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Meeting Summary: June 17, 2011
Attendees: Sen. Toni Harp, Sen. Edith Prague, Rep. Vickie Nardello, Rep. Elizabeth Ritter, Mark Schaefer, PhD, (DSS), Thomas Deasy (Comptroller’s Office), Sheila Amdur, Alex Geertsma, MD, Debra Gould, Heather Greene, Rev. Bonita Grubbs, Mary Alice Lee, Andrew Selinger, MD, Donald Langer (AmeriChoice/UHC), Sylvia Kelly (CHNCT), Dr. Gary Ruhle (Aetna Better Health).

Also attended: Claudine Beaulieu (Dep. Commissioner), Dan Buckson, Richard Spencer,  Patricia O’Hagen (DSS), Kathy Misset (DSS Consultant), Steve McKenna & Carol Trapp (ACS), Jody Rowell (Office Heath Care Advocate),  Katherine Yacavonne (CHC), Amy Gagliardi (Chair, Women’s Health SC), (M. McCourt, Legislative staff).
The Council recognized Amanda Saunder-Brock (DSS) who has worked in DSS in the central office and with the Council subcommittees over the years.  Ms. Saunders-Brock is retiring Sept. 1, 2011. 
Subcommittee Reports
· Aged, Blind & Disabled (ABD) Subcommittee has convened two work groups to work with DSS and their consultant on the $1M planning grant to develop a local system of care organized by an Integrated Care organization (ICO)  for Medicaid/Medicare dual eligibles at/over age 65.  The grant provides a unique opportunity for CT to integrate all health services for this population. Sheila Amdur welcomes interested stakeholders to participate in the Work Groups and Subcommittee, requesting that work group members commit to attending the meetings that are public and interested others can attend for information. 
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· Women’s Health Subcommittee:  focus is on integrating women’s health into the new delivery system.  Dr. Mark DeFrancesco (Women’s Health CT), has joined the Subcommittee, offering his expertise as Chief Medical Director of Women’s Health CT that represents ~ one-third of the independent OBGYN practices in CT and holds a national ACOG office, to consider integration opportunities that could be considered, including participation of OBGYN practices/clinics in the Patient Centered Medical Home Medicaid initiative or participate in NCQA provider practice (PPC) recognition initiatives used in North Carolina. Dr. Schaefer met with the SC to review the DSS planned system changes and provider level models (PC MH and health homes).  The Subcommittee will host a meeting with an OBGN work group to consider standards, best practices that include depression screening, dental screen and treatment during and after pregnancy.   A proposal outline would be discussed further with DSS to determine how best to integrate women’s health in the system change.
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· Consumer Access: Heather Greene reviewed the focus points of the June meeting (click icon below for June summary).  Next meeting: July 13 at 10 AM.
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· Quality Subcommittee: (see attached June meeting summary). Next meeting July 14 @ 9:30 AM
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· PCCM Subcommittee:  click icon below for June meeting summary.  Next meeting July 20th at 10:30 AM. 
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Department of Social Services Report (click icon below – slides 1-9)
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One Year-old HUSKY eligibility discontinuance 
Under federal law newborns born to Medicaid-eligible mothers remain eligible for Medicaid coverage for the first year of life regardless of family income changes (“continuously eligible”). Federal law requires a renewal of eligibility when the child becomes one year old.  After age one, family income determines the child’s continued eligibility in Medicaid: children’s continuous eligibility was ended in 23003.  Thirty days prior to the child’s first birthday DSS sends a notice of loss of “newborn” coverage but does not clearly inform the family the child may remain eligible for HUSKY under family coverage, depending on family income/size.  CT Voices review of  HUSKY 2008-2009 enrollment data found that about 42% of children (5,621) in the ‘newborn’ category were not enrolled the month following their 1st birthday compared to 2.3% and 2% respectively of 5 and 10 year old coverage loss one month after their birthday.  DSS, in response to this report, has created steps to retain children’s health coverage after age one while complying with federal requirements for coverage renewal review. 
· Key changes (slides 7-9), some of which have begun in June, include:  use the 4 page HUSKY application, revise member notices, analyze the use of pre-filled renewal form provided to other HUSKY renewals, Ex Parte review of other household members’ HUSKY eligibility, training for DSS staff and community partners regarding retention of coverage at age one year, implement special outreach with Community Partners (qualified entities) and CHIPRA grant programs.  DSS states they will monitor and evaluate effectiveness of these changes.  Children that lose coverage temporarily can receive retroactive coverage.

Council questions/comments: 
· Sen. Prague: when DSS realizes a form/process is confusing to DSS staff and members, why can’t changes be made before a ‘crisis’ occurs?  Expressed concern that DSS needs authority from the Commissioner/ Deputy Commissioner to make needed changes in a timelier manner.
· Sheila Amdur noted that different HUSKY renewal dates for other children in family unit are part of the family confusion and retention barriers.  
· Sen. Harp: asked why there isn’t a co-terminus newborn/Mom eligibility date to reduce confusion of multiple family renewals. DSS said need to keep newborn covered for 1 year and must follow Medicaid re-determination rules.

· Amy Gagliardi asked if the newborn initiative is operative in all hospitals:  seeing uninsured babies in their clinic. Kathy Misset confirmed this newborn insurance initiative is still operating in CT hospitals.  Problems with insuring newborns are local; Kathy Misset will assist with problem resolution.  Basic newborn health coverage initiative process involves:
· ¾ births are to active Medicaid moms and a single form is done in hospital
· Uninsured mother, application are initiative hospital staff, the single form plus the HUSKY application goes to one of three DSS Regional Processing Units (RPU).  If the newborn is HUSKY B eligible, they are put on HUSKY B without premiums for 4 months. Some hospitals are QE, DSS onsite eligibility, route paper work thru the DSS RPU.

· If mom has private insurance, this insurer is required to pay for first 30 days.

· Heather Greene commented household income can be self reported on the application/renewal form. As a HUSKY member, she has called DSS regarding new employment, no return call received, but DSS contacted her because DSS received Dept. Labor information on her new employment.  
· Mary Alice Lee asked when current notices will be changed. DSS would like to see these changed in 90 days. 

· DSS explained that Ex Parte is done in advance of coverage loss not after the fact.  
· Jody Rowell: is there a regional office point person?  DSS said each office designates the point person that follows up on these cases. 

· Ms. Yacovonne: once the child’s coverage is renewed are they then united as the family unit? DSS puts the one year old in their family coverage group: staggered renewal dates become less of a problem. 

· Sen. Harp would like DSS to return in several months to inform the Council of the effectiveness of the solutions implemented under the oversight of the Deputy Commission and Peter Palermino with regional DSS staff.  

State Medial Assistance for Non-Citizens (SMANC) closure (See Slides 11-14 for details) is effective June 30, 2011
Q & A:

· Sen. Prague: DSS will inform those that lose SMANC coverage that they can apply for COHP (state funded, not Medicaid programs) and also let them know about the CADAP program if they are not eligible LIA

· Rep. Nardello: note that if the SMANC member is in a SNF and loses coverage they won’t be put out of the facility.
· Debra Polun said about 20 individuals meet exception of SMANC coverage loss. 
· Yacavonne: while the SMANC client may know about COHP, they may not be able to afford these premiums and will be uninsured. EDs have to see them and DSS Emergency medical services are available for SMANC and undocumented individuals.  
· Mary Alice Lee: in the notices to SMANC individuals of coverage termination were they told they could apply for Medicaid after 5 years US residency or will be covered if they are pregnant?  DSS said the notice says who can remain covered and are alerting Community outreach staff that pregnancy does qualify the SMANC women for Medicaid coverage. DSS will send staff the NOTICE for the Council.

LTC Medicaid eligibility (slides 19-21) is effective July 1, 2011.  Changes in spousal assets do not apply if DSS determines the institutionalized spouse is eligible for Medicaid before July 1, 2011. 
Q &A: 
· Rep. Nardello asked that if one spouse dies and the remaining spouse owns the home, does DSS put a lean on that home.  DSS said they don’t pursue finance compensation for the deceased spouse’s health coverage from the surviving spouse. 

