstration development through the planning grant awarded to DSS by CMS.  
ASO Timeframe & Dual Eligible Demonstration
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Sheila Amdur recommended the May Council meeting primarily focuses on Council discussion with DSS on the overall framework for system change, defining the components of the system at the overall management level and at the provider care delivery model level, anticipated outcome structure, cost savings and goals of system change over the next 5 years.  Ms. Amdur said this discussion and information is critical to allow the Medicaid Care Management Oversight Council and Subcommittees to reorganize their oversight work and consider recommendations to the department before the ASO contract is completed, given the short time frame for ASO selection and contract development with DSS.  Council members generally agreed with this suggestion. Debra Polun noted that at some point it may also be helpful for CMS to be present to answer Council questions.  While there aren’t single answers to some of the health care design issues, Rep. Ritter agreed that the discussion needs to continue to ensure no subset of the Medicaid populations’ needs is being omitted. 

DSS was asked if there will be more than one ASO for the ~ 600,000 Medicaid covered lives.  The department stated this hasn’t been determined; the State needs to invest in economic efficiencies to make this major system change ‘work’.  Also questions were raised about the payment model for the integrated care organizations (ICOs). DSS will look at the rate setting process, compute risk adjustment but doesn’t expect to use capitated payments.
CTVoices: HUSKY Program Transition 2008(click icon below to view the report details)
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During 2008 through Jan. 31, 2009 the HUSKY program underwent a major change when DSS assumed direct responsibility for HUSKY A & B while capitated managed care organizations became Prepaid Inpatient Hospital Plans (PIHPS) that assumed ASO type functions for program administrative services.  During this time period there were major programmatic changes implemented (Slide 8) and ~ 50,000 HUSKY members were put in the Medicaid FFS program that essentially had no member services including case management, limited number of child practitioners in the CTMAP network compared to MCO networks.  The report looked at enrollment changes and service utilization for PHIP enrollees vs. FFS. The report findings concluded while child health service utilization remained somewhat similar to previous year rates under managed care, children in Medicaid FFS did not receive services at the same rate as those in PHIP: less well care visits, dental visits, more emergency care and higher numbers with “no care”.  The report extrapolates “lessons learned” from the 2008 transition to suggest the need for early planning for another major system delivery change to an ASO.  While the goals of this long term change are positive it is important to ensure that:

· Program contractors will be able to effectively manage anticipated member/provider call increase and administrative functions,

· Community- based providers and partners design and implement a process to disseminate information within communities in a timely manner, outreach to ‘hard-to-reach’ families and fully engage and inform Medicaid practitioners of opportunities in the system change. 
The Consumer Access Subcommittee will follow up on the recommendations with CTVoices, DSS and stakeholders and will provide updates to the Council. 
ACS Enrollment Report (Click icon below to view enrollment reports)
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General enrollment numbers:
· Total HUSKY A increase of 1214 that is more of an increase compared to the last 3 months (< 1000 additional enrollees).

· Under 19 YO enrollment increase by 677 members

· Adults (> 19 years) enrollment increased by 537 members.

· HUSKY B enrollment (children only) increased by 170 members unlike the previous months trend of declining enrollment. The HUSKY Plus medical program enrollment ranges form 260-265 members/month. 

· Charter Oak Health Plan enrollment is increasing again after monthly decreases, by 370 enrollees in the month of April.
· CT Pre-existing condition insurance plan (CT PCIP): ACS determined 181 individuals would meet the federal eligibility criteria with 9 enrollees in April for a total of 42 individuals enrolled to date.  The 6 month mandatory (uninsured) federal crowd –out provision with no exceptions and demonstration of commercial coverage denial via physician letter both seem to be a barrier to enrollment in PCIP.  The monthly premiums for this program are also thought to be a factor in low enrollment. 
· DSS agreed to report on:

·  the new Medicaid expansion group low income adults (LIA) enrollment

· Quarterly enrollment trend reports on the Medicaid Aged, Blind and Disabled population.
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Health Care Restructuring















Health Care Restructuring 

 Updates

Medicaid State Technical Assistance Teams

Statement of concept for CMS review 

– March 30, 2011

Medical ASO RFP released 

– April 5, 2011





 As part of that effort, the Centers for Medicare & Medicaid Services (CMS) has formed Medicaid State Technical Assistance Teams (MSTATs) who are ready to provide intensive and tailored assistance to States on day-to-day operations as well as on new initiatives. These teams will help States strategize on ways to improve the efficiency of their Medicaid program in light of current State budget challenges. In addition, CMS will host a series of “virtual” meetings to share information about promising Medicaid cost-saving initiatives 









Health Care Restructuring 

 Medical ASO Procurement Timeline

		 Milestones		Ending Dates

		 RFP Released		 4/06/2011

		 Bidders Conference		 4/19/2011

		 Deadline for Letter of Intent 3:00 PM Local Time		 4/21/2011

		 Deadline for Written Questions 3:00 PM Local Time		 4/28/2011

		 Responses to Questions (tentative)		 5/5/2011

		 Proposals Due by 3:00 PM Local Time		 5/26/2011

		 Successful Bidder Announced		 7/1/2011

		 Contract Negotiations Begin		 7/1/2011

		 Execute Contract		 8/1/2011

		 Operational Program Begins		 1/1/2012







































State Demonstrations to Integrate Care for Dual Eligible Individuals















Dual Eligible Demonstration 

 Source

Center for Medicare and Medicaid Innovation Center (CMMI)