· Sen. Harp & Rep. Ritter: DSS clarified that if the spouse lives in home that is solely owned by the surviving spouse DSS will not put a lean on the surviving spouse’s house. 

ConnPACE CHANGES Evelyn Dudley (slides 15-17) are effective July 1, 2011.  ConnPACE is no longer available to individuals with Medicare. Of the 25,000 current ConnPace members, most are in Medicare Savings Plan (MSP) and should not be affected by closure.  Those not in MSP (5.500 members) are advised to apply for MSP.  DSS has asked 211 Info line, CHOICES and other Aging Service networks to assist with the ConnPace transition.  MSP makes members eligible for Low Income Subsidy (LIS) under Medicare Part D that has lower pharmacy co-pays and not part D “donut hole”. 
Q&A:
· Dr. Salinger asked if ConnPace notices can be sent to Medicaid providers: DSS plans to send the notice to the Medicaid provider file. 

· Sen. Prague asked if there is a mail-order mandate:  DSS said there is no mail order mandate.
· Polun: OLR summary :  DSS if stay on, 

· Sen. Harp asked about access to diabetes lancets and other supplies thru DME vendors. DSS said these supplies are available thru a pharmacy. System changes are too vague for pharmacy: DSS needs to tell pharmacists how to bill for these supplies as most pharmacies have DME license. Medicaid billing is thru DME license. 

· DSS: the MSP/LIS applications are a priority for regional staff so as not to have a break in coverage.

· For those that have paid the yearly ConnPace enrollment fee, the biennial budget didn’t include refunds but DSS will look at those that paid when the budget was adopted; those that paid prior to budgetary change may not receive a refund as they may have gotten services during that time.
Preparing for ACA and ASO (Slides 23-29)
(Defer other DSS reports to July: COHP & PCIP firewall ; Medicaid provider flat rate pending CMS approval, Family planning SPA  time frame, July 1st OBGYN fee changes). 

· 1915(b) waiver: expect CMS approval for extension pending rate submission (July meeting update) 

· Dovetail of Affordable Care Act provider enrollment requirements with the preparations for provider enrollment in Medicaid CT MAP (fee-for-service). Will enroll individual primary care practitioners (PCP) with plans to streamline the practitioner enrollment process.  DSS has been analyzing the extent of overlap of the Medicaid MCO and FFS provider network and will outreach to those MCO providers not in FFS Medicaid to enroll in Medicaid CTMAP network. Pat O’Hagen and Mark Hagel (slide 23) reviewed this information, noting that clinics and hospital clinics must enroll providers individually in Medicaid. 

· Sen. Harp asked if other types of providers can be PCPs (not listed in slide 23) such as OBGYNs.   DSS can allow this.
· Dr. Geertsma: by ‘individual practitioners’ does this include individuals in faculty practices?  DSS said they would be enrolled as a group. State Plan Amendment and Medicaid incentives:  accommodation for varied roles & responsibilities in a group APRN, MD.  If referring to care coordination DSS can’t answer: Mark take this into consideration, will take this into consideration.  

· Rep. Ritter: could DSS work with DPH to make the Medicaid enrollment and licensing a combined process? DSS would have to speak Agency authorities. DSS goal in streamlining Medicaid credentialing process is to lighten provider administrative burden. Rep. Ritter hopes there will be an interagency discussion to reduce silos. 

· Sheila Amdur: does the ACA individual practitioner enrollment apply to Mental Health clinics? DSS said yes; the mandate is that “anyone ordering/prescribing” has to be enrolled individually.  Sheila Amdur commented the ACA requires paying PCPs 100% Medicare rate (for 2 years); how significant an increase is this to attract PCPs in Medicaid? DSS said it would increase PCP rates from 57% to 100% Medicare. This will dwarf MH rate increase.  After 2 years the state takes over this cost. 
· What is the time frame for individual provider enrollment? DSS said a timeline has not been determined; goal to get PCPs in the Medicaid FFS network ASAP, certainly before Jan. 1 2012 for system change then phase in. 
· If providers are already enrolled in CTMAP: do again.  DSS worked with the earlier to do this as precursor to this mandate. 
· Dr. Schaefer asked the Council consider a Transition SC that is dedicated to these issues and works with DSS staff.  Sen. Harp asked those interested in participating in this subcommittee to contact council staff. 
· Sen. Prague said that while it is good DSS is working on PCPs enrollment, there is limited access to specialists in Medicaid.  DSS is aware of the difficulty in getting specialists to enroll in CTMAP.  The ACA doesn’t address specialists.  DSS observed the tension between the goals to improve access and save $90M. Initially can’t solve problems for the whole Medicaid program, but if increase quality of care that leads to cost saving, these dollars can be reinvested the in system. A Mystery Shopper survey in ASO system allows a close look at service requests, delay in getting assess to services and reimbursement issues. 
· Sen. Prague: Medicare rate: 80% paid, 20% picked up by Medicaid advantage plan: need to consider in 2013. DSS said that for Medicaid dual eligibles clients there is no payment for cost share.  Duals may not get same access as non-Medicaid Medicare members.  
· Sen. Harp: the lack of specialists may be highlighted when more Medicaid PCPs enroll and refer to specialists. Can the additional ACA dollars be used to further support the system? Dr. Schaefer said federal dollars will be paid at 100% (full federal reimbursement applies only for the difference between the current reimbursement as a % Medicare (i.e. 57% for PC) and 100% Medicare (i.e. 43% of Medicare rate). The Medicaid expenditures for PCP rates (@ 57% f Medicare will continue to receive the CT 50% federal match. CT needs a robust PCP network about 2 years before 2014 when Medicaid enrollment increases with the ACA Medicaid expansion to 133% FPL. CT covers about half the projected expansion population now under LIA. 
Patient Centered Medical Home (PCMH) Update: 
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Dr. Schaefer reviewed the plan for PCMH development: phase 1: determine standards and payments methodology for PCMH, phase 2: determine performance measures for performance incentives in the fall.  There are several sources for input into this process (Slides 7-10) in addition to the Medicaid Council:
· PCMH Provider Advisory Work Group that will meet 4 to 5 times over summer (Next 2 meetings June 30 and July 20. 
· Pediatric special issues meeting during the last 2 weeks in June.
· Consumer focus groups will be held in august/September.
· The Council’s Primary Care Case Management (PCCM) SC (Next meeting July 20). 

The Medical Home Standard options being reviewed by the PCMH Advisory work group, outlined in slides 13-18 were reviewed by Meryl Price, DSS Consultant for PCMH development.  Ms. Price engaged the Council members in discussion and suggestions in particular for the consumer group organization.
Council Suggestions related to consumer input process included:

· Sen. Harp: those that use the Medicaid system (families, single adults, dual eligibles) not just advocates ought to be part of forming the new system. 

· Consumer suggestions included:

·  Mothers for Justice, (Keep the Promise Coalition, AARP). Include adolescent

· Hispanic Health Council and other cultural groups Caribbean Center in Hartford 
· CGA Cultural Commissions  
· Amy Gagliardi is willing to facilitate a group for pregnant women.
The consultant requested consumer contact information and those interested in organizing a consumer group to contact her.  
Comments on Standards: 

· K.Yacovone: have an existing care network in that a majority of FQHCs have Joint Hospital Accreditation, noting this is a more efficient process than NCQA. Meryl Price commented that while FQHCs are moving toward NCQA recognition, in the short term we can look at other recognition standards, cross walking them to identify similarity in standards.  Ms. Yacavonne will work with the consultant to create a cross walk.
· Sen. Harp said that while we look for outcomes based on standards it would be helpful for the Council to review an outline of similarities/differences among various accrediting entities. 
ACS Enrollment report – June 1, 2011
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The purpose of the Quality Assurance Subcommittee is to provide recommendations to the Council to ensure quality health care for Medicaid Managed Care and related populations. The Subcommittee serves as a forum for concerns regarding quality of service delivery in the program, advises the Department of Social Services (DSS) on subjects and methods of investigation into problems that arise, and suggests solutions. The Subcommittee also works with managed care organizations and DSS to develop effective data systems, internal quality assurance plans and grievance procedures. 