Federal Coordinated Health Care Office

Responsible for new initiatives to better integrate care for individuals who are eligible for Medicaid and Medicare…(aka “dual eligibles”)







Dual Eligible Demonstration 

 Purpose

Funding to support design of innovative service delivery and payment models for dual eligibles

Build on new approaches (e.g., health homes, accountable care organizations) to create new person-centered models that align the full range of acute, behavioral health, and long term supports and services and improve the actual care experience and lives of dual eligible beneficiaries







Connecticut Landscape















Dual Eligible Demonstration 

 Facts

		In 2007, dual eligible individuals represented 19% of Connecticut’s Medicaid beneficiaries and 19% of its Medicare population

		However, they accounted for 58% of Connecticut’s Medicaid expenditures, fully 50% higher than the national rate of 39% in the US and about 25% of Medicare’s expenditures. 









Dual Eligible Demonstration 

 Facts

		Medicaid spending per dual eligible in Connecticut is nearly twice the national average

		 $27,619 compared to $15,900 nationally, 

		Connecticut has approximately 75,000 dual eligible individuals with full Medicaid coverage and about 50,000 dual eligible individuals with partial Medicaid coverage 

		60% of the full coverage duals are over 65 

		40% are disabled or chronically ill.









Dual Eligible Demonstration 

 Core Challenges

Services are highly fragmented, duplicative or unnecessary, and often delivered in inappropriate settings

Coordination of medical care, behavioral health care, long-term care and social supports is critical and lacking

Providers do not have complete information on an individual, leading to service gaps and duplication in treatments 







Dual Eligible Demonstration 

 Core Challenges

Lack of access to physician specialists

Financial and performance incentives are not aligned among providers and with the best interests of the beneficiary in mind

Results in unnecessary and avoidable…

emergency department visits

hospital admissions

diagnostic and treatment services

nursing home placements

Results in poor quality of life











Dual Eligible Demonstration 

 Current Initiatives

State unit on aging initiatives for chronic care

Eric Coleman model of transitional coordination

Stamford Chronic Disease Self-Management Program 

Behavioral Health Partnership (CT BHP) expansion to include ABD and dual eligibles 

UCONN medication management and dementia care initiatives

Centers of care focused on geriatrics 









Dual Eligible Demonstration 

 Current Initiatives

BH/primary care integration with several Local Mental Health Authority led initiatives

Primary Care Case Management program (PCCM)

Primary Care Medical Home accreditation

Multi-payer Advanced Primary Care Demonstration (MAPCP)











Dual Eligible Demonstration 

 Core Problem

Isolated initiatives cannot overcome the fragmentation inherent in the way that services are organized and delivered

No system of providers in any part of the state can measure the value they provide to dual eligible beneficiaries

No system of providers can tell you whether they are providing better overall value over time







Dual Eligible Demonstration 

 Overarching Goal

	Create dynamic, innovative local systems of care and support that are rewarded for providing better value over time.







The Integrated Care Organization Model















Integrated Care Organization 

 Program Model

Establish local Integrated Care Organizations

A consortium of provider partners contracted with DSS

Broadly accountable for:

Primary, specialty and hospital care and other healthcare services

Long term care services and supports

Includes person centered medical homes and health home(s)







Person Centered Health Home 

 Core Team

Primary Care Providers (PCPs)

APRNs for ongoing support during and between regular visits, as well as in hospital or rehab facilities to facilitate communication and discharge planning

Care coordinators (w/ appropriate specialization)

Access Agency Case Managers (or other waiver case manager in out years)

Pharmacist to provide consultation for persons with multiple chronic medications, and

Behavioral health practitioners 









Patient Centered Health Home 

 Enhanced Services and Supports

		Comprehensive initial and annual assessments of medical, behavioral, social, transportation, medical equipment, and support needs

		Home visit upon enrollment and at subsequent annual comprehensive assessments

		Specialty care clinics including at least two specialties that meet the needs of the elderly population











Patient Centered Health Home 

 Enhanced Services and Supports (cont)

		Assistance with linking to services such as transportation, specialty medical services, and needed social services and supports,

		Person-centered care plans developed with and by dual eligibles and family caregivers that provide for the maximum amount of self-direction desired,

		Medication management services through an on-site consultation with the PCP and pharmacist,

		Hospital, rehab and nursing home transition coordination including medication reconciliation by the pharmacist 











Patient Centered Health Home 

 Enhanced Services and Supports (cont)

		Dementia assessment with family education and support curriculum,

		On-site assessments of activities of daily living and level of care,

		Enhanced communication through use of electronic health records and an electronic person-centered care plan,

		Warm line access to a nurse practitioner, care coordinator, case manager, or other team member as a way to ask questions about health, treatment, housing, family, transportation, safety, or other issues 
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Integrated Care Organization 

 Small Group Primary Care Practices
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Integrated Care Organization 



Hospital



Nursing Facilities



Home Health Agency



Home and Community 

Service Agency



Specialist Network

Person Centered Health Homes 

(Tier 1)



Small Group Primary Care 

Practices (Tier 2)

Pharmacy

Ancillary Services  (laboratory, DME, transportation)