Chair: Paula Armbruster   Vice-Chair:  Deb Poerio

Meeting Summary: June 9, 2011


Next meeting:  July 14, 2011 @ 9:30 – 11 AM in LOB Room 3800

Attendees:
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HUSKY A & B Case Management Report: DSS 
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Steve Colangelo (DSS) reviewed a summary report of MCO case management for 1st Q CY 2011. The above document defines the report categories and summarizes the three health plans data reports (see last page in above document. This type of report has been problematic from the beginning of managed care program despite revisions to the specifications of the reports and therefore this essential service for what has been so often described as a population with more health risk than the private payer population has not been evaluated through utilization reports.  These report/specifications were revised about 6 months ago.  This report needs to be updated by July 14 subcommittee meeting by Aetna and Americhoice to include moderate and low risk acuity CM; CHN numbers did include this.

Observations from the report included: 


· Of the total number of members enrolled in a MCO at the end of the quarter, the number of clients in CM at any point during the quarter ranged form 1.1% to 0.4%. The percentage of clients active in CM at the end of a quarter ranged from 0.75% to 0.34%.

· Areas of “reasons for assessment”: two plans had ‘0’ for title V enrolled. Aetna may have included them in ‘other’ category. DSS stated they are continuing to work on an MOU with DPH regarding DPH Title V enrolled children and managed care. 

· Committed DCF Children are enrolled in Aetna per the DCF Commissioner’s choice.  11 DCF identified children were identified as ‘reason for assessment”.


· The primary group of clients identified and receiving CM were pregnant women. 


· Challenges in assessment and provision of client voluntary CM include connecting to members for welcome call/health assessment (% range from a low of 30% to a high of 45-50%), unable to contact client after initial contact, and client refusal.  Regardless of delivery model (MCO/ASO) member contact will continue to be challenging.  Suggested that Council/SC work with agency/ASO and local community based entities to address ‘Health Literacy” issues of understanding how the public health system ‘works’ and their role as a member/consumer.  Consider determining from members their preference for contact (i.e. testing) and options for in-state free health texting. 

· Member plan/Medicaid enrollment ‘churning’ contributes to difficulties in member CM.


· SBHC collect client data and collateral contacts (referrals) through the DPH clinical fusion data system that may not be part of the MCO reports.  


· Screening tools are available; still challenge to get this done.

· Role of PCP collaboration with the UM/payer entity in patient risk identification seems to be inadequate. 


The Subcommittee was encouraged to review the ASO RFP areas related to case management and intensive case management and consider additional contract provisions to make this CM process more robust.  Also need to identify the impact of CM, both on quality of care and return on investment.


CTDHP Report: (Click icon below for full report)
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Dr. Balaski reviewed CTDHP data related to;

· ASO performance measures/achievements


· Dental utilization/challenges


CTDHP emphasized that member education about dental care, etc. is done every time a member calls the ASO.  The call center provides a unified oral health message. The challenge for medical/dental providers and public health is to establish the link of oral health and overall health status to state residents, regardless of payer.   

CTDHP has begun pilots linking dental care during pregnancy to reduce oral infections that can affect the pregnancy. 


CTDHP has met and exceed call response goals; their employees are monitored, given counseling regarding client response and rewarded for performances. 


HUSKY A client’s primary sites of health care: The MCOs provider data suggest that 40% of their members’ care is through FQHC’s while 60% at varied sites.  DSS final report on this will provide more definitive information, available in about one month. 

July Agenda items: begin MCO CY 2010 HEDIS reports, recommendations for program reports beyond HEDIS measures, status of DPH/DSS MOU for lead testing, TitleV, other matches. 
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Co-Chairs: Rep. Toni Walker & Rep. Michelle Cook

Meeting Summary: June 15, 2011


Next Meeting: Wed, July 20th at 10:30 Am – 12 N at LOB Room 2600

Suggested agenda items need to be submitted 2 weeks prior to the meeting (July 5th for 

7-20 meeting)

Attendees:
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DSS & Meryl Price, Consultant: Discussion of June 7th PC MH Provider Advisory meeting. (1st doc DSS – Advisory group and PCCM status, 2nd doc consultant presentation of PC MH)
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Dr. Schaefer (DSS) (click 1st icon above)


(#1, Slide 7) Person Centered Medical Home (PCMH) Provider Advisory planning meeting was held on June 7th:  DSS consultants Meryl Price & Steve Schramm (Optumas) participated in the meeting with Dr. Mark Schaefer, Dr. Robert Zavoski, Laura Victori Barrera (DSS) and ~ 15 practitioners representative of pediatric, Family Practice and adult health, School Based Health Center and consumer representative (Chair of the Council’s Consumer Access SC).  Three more summer meetings are planned to define PC MH standards, after which DSS will release the PC MH Request for Application (RFA) to practitioners to participate in this provider level model.  


Next PC MH Provider Advisory meeting - June 30th at 6 PM @ DSS – Hartford. 


Meryl Price, Consultant: discussion of highlights of the June 7th meeting: (click 2nd icon above)

· (Slide 1): outlines provider concerns about capitation, insufficient agency staff resources that make it difficult for agency creativity. (Slide 2) member is at the center of the model, providers, DSS and Medical ASO (plus others) responsibilities are outlined. (Slide 3) where does PC MH fit? Process for certified, data driven, best practices development of the model. 

· Health homes (HH) are an extension of PC MH - care management for chronically ill members. 

· (Slide 7): multi payer participation in PC MH is important for practices rather than based on one payer source (i.e. Medicaid).

· (Slide 8) Standards: 2011 NCQA are more user friendly

· (Slide 9) NCQA standards: need ‘front end’ processes and structure in place before outcomes can be measured. 

· NCQA recognition is costly to providers, a difficulty for small practices.  Funding resources for independent practices (IP) needs to be identified. 

·  Issues with pediatrics PC MH – are existing Electronic Medical Record (EMR) systems suitable for Peds practices? 


· Need to identify and address client specific issues for various populations in Medicaid rather than “one-size-fits all” approach. 


· (Slide 10) enhanced scoring for Medicaid populations: Meryl will share this with the SC and entertain comments. 

· Key emphasis within contractual requirements, Pay for Performance (P4P) areas of greatest importance. 

· “Glide time” for practices to meet requirements and obtain financial resources for PC MH development.  NCQA recognition:  may not be initially required for new PCMHs; however do recognize some sites already received NCQA recognition.

· Next steps: 

· Input from this SC, PCMH Provider Advisory group on standards

· Conference call for consumer input 


Subcommittee Q&A: 


· Mr. Toubman: list of providers in Advisory Group - why weren’t advocates included? DSS wanted active practitioners to develop standards and details of PC MH; the exception is consumer & Council representation – Christine Bianchi, Consumer Access SC Chair. There was limited time to create the group in order to schedule several meetings in the summer, the outcome of which will form the basis of the provider RFA and meet the time line for PC MH implementation beginning in Jan. 2012.  Dr. Schaefer said these are not closed meetings for listening attendance; but there was agreement to have a manageable number on the Advisory group that would be conducive to discussion and achievement of the defined tasks within a narrow time frame. 


· Meryl Price will work on consumer and other stakeholder input into PCMH standards.  Comments:  

· Alex Geertsma, MD: DPH medical home advisory council has families who use the system, consider family, parent and adult advocates as participants. CHIPRA has standards for children quality care that can be a measurement resource. 

· Dr. Schaefer said the PCCM Subcommittee may want to relook at whom is participating in the subcommittee: take into consideration the above comments regarding family, adult advocates.


· Sandi Carbonari MD & Lisa Honigfed (CHDI) said they are willing to convene a small group of pediatricians for input into PC MH certification process. Meryl Price will assist in beginning the discussion with 4-5 pediatricians along with Dr. Zavoski (DSS). The Pediatric group should meet over the next couple weeks. 

· Lisa Honigfed said DSS needs to evaluate the systemic process of PCMH supports, especially for small size practices: important to assess Medicaid pediatric small IP in particular, identify those that don’t choose to participate in Medicaid. 

· Mr. Toubman: “glide path”:  how would this be done as don’t want to lose existing HUSKY PCCM providers.  Need process to enable providers who demonstrated interest as PCCM to participate in PC MH.  DSS said a Request for Information (RFI), a readiness survey of providers/PCMH will be distributed to all HUSKY PCP and other practices. DSS will look to the PCCM SC for input for the RFI questions related to what support providers need, identified barriers to becoming a PC MH. 


· Dr. Zavoski said the Provider Advisory group has 4 current HUSKY PCCM providers, and 2 PCP that chose not to participate.

Consumer/stakeholder input: conference call with Meryl Price to plan this; volunteers included Christine Bianchi, Sheldon Toubman, Dr. Geertsma (will identify parent), Ellen Andrews, Deb Poerio, Michael Corjulio.  

DSS HUSKY PC Update: (slides in 1st doc above) 

· (Slides 2 & 3) HUSKY PC Update: 

· Putnam enrollment PCCM July 1, Torrington letters to providers, slide 4. 

· DSS will send out provider notice for waiving FOI provision, in effect when letter goes out to current enrolled providers, will not be in new provider contracts.

· Mr. Toubman asked if PCCM expansion to additional areas in the State require another waiver amendment, stating there are interested PCCM providers outside current waiver areas.  DSS said the waiver was amended Feb 1, 2011 for expansion to Putnam & Torrington and a delay the PCCM evaluation. CMS view HUSKY PCCM as pilot and as such wavier financials are not required for PCCM, only the 3 MCOs. Statewide expansion under the current 1915 (b) would take more financial analysis and submission to CMS. The delivery system change to an ASO(s) can be done under a Medicaid State Plan amendment for Jan. 1, 2012. 

DSS asked the Subcommittee for input into what the agency should focus on over next several months?  

Discussion: Subcommittee recommended DSS priority focus areas

· Make sure RFI (readiness survey) process is broadly available to providers: focus on current PCCM providers as well as those that have expressed interest, so they will be supported in new program.  DSS will ensure the 29 entities enrolled in HUSKY PCCM will be surveyed. 

· Christine Bianchi: “Glide path” discussion at the Advisory meeting suggested that those enrolled in PCCM may be more prepared to be a PC MH vs. those that haven’t considered PCCM/PCMH.  Mr. Toubman seems interested in recognition of those enrolled in or interested in PCCM. 

· Dr. Carbonari cautioned that it is not a safe assumption that current PCCM practices don’t need support.  Practices participating as PCCM providers should have some recognition perhaps through receiving first consideration for financial and/or technical assistance to standard PC MH recognition.

· Dr. Schaefer agreed that some existing PCCM providers still need support.  The Provider Advisory group needs to agree to standards and the independent recognition process before glide path process can be defined.  

· Dr. Zavoski: of the Advisory committee providers some have achieved NCQA recognition and some have not, some participate in HUSKY PCCM while some do not.  He suggested we should let the Provider Advisory Committee advise DSS on the PC MH issues and processes.  Other states that started PCCM models in the early 80’s have standards that are not tied to NCQA but new starts up models need to consider accreditation. Do need to consider core populations in this process.

· Identify available resources for infrastructure building.  Dr. Schaefer wants to hear from providers in RFI on practice needs for PCMH development.  He has heard some practices may wait for EMR development for 18 months when they may again affiliate with hospitals. 

· Identify Multi payer PCMH initiatives such as Comptroller State Employee/ Prohealth PCMH may lead to a natural expansion to other covered groups.  Some commercial plans such as Anthem may be supporting PC MH for members other than SEHP. 

· Through Hospital affiliation practices that have EMR may not view NCQA PC MH recognition as added patient attraction but if other State PC MH initiatives develop, it may be worthwhile for practices to participate in a multi-payer PC MH model and obtain NCQA level recognition.

· Alex: align PC MH with existing Medical Homes.  PC MH vs. Health Home (HH):  the latter is more related to chronic illness. PC MH can attain HH status through more intensive management of chronic illness and is an important part of “glide” process.  Dr. Schaefer said these are not separate models rather an extension of basic PCMH to health home for chronically ill patients regardless of age. 

· Agenda item: PCCM provider outreach to patients in their practice. DSS has requested their legal staff review of the current PCCM “marketing’ process and the Medicaid regulations. Legal staff said it seems consistent with Medicaid rules, but DSS will look at the provisions more closely with the legal team over the next 4-6 weeks and explain conclusions to the Subcommittee.  Mr. Toubman again suggested DSS can create a form letter explaining PCCM that providers can give to their patients.  DSS said still subject to Medicaid rules; the contract for a PCCM program has to reflect federal rules.

· Overview of PCMH payments: Variety of ways in making base payments for PC MH and DSS is looking for providers, consumers, advocates input.  By August DSS will have better information about this.  Involves member attribution to MH: 

· New system options for member attribution to a PCP; one approach is voluntary PCMH patient assignment with opt-out option from that PC MH vs. be invited to participate in a PCMH, (current PCCM approach). These very different approaches need to be discussed in more detail. 

· Patient Assignment (Attribution) issues: 

· Define who is in your practice’s care for PMPM payment, but the patient may get most of the care outside the PCMH that received the PMPM payment. 

· ACO proposed rules address attribution assignment, incentive payments and methodology that include identifying where the patient’s majority of services occur (provider type, site for most services via claims, dollars). 

· Could develop a payment methodology base payment dollars for patient attribution to the PCMH, then a second payment based on performance measures (P4P).  Reimbursement methodologies are part of the discussion with the Provider Advisory Group once the standards are identified. 
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Medical Care Management: Where Have We Been?


			Concerns with capitation


			Insufficient staff resources within DSS


			Difficulty innovating


			Lack of person-centeredness


			“Distance” between the providers and their patients
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PCMH Update: Where Are We Going?
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Where Does PCMH Fit? 
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PCMH Standards


			Review of options with the PCMH Advisory Council on June 7th


			Strong attendance and participation


			Four options identified and reviewed at the June 7th meeting:


			URAC


			Bridges to Excellence


			JCAHO


			NCQA
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PCMH Standards


			High-level overview including standards for six programs identified and reviewed at the June 7th meeting:


			MAPCP Initiative (OSC/DSS)


			HUSKY Primary Care


			North Carolina


			Oklahoma


			Vermont


			Massachusetts
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PCMH Standards Need to Be: 


			Person-centered


			Data-driven


			Multi-payer compatible


			Easy to administer


			Outcomes-oriented including needs of care intensive individuals 


			Able to address structure and outcomes in addition to process
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NCQA PCMH Standards Strengths


			NCQA is, by far, the most widely used set of PCMH standards available


			Selected by the Comptroller’s Office for State Employees


			Already used throughout Connecticut


			2011 standards are significantly more user friendly than 2008 standards


			Address criteria desired by the Committee
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NCQA PCMH Standards Limitations





			May be too process oriented w/ a  need to balance structure and outcomes


			Costly for smaller practices (which may) lack resources 


			May be some special issues for pediatric practices


			Need to ensure that client-specific issues and needs can be addressed
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PCMH Standards: “Straw Man” Proposal





			NCQA 2011 Level 2  Standards


			Enhanced scoring requirements


			Include additional vehicles to promote key areas of emphasis:


			Within contractual requirements 


			P4P design that rewards attention to areas of greatest importance 


			“Glide path” for practices that need time to meet requirements
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PCMH Standards: “Straw Man” Proposal (cont)


			P4P potential areas of emphasis: 


			Outcomes


			Patient-centeredness


			Community-based coordination including transportation


			Minimize ED and inappropriate admissions or re-admissions; minimize redundant use of testing and services


			Cultural and linguistic competence


			Educational support for consumers
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Next Steps	


			Obtaining input from PCMH Advisory Committee members


			Conference call during the week of 6/20 to discuss stakeholder input, most notably consumers


			Volunteers for a planning meeting?