Behavioral Health













Integrated Care Organization 

 Hub and Spoke

		Partnership “spokes” will extend from the health home and small practice “hub”

		Extended service team partners comprised of hospitals, nursing homes, and extended primary, acute, specialty, rehabilitation, behavioral health, HCBS services, and pharmacy providers connected as a virtual team through electronic communications or in-person as needed

		Agreements with existing Area Agencies on Aging, Aging and Disability Resource Centers and Independent Living Centers 









Integrated Care Organization 

 Role of DSS



Outsourced 

Administrative 

Functions



ICOs



CMS

DSS







Integrated Care Organization 

 Role of DSS

		Set overall program objectives in consultation with Care Management Oversight Council

		Contract with CMMI to administer demonstration

		Receive Medicare gain share distributions and distribute to ICOs

		Establish ICO qualifications

		Administer ICO contracts

		Existing Medicaid administrative activities including state plan, policy, contracting, credentialing, claims, administrative hearings, HIT incentive payments, federal claiming, etc.











Integrated Care Organization 

 Role of DSS

		Will contract with ASO(s) for:

		Call center services 

		ICO attribution 

		Measurement of ICO quality and outcomes

		Health informatics including predictive modeling, population health management, health risk stratification, health risk assessment as needed to support ICO performance

		Will contract with actuary for:

		Cost aggregation by ICO 

		Actuarial services

		Provider profiling













Other Program Features















Program Features 

 Administration

RFA to select 3 to 6 ICOs to begin operation in fourth quarter CY2012

Administrative PMPM to ICOs to support service enhancements

Medicare pays all claims for Medicare funded services

Current rates and methods

Existing due process rights

Medicaid pays all claims for Medicaid funded services

Current rates and methods

Existing due process rights









Program Features 

 Population, Freedom of Choice

Stage 1 focus on dual eligibles over 65, in communities and institutions

Stage 2 focus on expansion to under 65 with disabilities

Freedom to change PCPs and/or ICOs 

Freedom to go to any other Medicare or Medicaid provider

Attribution process (opt in, opt out) to be determined







Measuring Value















The Value Equation 

Value = Quality & outcomes / cost



Quality and outcomes measurement domains will focus on perception of care and satisfaction with the care process, clinical efficiency, access to care, quality of care and outcomes of care across the continuum of health services and all enrolled individuals 











The Value Equation 

Value = Quality & outcomes / cost



Cost will include all Medicaid and Medicare funded service costs associated with the care and support of enrolled individuals across the continuum of health services











Quality and Outcomes 

Develop new measures consistent with program goals

Compile measurement set from existing tools:

Member Satisfaction: CAHPS

Effectiveness of Care Measures:  HEDIS

Outcomes Measures: AHRQ Prevention Quality Indicator Measures and HEDIS Use of Services

Gaps in care: Rand’s Assessing Care of Vulnerable Elders (ACOVE-3) 

MDS for Nursing Facility 

QBAI/OASIS data for home health 















Financing and Reimbursement















State and CMS

Medicare Program

		Medicare currently pays and would continue to pay for physician, hospital, lab, home health, medial equipment and supplies and other services

		Under demonstration, state would measure Medicare savings (if any) for the demonstration population

		Medicare and state would share Medicare savings net of administrative costs

		Sharing of savings may be contingent on achieving statewide quality and outcome targets









State and ICO

Medicaid & Medicare Programs

		Medicaid currently pays and would continue to pay cost-share for Medicare covered services (cross-over), and the full range of home health, behavioral health, dental, medical equipment and supplies, home and community based services, skilled nursing facility services and other Medicaid state plan services

		Under demonstration, state would measure Medicaid and Medicare savings (if any) for each ICO’s enrolled demonstration population

		State would share Medicaid and Medicare savings net of administrative costs

		Sharing of savings would be contingent on achieving statewide quality and outcome targets









ICO and Provider Partners

Medicaid & Medicare Programs

		ICO would reinvest a portion of savings to support continued innovation and improvement in value

		ICO would also distribute a share of the savings to its provider partners, or

		Alternatively, a direct distribution of share of savings by state to providers









Method for Determining Savings 

Medicare

		Savings measured against a projected per member per month (PMPM) budget target

		PMPM budget target calculated based on approach used by the CMS Medicare Advantage program for the dual eligible special needs plans

		Includes risk adjusted payments and adjustments for Medicare program changes and fee schedule changes that are outside of the control of the state

		Additional adjustments may be needed to reflect any risk characteristics not currently reflected in the CMS Medicare Advantage program methodology such as differentiation by nursing home versus community









Method for Determining Savings 

Example

		PMPM		Enrollment		Budget

		Risk Cell 1		 $     700 		45		 $   31,500 

		Risk Cell 2		 $     800 		60		 $   48,000 

		Risk Cell 3		 $     900 		56		 $   50,400 

		Risk Cell 4		 $  1,000 		35		 $   35,000 

		Risk Cell 5		 $  1,100 		45		 $   49,500 

		Risk Cell 6		 $  1,200 		25		 $   30,000 

		Risk Cell 7		 $  1,300 		98		 $ 127,400 

		364		 $ 371,800 

		Monthly PMPM		 $  1,021 

















Budget 







		 Contractual Services		Estimate

		 Project design and management support		$175,000

		 Data validation and analyses, risk 
 adjustment review and budget projections		$325,000

		 Assessment/recommendations to develop
 performance measurement tools		$350,000

		 Medicare/Medicaid data set integration		$150,000

		 Total Services		$1,000,000





























Dual Eligible Demonstration 

 Summary

		Connecticut’s Dual Eligible Demonstration will align financial incentives to promote value – the enhancement of quality of care, the care experience and health outcomes at lower overall cost to the Medicare and Medicaid programs. 