			Meeting of the Advisory Committee workgroup on June 20th to continue preparation of standards


			Obtain your input today broadly











*
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HUSKY Primary Care Update


As of 6/1/11 


			PCP enrollment: 250


			Member enrollment: 535





	(For all four pilot areas: Waterbury, Windham, New Haven & Hartford)











Putnam Area Expansion 


			Mailed to 3,340 HUSKY A households in the seven towns: 


			Letter inviting members to participate


			Brochure explaining HUSKY Primary Care


			Enrollment form


			List of participating PCPs


			New HUSKY A members will receive HUSKY Primary Care mailing 


			Recruited 22 providers practicing at 9 sites: 


			9 Pediatrics MDs & 1 Pediatric APRN


			3 Internal Medicine MDs


			8 Family Practice MDs & 1 Family Practice APRN


			ACS is enrolling members effective July 1, 2011


			Addition of Putnam area brings to 5 the number of areas that have HUSKY Primary Care as an option














Torrington expansion 


			Invited providers in towns that are part of Torrington area pilot:


			Torrington, Barkhamsted, Winchester, Goshen, Litchfield,  Harwinton & New Hartford


			Working with area hospital seeking providers who will participate


			Mailing sent to non-hospital affiliated providers














Future expansion


         











Person-Centered Medical Home (PCMH)























Person-Centered Medical Homes (PCMH) Advisory Council


First meeting:  June 7, 2011 at DSS


Attendees: DSS staff 


			Mariette McCourt – Medicaid Care Management Oversight Council


			Consultants – Steve Schramm (Optumas), Meryl Price (Health Policy Matters)


			Membership representing:


			American Academy of Pediatrics


			Community health centers (Charter Oak, Norwalk, CHC, Inc., Optimus, Staywell Health Centers)


			Hospital-affiliated practices (Asylum Hill Family Practice, Burgdorf Health Center, Day Kimball Hospital, Franklin Medical Group, Middlesex Family Practice)


			Multispecialty group practices (ProHealth Physicians)


			Private practitioners


			School-based clinics


			Obstetric specialty practice 


			Several attendees represent several practice types, settings


			Future meetings to be scheduled every 2 weeks














Person-Centered Medical Homes (PCMH) Advisory Council - Role


			Collaborate with the department to develop a definition and a set of performance standards for Person-Centered Medical Homes 


			Definition and standards will be used to guide the transition of HUSKY Primary Care practices into PCMH


			Assist the department in conducting an assessment of primary care practice’s readiness to implement Person-Centered Medical Homes


			Assist the department in determining what assistance practices will need to implement Person-Centered Medical Homes
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Patient Centered Medical Home (PCMH) Context



*











Medical Care Management: Where Have We Been?

		Concerns with capitation

		Insufficient staff resources within DSS

		Difficulty innovating

		Lack of person-centeredness

		“Distance” between the providers and their patients
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Where Are We Going?
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DSS Trajectory Over Time 
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Medical Home Development

		MCMOC: Advisory relationship with DSS re: managed care

		PCCM Sub-committee to the MCMOC

		PCMH Provider Advisory Committee to DSS
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Proposed Communications Strategy for Stakeholders: Suggestions and Discussion
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Suggested Activities and Timeframes

		Stakeholder 		Medium		Frequency and Timing

		Consumers		Focus Groups re: consumer experience (and topics TBD with your input)		3-5 in late July, August and September

		Providers		PCMH Provider Advisory Committee
RFI on provider capacity, participation and support needs		Send out and return in July and analyze in August

Present findings in late August and September

		Other stakeholders		RFI on key issues related to medical home development		Send out in July and return in August 
Analyze asap to stay on schedule
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Upcoming Meetings for Input

		Meeting of the PCMH Provider Advisory Committee workgroup on June 20th to continue preparation of standards

		Meeting on special pediatric issues during the week of 6/20 or 6/27

		Scheduling a meeting to discuss consumer input now (participants suggested by the PCCM Sub-committee

		PCMH Provider Advisory Committee meeting scheduled for 6/30
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Suggested Activities and Timeframes	

		Suggestions:

		Consumers

		Providers

		Other stakeholders

		Additional issues and concerns

		Keep timeframes and resources in mind!
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Medical Home Standards for Participation
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PCMH Standards

		Review of options with the PCMH Provider Advisory Committee on June 7th

		Strong attendance and participation

		Four options identified and reviewed at the June 7th meeting:

		URAC

		Bridges to Excellence

		JCAHO

		NCQA
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PCMH Standards

		High-level overview including standards for six programs identified and reviewed at the June 7th meeting:

		MAPCP Initiative (OSC/DSS)

		HUSKY Primary Care

		North Carolina

		Oklahoma

		Vermont

		Massachusetts
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PCMH Standards Need to Be: 

		Person-centered

		Data-driven

		Multi-payer compatible

		Easy to administer

		Outcomes-oriented including needs of high-risk individuals 

		Able to address structure and outcomes in addition to process
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NCQA PCMH Standards Strengths

		Address criteria desired by the Committee

		NCQA is, by far, the most widely used set of PCMH standards available

		Selected by the Comptroller’s Office for State Employees

		Already used throughout Connecticut

		2011 standards are significantly more user friendly than 2008 standards
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NCQA PCMH Standards Limitations



		Need to balance structure and outcomes

		Costly for smaller practices (which may) lack resources 

		Potentially special issues for pediatric practices (e.g. EHR among others)

		Need to ensure that client-specific issues and needs can be addressed
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PCMH Standards: “Straw Man” 



		NCQA 2011 Level 2  Standards

		Enhanced scoring requirements

		“Glide path” for practices that need time to meet requirements

		Address pediatric issues

		Include additional vehicles to promote key areas of emphasis:

		Within contractual requirements 

		P4P design that rewards attention to areas of greatest importance 
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PCMH Standards: “Straw Man” Proposal

		P4P suggested outcomes emphasis: 

		Patient-centeredness including culturally and linguistically competent services, education and self-care

		Community-based coordination including services broadly and transportation

		Minimize ED and inappropriate admissions or re-admissions; minimize redundant use of testing and services
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Discussion: Standards and Other Issues

		Comments on Standards

		Additional issues of concern?

		Future agenda items?







*
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HUSKY A

Enrollment Growth by Month

(Previous 15 Months)



*

		There was a 2,337 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 1,535 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 802 or 0.6% increase in HUSKY A adult enrollments over the previous month.  













*

Total % change

Pending Beg of month	 	9%	

Received				2%	

Processed				6%	

Pending end of month		-8%		



Totals for May 2011

Pending Beg of month		2113 

Received				8154 	

Processed				8313

Pending end of month		1954



















Total % change
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Received				2%	


Processed				6%	


Pending end of month		-8%		





Totals for May 2011


Pending Beg of month		2113 


Received				8154 	


Processed				8313


Pending end of month		1954
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Application Worksheet
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HUSKY B

Enrollment Growth by Month

(Previous 15 Months)



*

		There was a 163 or a 1.1% increase in HUSKY B enrollments over the previous month. 











HUSKY PLUS Enrollment

(Previous 15 Months)



*

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











Charter Oak

 Enrollment Growth By Month



*

		There was a 256 or 2.8% increase in Charter Oak enrollments over the previous month.  











HUSKY

(Only Children Applying)

Applications Received

New and Renewal



*

		There was a 65 or 4.6% 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 171 or 7.3% increase in New and Renewal applications over the previous month.











Charter Oak

(Only Adults Applying) 

Applications Received

New and Renewal



*

		There was a 53 or a 2% decrease 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 0.8% 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 23 or 5.9% decrease in HUSKY B applications denied or closed over the previous month.













HUSKY B/Charter Oak 

Applications Denied or Closed



*

		There was a 178 or a 13.9% decrease in HUSKY B/Charter Oak applications denied or closed over the previous month.  











Charter Oak 

Applications Denied or Closed



*

		There was a 307 or a 31.5% decrease in Charter Oak applications denied or closed over the previous month.  