		Quality and outcome measures will focus both on medical service outcomes, as well as the effectiveness of home-and community-based services (HCBS) and supports, emphasizing individual satisfaction with the person-centered and disability competent care process.

		Risk-adjusted global budgets will be used to assess the ICO’s effectiveness in managing overall cost, while retaining existing Medicare and Medicaid benefits and FFS reimbursement 
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STATE OF CONNECTICUT

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

June 14, 2010

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

Centers for Medicare & Medicaid Services

JFK Federal Building, Suite 2275

Boston, MA 02203-0003

Re:r Legislation to restructure the HUSKY Program

Dear Mr. McGreal:

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

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

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

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

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

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

Mark Schaefer
Director, Medical Care Administration

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

An Equal Opportunity { Affirmative Action Employer
Printed on Recycled or Recovered Paper
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The HUSKY Program in Transition:

Enrollment and Children’s Health Services Utilization in 2008

Presentation to 

Medicaid Care Management Oversight Council

April 8, 2011
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The HUSKY Program changes in 2008 affected access to care for over 345,000 children, parents, and pregnant women

Connecticut Voices for Children



Connecticut Voices for Children





BACKGROUND

Connecticut Voices for Children



Connecticut Voices for Children

On January 14, 2011, DSS reported that the payments to PIHP contractors ($621.7 M) were less than the upper payment limit  ($625.2 M -- what Medicaid would have paid on a FFS basis for services that were actually provided)



To date, there has been no reporting on health services utilization (except CMS 416) during the program transition



*









Temporary Suspension of Risk-Based Contracts for Managed Care

		On November 19, 2007, the Rell Administration terminated negotiations with four HUSKY managed care plans (MCOs)

		MCOs agreed to act temporarily as Prepaid Inpatient Health Plans (PIHPs), a type of managed care without risk-based contracts

		Never before had a state experienced such a sudden and sweeping change to its entire Medicaid managed care program. (Hurley, 2007)



Connecticut Voices for Children



Connecticut Voices for Children

NOTE:  CHNCT signed FOI agreement 11/13/07 (prior to cancellation of managed care contract negotiations)

*









Shift in Administrative Responsibilities

DSS 

		Rate setting

		Setting provider enrollment criteria

		Authorization review

		Claims payment 



PIHPs 

		Member services,

		Provider enrollment 

		Claims processing

		Case management 

		Outreach,  member education



Connecticut Voices for Children

MCOs were no longer authorized to deny, terminate, 

or reduce care without Department review



Connecticut Voices for Children





Shift in Financial Responsibility

		PIHPs were paid $18.18 per member per month for administrative services

		DSS paid claims at the Medicaid fee schedule rate or higher

		DSS provided administrative services and paid claims for over 50,000 HUSKY members who chose or were defaulted into “traditional Medicaid”



Connecticut Voices for Children



Connecticut Voices for Children





HUSKY Re-Procurement

		RFP released January 2008, with target date  July 1 for implementation

		Participation in HUSKY was tied to participation in new Charter Oak Plan

		CHNCT and two new MCOs (Aetna Better Health, AmeriChoice) were successful bidders for managed care program

		Statewide enrollment resumed Feb 2009



Connecticut Voices for Children



Connecticut Voices for Children

Statewide enrollment delayed due to provider network development

*









Other Program Changes in 2008

		Provider fee increases implemented JAN 08 

		Eligibility for pregnant women expanded JAN 08

		Newborn initiative implemented JAN 08

		Pharmacy benefits “carved-out” FEB 08

		Dental provider fees increased APR 08

		Dental services “carved-out” SEP 08

		Primary Care Case Management developed



Connecticut Voices for Children



Connecticut Voices for Children

Provider fee increases were retroactive to July 2007 (providers) and October 2007 (hospitals)



Enrollment in PCCM began in 2 areas in February 2009

*









STUDY OF ENROLLMENT TRENDS 

AND UTILIZATION IN 2008

Connecticut Voices for Children



Connecticut Voices for Children





		Purpose:  To describe 2008 enrollment and children’s health services utilization

		Methods:  HUSKY A enrollment and encounter/claims records (HUSKY A only) for 2008 were compiled and searched for children with …

		Well-child care, developmental screening

		Dental care (preventive care, treatment, sealants)

		Emergency care

		No care



        … and compared to  2007 and 2006 

Connecticut Voices for Children



Connecticut Voices for Children

First (and likely to be only) report on utilization (other than CMS 416) for 2008



NO DATA FOR HUSKY B

*









Enrollment Trends, 2008

Connecticut Voices for Children



Connecticut Voices for Children

Eligibility for parent expanded July 1, 2007 from 150% FPL to 185% FPL

*









Connecticut Voices for Children



Connecticut Voices for Children

Reminder of how small B is relative to A

*









Enrollment Trends

Connecticut Voices for Children

		NOV 2007
last month of managed care		FEB 2009
managed care resumed		Net
Change

		HUSKY A total		308,817		329,889		21,072 (6.8%)

		Children		212,272		221,915		
9,643 (4.5%)

		Adults		96,545		107,974		
11,531 (11.9%)

		HUSKY B		16,713		13,828		
-2,885(-17.3%)




























Connecticut Voices for Children

As MCO participation changed throughout the year, CHNCT enrollment increased 

57,260 to 200,116 (250% increase) in A

3,150 to  8,120 (158% increase) in B



Adult enrollment growth greatest



B enrollment declined, beginning in July 2008 thru the end of the year

Enrollment January 2009 was the lowest since December 2002 

D/T application backlog at ACS 

Pending apps increased from 700-900/month to 2200 in October 2008 and >2900 for ChOak/B in December 2008

Related to roll-out of ChOak program

(see ACS report to MCMOC January 2009)

Enrollment has never returned to enrollment #s prior to the problem (perhaps d/t more children to A in recession)



*









Connecticut Voices for Children



Connecticut Voices for Children

No data from DSS or ACS on % defaults v. % choice of traditional Medicaid

*









Additional Findings

		62.4% of ever enrolled children were continuously enrolled for 12 months, an increase over 2007 and 2006 rates



		12.5% of continuously enrolled HUSKY enrollees changed between managed care (PIHPs) and traditional Medicaid, far higher rate than plan changes in 2007 and 2006





Connecticut Voices for Children



Connecticut Voices for Children

Rate of plan change in previous years was considerably less (5.0% to 5.9%)

*









CHILDREN’S HEALTH SERVICES UTILIZATION , HUSKY A 2008

Connecticut Voices for Children



Connecticut Voices for Children





Well-Child Care 

and Developmental Screening

Connecticut Voices for Children

* Statistically significantly higher than 2007 rate

		Age Group		2008		2007		2006



		Annual well-child visit		2 to 19		57.0%*		54.4%		65.3%



		Developmental screening		Under 6		5.3%*		2.0%		2.1%
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…but WCC rate was still below 2006 rate.



2007 data problems



Statistically significant but not meaningful increase or decrease



Re developmental screening:

AAP guidelines call for screening of all children at 9, 18, and 24 or 30 months of age

Increase is huge, but screening rate is FAR less than desirable

Policy change re paying for service on same day as WCC:  

Issued Oct 2008 (retroactive to Jan 2008)

Affected mainly claims submitted under FFS (MCOs had been paying for the service)

 

*









Children’s Dental Care
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*Statistically significantly higher than 2007 rate

		Age Group		2008		2007		2006



		Any dental care		3 to 19		56.3%		55.7%		51.9%



		Preventive dental care		3 to 19		48.4%		48.7%		45.3%



		Dental treatment		3 to 19		24.3%		24.6%		23.4%



		Sealants		3 to 19		17.6%*		16.3%		16.1%
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Dental care for < 3:  21.1% any, 13.7% preventive, 1.5% treatment in 2008



Too early for effect of fee increases (4/08) and carve-out (9/08) with network development?



Care in the emergency department for dental conditions (caries, injuries):  5,096 children (3.0%), disproportionately preschool-aged

*









Emergency Care
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*Statistically significantly higher than 2007 rate

		Age Group		2008		2007		2006



		Any emergency visit		Under 21		37.2%*		34.4%		37.8%



		Percent of those with emergency care that had emergency visits for treatment of ambulatory care sensitive conditions		Under 21		36.0%*		34.8%		35.7%
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Increased from previous years

Still unacceptably high



ACSC includes asthma; immunization-preventable diseases; severe ear, nose and throat infections; bacterial pneumonia; hypoglycemia; cellulitis; etc.



*









Care for Children in FFS Medicaid
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*Rate is significantly different than rate for children in FFS Medicaid any part of the year

		Age Group		In managed care (PIHPs)		In FFS any part of the year



		Well-child care		2 to 19		57.5%*		53.6%



		Preventive dental care		3 to 19		49.9%*		37.4%



		Emergency care		Under 21		37.0%*		38.5%



		No care		2 to 19		13.2%*		16.7%
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>50,000 in traditional Medicaid at some point in the year, including nearly 38,000 in traditional Medicaid in the last month before mandatory statewide enrollment in new managed care plans—suggests hard to reach or not readily understanding program requirements

Disproportionately non-Hispanic Black, residents of Bridgeport

Were these people largely defaulted to FFS  v. in FFS by choice?

If so, was it because they are particularly hard to reach by mail or phone?

Were the program changes and what they needed to do not as readily understood?

Were they healthier/less likely to seek care??



Overall, 13.7% with no care, up from 10.9% (2007) and 9.1% (2006)

*









CONCLUSIONS
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Impact on Enrollment

		Program changes do not appear to have hindered enrollment growth in HUSKY A.



  

		Implementation of a new program appears to have had a detrimental effect on enrollment in HUSKY B.
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Increased need as recession was underway…

*









Impact on Utilization

		Utilization of children’s health services remained at or near the rates observed in recent years.





		Children in traditional Medicaid for any part of the year did not receive services at the same rates as children in managed care.  
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Despite significant program change….



*











Lessons Learned:  

Recommendations for 

Program Transition
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Plan for Program Change

		Ramp up operations with program contractors in anticipation of increased call volume and administrative functions.