HUSKY B Only

Applications Pending at End of Month



*

		There was a 91 or 19.6% 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 121 or 14.3% 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 104 or a 9.6% increase 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 299 or 53.3% decrease in the number of renewal applications Closed for not reapplying from previous month.











HUSKY A 

Gross Plan Changes By Reason
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HUSKY A

Default Enrollments
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HUSKY B Program

 Disenrolled - Failure to Pay Premium 

(Last 15 Months)



		There was 117 or 30.7% decrease in the number of children disenrolled due to failure to pay premiums.



*









Charter Oak Program

 Disenrolled - Failure to Pay Premium



		There was a 419 or 34% decrease in the number of individuals disenrolled for failure to pay premiums.



*









HUSKY A Count of Enrollees By County By Plan

As of 06/01/2011







HUSKY B Count of Enrollees By County By Plan

As of 06/01/2011
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HUSKY B Enrollment By Plan By Band

As of 06/01/2011









Charter Oak Enrollment By County By Plan

As of 06/01/2011









Charter Oak Enrollment By Plan By Band

As of 06/01/2011









Charter Oak

Age by Premium Band

As of 06/01/2011







Connecticut Pre- Existing Condition Insurance Plan (CT PCIP)

		CT PCIP Application Activity

		5,200+ HUSKY/COAK/LIA/PCIP applications reviewed by ACS in May

		1,341 individuals qualified for HUSKY B Band 3, Charter Oak or CT PCIP

		All 1,341 screened for CT PCIP

		116 (8.7%) eligible for CT PCIP

		11 enrolled in CT PCIP (as of 6/1/11 or 7/1/11)

		Remaining 152 may enroll with Charter Oak or HB Band 3

		Interest in the CT PCIP to date

		1,250+ calls received by ACS inquiring about the program

		Over 10,500 hits to the website









Connecticut Pre – Existing Condition Insurance Plan (CT PCIP)

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

		March & Prior		1023		33		1121

		April		141		9		124

		May		116		17		105

		June/July		11

		Total		1280		70		1350
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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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AmeriChoice by


Community 


Disenrollment Reasons


Aetna Better Health


United Healthcare


Health Network


Total


%


PCP not in plan


35


47


23


105


58.66%


No Reason Given


13


5


7


25


13.97%


Specialist not in plan


8


7


3


18


10.06%


Other (disenrollment)


8
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Premium Bands


AmeriChoice by United Healthcare
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All women are healthy and have the opportunity to achieve a productive life, which may include pregnancy and parenting.  The Subcommittee will focus on strategies, which include but are not limited to evidence-based interventions before, during and after pregnancy.  Additionally, the Subcommittee will address established woman and child health indicators and associated outcome measures in consideration of woman's health across the life span.


Chair: Amy Gagliardi

Agenda

June 13, 2011 9:30 -11:30 in LOB Room 3800


1) Integrating Women’s Health into the new health care delivery system


· Dr Mark Schaeffer to provide an overview of the PCMH model and changes to health care delivery system in CT


· Dr Mark DeFrancesco to provide an overview of the national discussion around MH and woman’s health services across a variety of MH recognition organizations and tiered level system

· Discussion around the inclusion of women’s health services within the new health care delivery system in CT.

2) Contractual provisions in the new system for perinatal best practices:     


Timeframe for discussion that includes:


· Screening For Maternal Depression during Perinatal Care Period

· Securing breast pumps under Medicaid 

A) Breast Pump Use draft guidelines (delineate type of pump    


     provided by client’s need)

B) Codes and procedures for access pumps

· Text 4 Baby


· Elimination of non-medically indicated cesarean births


3) Identification of prenatal and pediatric providers with high concentration of Medicaid patients


· Issue of  provider capacity/ability to track


· How will we be able to resolve this issue moving forward


4) Next meeting date: July 11, 2011 Agenda items
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The Consumer Access Subcommittee will work to improve consumer access to health care. The Subcommittee will elicit consumer input and gather information, identify barriers to care, consider remedies and make recommendations to the Medicaid Managed Care Council. 

Co-Chairs:  Christine Bianchi & Heather Greene

Meeting summary: June 15,2011

Next meeting: Wednesday July 13, 2011 @ 10 AM-11:30 in  LOB Room 3800 


Attendees:
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DSS Reports

· HUSKY 1 year old retention: system changes - Amanda Saunders-Brock (DSS)

More detail will be provided at the June 17th Medicaid Council meeting. Approach to improving retaining eligibility after 1st birthday: 


· DSS is working with regional DSS offices to ensure children at age 1 year retain Medicaid eligibility following family size/income guidelines. 

· Plan to work with Community partners to assist in retention efforts. Technology to address this.  

· DSS aware notices are confusing, yet have to comply with Medicaid guidelines. DSS eligibility staff is working with the DSS legal staff to clarify parent notices. 

· Change 1 yo renewal form (8 pages) to HUSKY/COHP form. One issue that may complicate the process is the parent who is illegal, but child is legal (US born).; however Medicaid emergency services would consider the parent as Medicaid recipient based on federal rules.   

· Staff has been meeting with DSS Commissioner to put steps in place for retention of one year old children’s Medicaid coverage. 

SC Q&A: 

· SC requested a review of draft notices before finalized: DSS  response - yes 


· DSS “Modernization” update in Sept. may address some of the questions about easing general eligibility/retention issues.

· What is the window of time to address reapplications?  Medicaid eligible children have automatic one year continued coverage, regardless of family income changes, if mom is Medicaid eligible. DSS is looking at how best to reach members prior to the renewal notice going out 2 months before 1st birthday.  Looking at the possibility of exparte process: if family already had renewal of other Medicaid services, possible to grant HUSKY renewal.  

· Deb Gould noted that at 12 months, this may be the first time a family completes an application. Christine said  the QE has a full application done for emergency Medicaid:

·  Mr. Toubman: regarding exparte: based on DSS client information for other programs.  Aren’t states obligated to search for eligibility before removing child from coverage?  DSS – renewal process is different; not looking at exparte.  Christine Bianchi commented that this process would be a cost efficient approach.

· Consider looking at electronic communication to members since address changes complicate member contact.

· Medicaid Provider Networks: DSS has matched FFS CTMAP network with MCO networks.  There was a 75% match (MCOs don’t enroll FQHC, hospital practitioners individually).  When this is included, the match is 91%.

· Next steps;  DSS outreach to  providers in MCO network, not in CTMAP, 

· FFS determine providers only active and billing. Plan only knows when they notify plan of closed panel.

· Open/close: ASO will develop plan to identify those closed or inactive practices. 

· Sharon Langer asked about “open” practice; how will ASO/DSS determine how many Medicaid clients an IP can accept?  Mr. Toubman: Open practices: best way to identify this is in a secret shopper survey.  DSS will be looking at most cost effective way to identify active Medicaid providers. 

· ASO RFP: does this include monitoring specialist status?  DSS expects to assess all providers’ participation in the CTMAP network, including specialists.

· DSS will do network geo access and HP will do provider credentialing.

· At this time HP is not alerting providers about upcoming system change. DSS said this part of the larger communication plan that is in progress.  . DSS plans to contact front office staff and providers.  

· Medicaid Presumptive Eligibility Vouchers honored by providers/vendors;

Background: uninsured child and pregnant women go to qualified entity/provider sites that can deem them presumptively eligible (PE) for Medicaid.  The site sends the form to DSS Regional Processing Unit (RPU): within 24 business hours the family gets confirmation of PE. .The Qualified Entity (QE) gives the family a W 538 voucher that guarantees Medicaid services payment.  Service access problems arise when some providers/vendors refuse the voucher. DSS contacts Medicaid providers that refuse the voucher to clarify purpose and responsibility.  By June 17th, DSS will release a more specific provider bulletin to explain vouchers, detail services paid by the voucher. DSS will continue to intervene when voucher refusals are brought to their attention. 

Subcommittee Q&A: 


· Mr. Toubman suggested language in bulletin “say all Medicaid CHIP services”. 