		Work with HUSKY Infoline and all community-based partners to disseminate information about program changes and gather real-time information about the impact of changed on access to care.



Connecticut Voices for Children



Connecticut Voices for Children

Mark met with CCKF (200 in attendance) on March 29.



Funding for HIL was cut by 50% last session and may be cut again this year, just when HIL can be an effective partner for assisting HUSKY members

*









Plan for Program Change

		Work with community-based providers to design and implement additional ways to reach hard-to-reach families



		Attend to the information needs and administrative burdens of providers who are key to ensuring access to care during program transition
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Maintain ongoing performance monitoring is important to ensure that data are used to assess the impact of policy and program changes.

*
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HUSKY A

Enrollment Growth by Month

(Previous 15 Months)



*

		There was a 1,214 or a 0.31% 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 677 or a 0.26% increase HUSKY A Under Age 19 enrollments over the previous month.











HUSKY A

Adults

Enrollment Growth by Month

(Previous 15 Months)



*

		There was a 537 or 0.4% increase in HUSKY A adult enrollments over the previous month.  

















Total % change

Pending Beg of month	  9%	

Received			26%	

Processed			27%	

Pending end of month	  4%		





Totals for March 2011

Pending Beg of month		1,871

Received				9,264 	

Processed				9,196 

Pending end of month		1,939
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HUSKY B

Enrollment Growth by Month

(Previous 15 Months)



*

		There was a 170 or a 1.1% increase in HUSKY B enrollments over the previous month. 















HUSKY PLUS Enrollment

(Previous 15 Months)



		There was a increase of 4 or a 1.5% increase in HUSKY Plus enrollment over the previous month.











Charter Oak

 Enrollment Growth By Month



*

		There was a 370 or 4.2% increase in Charter Oak enrollments over the previous month.  











HUSKY

(Only Children Applying)

Applications Received

New and Renewal



*

		There was a 136 or 15.3% 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 371 or 24.9% increase in New and Renewal applications over the previous month.











Charter Oak

(Only Adults Applying) 

Applications Received

New and Renewal



*

		There was a 304 or a 17.2% increase in New and Renewal applications over the previous month.













HUSKY Only

Applications Referred to DSS 

New, Renewal and Combined AUs



*

		There was a 0.9% decrease in the referral of new HUSKY applications and a 0.9% increase in referrals of renewal applications.











HUSKY B Only

Applications Denied or Closed

(Does not include Closed Renewals Eligible for HUSKY A)



*

		There was a 7 or 1.7% increase in HUSKY B applications denied or closed over the previous month.













HUSKY B/Charter Oak 

Applications Denied or Closed



*

		There was a 98 or a 6.7% increase in HUSKY B/Charter Oak applications denied or closed over the previous month.  











Charter Oak 

Applications Denied or Closed



*

		There was a 49 or a 4.4% decrease in Charter Oak applications denied or closed over the previous month.  











HUSKY B Only

Applications Pending at End of Month



*

		There was a 106 or 17.8% decrease in HUSKY B applications pending over the previous month. 











HUSKY B/Charter Oak 

Applications Pending at End of Month



*

		There was a 53 or 5% 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 113 or a 8% decrease in Charter Oak assistance units pending over the previous month.











Did Not Reapply at Renewal

by Application Type
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*

		There was a 100 or 16% 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
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HUSKY B Program

 Disenrolled - Failure to Pay Premium 

(Last 15 Months)



		There was 29 or 7.5% decrease in the number of children disenrolled due to failure to pay premiums.



*









Charter Oak Program

 Disenrolled - Failure to Pay Premium



		There was a 87 or 9.9% increase in the number of individuals disenrolled for failure to pay premiums.



*









HUSKY A Count of Enrollees By County By Plan

As of 04/01/2011







HUSKY B Count of Enrollees By County By Plan

As of 04/01/2011



*













HUSKY B Enrollment By Plan By Band

As of 04/01/2011









Charter Oak Enrollment By County By Plan

As of 04/01/2011









Charter Oak Enrollment By Plan By Band

As of 04/01/2011









Charter Oak

Age by Premium Band

As of 04/01/2011







Connecticut Pre- Existing Condition Insurance Plan (CT PCIP)

		CT PCIP Application Activity

		5000+ HUSKY/COAK/LIA/PCIP applications reviewed by ACS in March

		1,240 individuals qualified for HUSKY B Band 3, Charter Oak or CT PCIP

		All 1,240 screened for CT PCIP

		181 (14.6%) eligible for CT PCIP

		9 enrolled in CT PCIP (as of 4/1/11 or 5/1/11)

		Remaining 172 may enroll with Charter Oak or HB Band 3

		Interest in the CT PCIP to date

		630+ calls received by ACS inquiring about the program

		9,000 hits to the website









Connecticut Pre – Existing Condition Insurance Plan (CT PCIP)

*Note: Of these approximately 50% have chosen Charter Oak or HUSKY B Band 3

		Month		Eligible Individuals		Enrollees by effective date		Undecided or Chose CO or HB B3 

		February & Prior		842		32		809*

		March		181		1		172

		April		9

		May		 

		Total		1023		42		981





























*

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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23.6%


Mandatory Choice Rate


76.4%


Default Rate


Targeted Mandatories


          Total Default Enrollments
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Premium Bands
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		2009 mystery shopper was performed internally by CTDHP

		MMCC QA subcommittee recommended an external entity for the mystery shopper survey

		CTDHP contracted with United Way of Connecticut  to perform the 2010 mystery shopper survey to measure:

		Accuracy of the provider network

		Appointment availability and wait time at each office

		Open/closed panels at each office

		Results will be reported in late 2010



*

2010 Mystery Shopper Survey



Slide from May 10, 2010 MMCC  Presentation















2010 Connecticut Dental Health Partnership 

Mystery Shopper Survey Results



	

Presentation to Medicaid Care Management

Oversight Council

April 8, 2011













PRESENTATION OVERVIEW

Community Results Center (CRC) overview

Overview of survey

Methodology

Results	

Questions and Comments
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United Way of Connecticut

CRC Overview

Provides expertise in: 

		Community Asset Mapping 

		Community Needs Assessments 

		Research and Evaluation















Overview of Survey

Purpose	

		UWC conducted a telephone mystery shopper survey for Connecticut Dental Health Partnership (CTDHP) in order to determine the availability of primary dental care for HUSKY (Healthcare for UninSured Kids and Youth) recipients. 



		Call specialists asked each dental office provided by 

CT DHP for a routine care appointment for an eligible Medicaid recipient















Methodology:

CTDHP provided lists of various types of offices including:

		General practice offices

		General practice offices that accept families only

		General practice offices that are not accepting new patients

		Pediatric offices that are accepting new patients

		Pediatric offices that are not accepting new patients

		General offices that accept children only















Methodology:

		Called 418 dental offices to schedule an appointment during normal business hours



		Made multiple calls to providers until an appointment was scheduled

		Logged the outcome and length of wait time for appointment





NOTE: Call Specialist‘s identity was not revealed                                                             

              Call Specialists did not provide “coaching” to expedite 	   appointment 



Click to add notes









HOW WE DID IT

Survey:  



Mystery Shopper calls were made in June 2010



Offices were asked for an appointment for a routine cleaning

Call Specialists used HUSKY A client IDs

Age appropriate clients were used for each

	office type
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HOW WE DID IT

Survey: 	

Captured following information:



Whether the appointment was scheduled

Number of days until the appointment 

Dentist’s name and contact information

Type of provider

Call Specialist’s name

6.	If applicable - the reason an appointment could not be made













WHAT WE FOUND

418 offices were attempted:

396 offices were reached (95%)

22 offices had non-working numbers or unanswered phones (5%)

Appointments were made in 368 offices (88%)

Result of Phone Calls













WHAT WE FOUND

Overall Findings

		All Offices Attempted		Percent		Number

		Office reached – appointment made		88%		368

		Unreachable offices		5%		22

		Reached – no appointment		7%		28

		Total		100%		418



		All Offices Reached

		Office reached – appointment made		93%		368

		Reached – no appointment		7%		28

		Total		100%		396





























































WHAT WE FOUND

Overall Findings

		Reasons Appointments Could Not Be Made		Percent of all offices attempted		Number

		Non-working numbers/unanswered phone		5.3%		22

		Not accepting HUSKY patients		2.4%		10

		Not accepting new patients with HUSKY		1.9%		8

		Administrative policy issues		0.9%		4

		Not accepting adults with HUSKY		0.7%		3

		Not accepting new patients		0.5%		2

		Doctor is retiring		0.2%		1

		Total		11.9%		50















































WHAT WE FOUND

Of the 368 offices scheduling an appointment:

		209 scheduled within 1 week 

		288 scheduled within 2 weeks  

		Average wait was 11.2 days 
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WHAT WE FOUND

Average number of days until appointment by provider type:





		Type of Provider		Average Days to Appt.		Number of offices

		Pediatric – not accepting new patients		6.3		6

		General office - accepts children only		7.9		127

		General practice – not accepting new patients		10.5		47

		General practice		11.7		142

		General practice – accepting families only		15.1		8

		Pediatric – Accepting new patients		20.4		38

		Total		11.2		368

















































Previous Research:

 

2006 Mercer Mystery Shopper Report:



		27% (123 out of 453 offices) of calls to dental offices resulted in an appointment





		Of that 27% , 87% scheduled dental appointments within 6 weeks





		418 providers were surveyed including specialists









Previous Research

2009 CTDHP Mystery Shopper Report:



		79% (297 out of 375 providers) of calls to dental offices resulted in an appointment within 8 weeks



		375 primary and pediatric offices were surveyed











Summary 



	

2010 UWC Mystery Shopper Report:



		93% (368 out of 396 providers) of calls to dental office resulted in an appointment



		88% of scheduled dental appointments were within 4 weeks



		Average wait was 11.2 days



		453 primary and pediatric offices were surveyed











United Way of CT Community Results Center 



Maria Dynia - 860-571-7215

A specialized program of the 

United Way of Connecticut/2-1-1

Questions? 