· Christine Bianchi: voucher distributed by Community QE person: Medicaid PE individual is told to go back to this CB person if access issues occur – can be as soon as 3 hours.  PE Form enters the system in 24 hours and a temporary Medicaid number is generated vs. sites that have DSS eligibility workers that can do this in ‘real time’.  Some providers/vendors want the Medicaid # before delivering the service.  

· DSS will communicate with QE sites re changes provider bulletin & waiver.  One site’s approach is to staple the DSS provider bulletin to voucher: Laura Victoria will take this back to the QE’s.  

· Pharmacy issues tend to be with chain pharmacy: when complaint goes to DSS (get about 5/M), these pharmacies do respond to DSS intervention. 

· Suggestion: Reinforce to QE/QP to inform DSS of refusals, even when the local QE “fixes” the problem.  This allows DSS to track number of voucher refusals by type/provider/vendor.   Sharon Langer will put this in the Covering Kids newsletter & discuss at their next meeting. 

Enrollment June enrollment & lock out improvements

· HUSKY A enrollment increased by 0.6%, HUSKY B by 1.1%, COHP by 2.8% 

· Regional Processing Unit (RPU) processing/productivity increased in the last month. 


· 4.6% increase in new apps HUSKY B

· 2% decrease COHP only applications

· ACS  number of applications  to DSS flat: .55 decrease new, 1.8% inc for A’s 


· B denial numbers flat; 1/3 less denials in COHP


· Lower number of individuals not applying at renewal


· Plan changes A: top reasons PCP/specialist not in plan, change after auto enrollment in a plan. HUSKY A defaults: 23.%  reduction related to ACS repeat calls to non-choosers


· Lockouts: HUSKY B: 30.7% decrease, 34% decrease for COHP


· PCCM has 535 enrollees


· CTPIC(Pre-existing insurance plan)  now has 70 enrollees


Other

· DSS confirmed the SC will receive draft member notices for new system change. DSS is trying to do as much to possible to prepare for notices: draft notices may be ready in August/Sept

· Pharmacy survey: cover letter, etc sent to DSS.  Dr. Zavoski confirmed these have been received.  The Commissioner is supportive in disseminating the survey to Medicaid providers. Dr. Schaefer is reviewing the survey and DSS will inform SC when it will go out via email.

· Transportation: in Waterbury – C.Bianchi noted challenges create a barrier for services.  The BHP OC Coordination of Care committee will discuss transportation issues with DSS Lee VanderBann at the July 27th meeting. Taylor Brinkley, CHCACT will represent this Subcommittee at the Coordination of Care July meeting.


·  Examples of problems in the Waterbury area:

· Wait > 1 hour for return pick up


· One medical center not on bus line, so transportation vendor should arrange for other transport.


· Multiple services at one site with ~ 4 hours time in between: patient gets ‘stuck’ at site for long time. 


· Sharon Langer can create a form for transportation issues at the covering Kids meeting and bring back to the BHP OC Cordination of Care meeting: DSS needs information by vendor and detail of issues for resolution


· C.Bianchi noted concerns, as a safety net provider, for Dental PA for adults in the biennial budget which limits preventive services for healthy (how is this defined) adults to once/year. 

Next meeting date:  July 13th, followed by  August 17th at 10 AM – 11:30 AM.
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Doreen McGrath and Deborah Duval discussed the various DDS Waivers and a Regional Pilot Program that is based on a central Health Care Coordinator Role.  Highlights of DDS & Subcommittee discussion included the following:

· (Slide 1 -2) review what the waivers do and revenue generation of 50% of the cost of the services that is put in the General Fund.  (Slide 2)  DDS awards funding to an individual before offering an opportunity to apply for one of the waivers.  This funding is from:


· Resources allocated by the General Assembly for programs such as children in Voluntary services, High School Grads or Age outs. 


· Reused money originally provided to an individual who no longer needs it (I.e. moved out of state, client changes service decision or death.   


· DDS was asked about the numbers of clients/DDS programs under discussion.  DDS has ~ 15,000 individual enrollees plus 4-5000 children in Birth -3 program (these children are not DDS clients). There are about 600 clients in ICFMR facilities.

· Waiver enrollees:


· (Slide 5) New Employment & Day Supports Waiver; 1st year 200 individuals enrolled, DDS expect by 5th year 600 individuals enrolled.

· (Slide 6) Individual/Family Support Waiver: ~3950 

· (Slide 7) Comprehensive waiver that includes group home support has ~ 4600 enrollees.


· Combined training/group home has 3270 enrollees

· (slide 9)-Regional pilot program for those living in their own homes has been implemented in the northwest, central CT area.  There are 35 clients enrolled with a breakdown of individual conditions: 20 clients have medical/Mental Health (MH) conditions, 10 have medical conditions, 3 MH conditions, 2 clients have needs other than medical/MH. 

· The pilot goal is to evaluate medical oversight needs of these 35 individuals, implement a Nursing Health Care Coordinator program ((slide 10) and evaluate the impact of a nurse coordinator as healthcare manger.  The level of need tool (Slide 13) created the criteria for care coordination To date, DDS determined (Slide 11:


· Of the 14/35 clients that initially were doing their own med management, the coordinator found only 5 were successfully & safely doing this.


· Client use of DME equipment demonstrated needed repeat interventions for appropriate safe use.


· Clients have had 53% reduction in missed medical/MH appointments

· 68% reduction in ED visits


· 35% reduction in hospitalization.


· 12/35 clients had VNA/Home care referrals. 

· (Slide 12) DDS concluded that based on the results of the pilot individuals with complex, co-morbidities and needed additional supports due to aging benefited from Agency Nurse health care coordination that achieved cost savings; therefore DDS  recommended Health care coordination be included as a waiver service, which was approved by CMS. 

· The SC asked about waiver wait lists. DDS said the Family Waiver priority one (require services within one year) wait list for residential resources has 540 individuals.  There is a larger number on the priority 2-3 wait list (families indicate they need services after this year). Since the 2009 legal settlement, DDS allocated residential resources to >1200 individuals.  DDS stated a wait list developed due to the lack of available funding after the settlement funding ended. 

Family Perspective: Susan Zimmerman 
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Susan Zimmerman provided insight into the family experience with the DDS waiver and the health care system that served her adult daughter with complex health conditions and offered recommendations to reduce system gaps and barriers to coordinated, accessible health care. 


Medical Care Challenges for transitioning young adults include the following issues experienced by this family that represent overall system gaps:  

· (Slide 5) Absence of adult health care providers training for working with young adults with disabilities.  Some pediatric specialists who are aware of this gap will continue to see their pediatric patient even though the patient ‘ages out’ to adulthood.

· Specialists tend to treat disability rather than the person.

· Many adult health care providers are unfamiliar with medical home model and/or have limited practice resources to develop this care coordination model.  Adults with complex, multiple health problems would benefit most from a medial home model that includes practice level care coordination. 

· (slide 9) Emergency Department (ED) staff is less familiar with autism spectrum disorders compared to the evaluation and treatment of other acute health problems.

Waiver Participation: Some Challenges for the enrollee &  parent/guardian; Enrollees in DDS Waivers receive services funded thru DDS and may receive medical services through Medicaid and/or private insurance. 

· Access to specialists is less limited in private payer system than in the Medicaid health program.  

· Under Medicaid & private insurance Ms. Zimmerman experiences illustrated authorization approvals for certain services (Slide 10) were made for ‘rehabilitative” (improvement) services rather than habilitative (maintenance of gains).   Mr. Toubman commented that the CT Medicaid “medical necessity” definition includes maintenance services as deemed medical necessary under the Medicaid State Plan Amendment. 

· (Slides 7-9)Medical appointment and decision making process create challenges related to: 

· family agreement(parent/guardian and waiver client) on medical decision vs. waiver team reviews and decisions, 

· Medical practices’ comfort in welcoming parent/guardian to the medical appointment.

· (Slides 11-14) outlines arduous IP processes that that many families are not prepared to participate in nor are clear about their role in the process for their adult family member. 

· Annual Medicaid redetermination process puts administrative burden on the ‘house manager’ of a group home and /or the family/guardian.  