2010 Mystery Shopper

Corrective Action Plan

*

*

		CTDHP evaluated the mystery shopper results to identify non-compliance with appointment scheduling timeframes or if an appointment could not be scheduled (n=50 offices, 11.9%)



		CTDHP developed a correction action plan (CAP) to address potential non-compliance



		The CAP was approved by DSS on August 20, 2010



		Implemented the corrective action measures between September 1, 2010 and October 1, 2010





*











2010 Mystery Shopper

Corrective Action Plan

*

*



The corrective action plan steps included:

		Office visits with every non-compliant office

		Provided education regarding program standards:

		Expected appointment timeframes

		Process for network status changes (retiring dentists, opening/closing the network patient panel)

		After-hours, vacation and  holiday phone requirements

		Gathered provider documentation and updated network status, as appropriate

		Updated CTDHP / HP Enterprise systems

		2011 Mystery Shopper will include re-measurement of all non-compliant offices from the 2010 Survey
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Participating Dental Practitioners

as of March 31, 2011
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*

Participating Dental Service Locations

as of March 31, 2011
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*

Participating Dental Practitioners 

as of March 31, 2011
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Client Access versus Client Demand?



*

*



		The number of individual practitioners has increased 3-fold since 2008

		Less than 10% of practitioners have closed panels

		100% of our clients have access to two providers in 20 miles while  98.5% have access to two providers in ten miles

		Average appointment wait time across CT for routine care has decreased from year to year and is less than 13 days

		100% success rate in finding available practitioners for all callers requesting appointments or referral from the 180,000 client phone calls into the CTDHP call center, since inception of the program
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How do we increase demand and drive appropriate utilization?







Client Access versus Client Demand?
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How Do We Increase Demand?

Current Initiatives and Relative Performance

Note: Items in gray are not yet operational

Initiative Performance



          Better ROI



         

          Marginal ROI





          Unknown ROI
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*

How Do We Increase Demand?

Leveraging Medical Providers

Across Connecticut, ~80% of the CTDHP children see a medical provider annually.  The top 20 medical practices alone see ~100,000 CTDHP clients annually. 



Need to encourage medical providers to deliver CTDHP’s message.  With the move towards medical home models, this cross-discipline messaging requirement will foster a more holistic approach for oral health and improve perception of the importance oral health. 



Action steps in this initiative:



		Have PCPs deliver CTDHP materials to eligible clients

		Measure “dental utilization rates” by PCP practice

		Consider other ways of “ encouraging PCPs to coordinate with the PCDs and CTDHP









		





Leverage Medical Practices
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*

Includes activities that educate and motivate Community Organizations to inform Clients about the importance of oral health and the services available from CTDHP.  



The team of Dental Health Care Specialists and the Director of Care Coordination & Outreach perform these activities:



		Visits to Community Agencies

		Distribution of CTDHP Posters, Pads and Materials

		Presentations to Community Agency Staff

		Participation in Community Meetings with Other Organizations



DHCS also visit all of the dental providers in their regions.

How Do We Increase Demand?

Community Outreach



Community Outreach
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Community Organizations Include: 

	

*

Dental Providers Include: 

	

How Do We Increase Demand?

Community Outreach

		•  Head Start Agencies
•  WIC Programs
•  Public Schools
•  Charter Schools
•  State-Funded Behavioral Health
    Agencies
•  Community Action Agencies
•  Easter Seal Agencies
•  Hospital Emergency Departments
•  Healthy Start Agencies
•  FQHC's without dental
•  Nurturing Family Network sites
•  DDS Case Managers		•  Legal Service Agencies
•  School Based Health Centers 
    without dental
•  Town/City Recreation Departments
•  State-Supported Child Care Centers
•  School Readiness Programs
•  YMCA's
•  Boys & Girls Clubs
•  DSS Regional Offices
•  Regional Educational Service Centers
•  DPH Title V Staff
•  Other Agencies




		•  Private provider offices
•  Group practice offices
•  School Based Health Centers 
    with dental clinics		•  Hospital clinics
•  FQHC's with dental clinics
•  Other Clinics





Community Outreach
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A pilot that leverages community resources used by pregnant clients in order to improve dental utilization. 

 

Started late in 2010, five Norwich community organizations serving prenatal clients were selected. The staff received intensive training and materials in the importance of oral health for pregnant clients.  Each assisted the DHCS in contacting individual clients.



Preliminary results were very positive.  More prenatal clients choose to obtain dental care as a result of the coordination.  We will be replicating the pilot shortly and if proves successful, the program will be launched to other communities and client populations.

*

How Do We Increase Demand?

Intensive Community Outreach



Intensive Community Outreach
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How Do We Increase Demand?

Public Health Education

*

Lack of knowledge about the importance of Oral Health is a significant barrier to increasing demand for oral health services.

This is true for the general population, not only CTDHP clients.  Dental utilization by the general population has hovered around 40% for years.1

A Public Health Education effort, similar to the Social Marketing campaigns for tobacco, obesity, seat belts, etc. would help to reduce that barrier.

Such a campaign should be a joint effort of oral health stakeholders across the state.

1 Dental services - An analysis of utilization over 20 years; Richard J. Manski, DDS., MBA, PhD, John F. Moeller, PhD and William R. Maas, DDS, MPH, MS; J Am Dent Assoc, Vol 132, No 5, 655-664, 2001



Public Health Education
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General Reminder

866-420-2924

24 hours a day, 7 days a week 

If you or your staff are contacted by a HUSKY, LIA or FFS Medicaid client regarding dental services, please have them contact the CTDHP call center.
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111 applications pending


CY2010 growth: 19.7%