Recommendations from a Family Perspective (Slide 15) address the need for:


· Family/guardian training in the IP Process

· Familiarizing adult medical providers to the health issues associated with adult developmental disabilities through facility ‘grand rounds’


· Create incentives to encourage providers to accept Medicaid patients with complex chronic health care needs, in particular those transitioning to an adult system through technical support and reimbursement for practice-based Patient Centered Medical Homes. 


· Use of a shorter form for Medicaid renewal.

Other Subcommittee Participant Comments: 

· Sheila Amdur, Chair thanked DDS and Ms. Zimmerman for these presentations, noting both are informative to the Subcommittee.  Family perspective and recommendations are important as part of program design going forward.  The DDS health care coordination pilot speaks to broader issues in the health care delivery system changes, in particular to the provider level medical home model.  The pilot illustrates that a ‘one-size-fits all” approach for medical or health homes where care coordination is imbedded in the primary care practice level misses opportunities for person-centered coordination.  There is range of skills required for effective care coordination and cost effective quality care that may not be met within one health care site. 


· Sue Turi suggested the Subcommittee consider “newer” language when talking about the population (i.e. ‘client’) and services such as care coordination vs. case management. DSS commented that there is an Agency job classification of “ case manager”

Planning Process for ICO Dual Eligible Proposal


Over the summer there will be parallel planning process form person centered Medical Home (PCMH) and Health Homes that address that portion of the Medicaid population that has one or more chronic illnesses and or chronic serious mental health problems.  While the ICO model will initially address health care needs for dual eligible population over 65 years, Sheila Amdur said  it is important to create a comprehensive plan for all populations.  DSS plans to engage a consultant to work with the Subcommittee in the planning process.  DSS representative was asked to provide the SC with the consultant contract provisions regarding what DSS is asking of the consultant. Participants on the Work Groups will have to commit to working with the process from the beginning to the completion of the design.
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Planned to have 2 Subcommittee work groups that begin meeting in June (see outline of each work group in above document).  It was noted that both process and outcome should be measured, as well as sustainability and cost.

1. Person –Centered Program design work group will include literature review and focus groups of people being served.  Several resources that are addressing some of these issues:

Resources


· www.uconn-aging.uchc.edu

· Ct Community Care,INC & Qualidigm  joint grant application reduce hospital readmission rates for Medicare recipients (Care Transition Project from CMS Innovations Center) (Click icon below to view description) (Note that there will be another application submitted for this same initiative from one of the Area Agencies on Aging in the state.)
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A tentative plan is to have this Work group in place of the regularly scheduled Subcommittee on June 24th.  This meeting date will be confirmed. 

2. ICO model work group will identify federal regulations, reimbursement processes.  Provider level involvement will be recruited above and beyond those participating already.  Sheila Amdur commented that there is provider skepticism related to financial feasibility 

of proposed federal guidelines on Accountable Care Organizations (ACOs).  DSS stated they are meeting every 2 weeks with CMS to plan an implementation strategy and monthly for technical support: this is an opportunity to determine how to pay for care coordination for this population.  Mr. Toubman noted PCCM is a Medicaid rule option.  Marilyn Denny, Legal Aid, will provide the Chair with a synopsis on the ‘where and how” of informing consumers about this system mode. 
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ABD COMMITTEE


FAMILY EXPERIENCE WITH DDS WAIVER AND HEALTH CARE SYSTEM











WHO


			Daughter currently 24 years old


			Parents are plenary guardians


			Funded through DDS Comprehensive Waiver to live in CRS (continuous residential supports) home


			Primary insurance through parents (until age 26)


			Medicaid secondary














Waiver Services


			Individualized Home Support 18 hours/day


			Individualized Day Support 6 hours/day


			Behavioral Consultation


			Clinical Consultation


			Sensory Therapy Consultation


			Music Therapy














Transition to Adult Health Care


			Aged out of pediatrician’s office at age 19


			Currently Health Care cost shared as remains on parent insurance


			Not on DDS waiver at time aged out


			School district funded by 24/7 education plan until age 21--some services Medicaid reimbursable














Age Out


			Adult health care providers not familiar with medical home model


			Found PCP through family and provider agency contacts


			Able to stay with some pediatric specialists  who aware that the same level of care not available in the adult system


			Adult health care providers have no training in working with young adults with disabilities 














Private Insurance


			Mom has always had to do Case Management 


			Mom left high paying job and family had no secondary insurance until daughter eligible for Medicaid


			 Access to specialists not limited as with Medicaid














Medical Appointment Process


			Appointments scheduled by house manager


			Doctors fill out extra paperwork for group home files


			Med orders must be written in specific way to meet med administration guidelines


			Nurse at group home reviews all paperwork


			Difficult to stop medication once started


			Guardians can go to appointments but it is not something that is encouraged


			Annual Medicaid Re-determination puts administrative burden on house manager














Medical Decision-Making


			We make medical decisions--involve our daughter as appropriate


			Statutes vest significant medical care oversight function in Commissioner and DDS


			Commissioner and DDS have obligation to assure prompt, sufficient, and appropriate medical care


			Team reviews all of our medical decisions to defer, limit or decline preventive or recommended health care


			DDS Minimum Preventive Care Guidelines














Emergency Room


			Often goes as a precaution after an incident


			Four visits in the last six months with no treatable findings on any visit


			State police once called ambulance when observed behavioral incident


			Emergency Room staff not familiar with autism spectrum














Medical Services


			Specialists treat disability rather than person


			Providers who take interest in particular disability then get a flood of patients with the same issues


			Speech, physical and occupational therapy services need to be on long term basis rather than rehabilitative














IP Process	


			23-page Document plus Behavior Support Plan


			Details information profile, medical contacts, provider agency contacts, resource and benefit information


			Medications


			Adaptive Devices


			Finances














Notifications and Reviews


			Annually at IP:


			Medicaid Due Process Rights


			Family/Guardian Notification of Incident Reporting Requirements


			Initial Visit:


			HIPAA Notification (at initial visit only)


			Legal Liability Notification (at initial visit or change of guardian)














IP Process


			Personal Profile


			Important to Know About You


			Accomplishments, Strengths, Things Proud of


			Relationships


			Home Life


			Work, Day, Retirement


			Leisure Interests and Community Life


			Health and Wellness


			Future Vision


			Action Plan














IP Process


			Valuable tool when time is taken


			Provider agencies historically have  controlled the process


			Guardians get no training in the process


			Role of guardians in process is unclear


			Involvement of client is responsibility of agency














Recommendations





			Training in IP Process for guardians


			Adult primary care providers trained in and reimbursed for medical home model


			Adult medical providers have access to technical assistance to better treat patients with developmental disabilities


			Ground rounds with experts on the kinds of health issues associated with developmental disabilities


			Incentives to encourage providers accepting private insurance reimbursement to accept Medicaid reimbursement


			Short form re-determination for chronic health conditions
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SUMMARY OF DRAFT PLANNING PROCESS FOR INTEGRATED CARE ORGANIZATION DUAL ELIGIBLES PROPOSAL


ABD subcommittee of the MCMOC will be the designated group to assist in the planning of the ICO initiative.  Subcommittee will have two working groups, which will report back to the subcommittee.  The subcommittee will periodically report out to the MCMOC and provide a final recommendation:


Person Centered Program Design:



· Analyze health care needs of over 65 dual eligible population (will include literature review, focus groups with people to be served, knowledge of those working with and for this population)



· Determine health care outcomes sought



· Recommend performance measures


· Recommend service requirements for ICO



ICO Model requirements:



· Legal structure


· Staffing and care model structure


· EHR requirements


· "Gains sharing" model and payment structure


Work Group participants: Work groups will be open to ABD membership.  It will be important to "recruit" groups who should be involved, e.g., representatives from consumers, physician groups, hospitals, nursing homes, and home care .  Those who participate must commit to working with the planning process from beginning to end, given the amount of information to be analyzed and applied to the design.


Staff for the planning process:  DSS will be hiring consultants under the planning grant to help develop performance measures, and another consultant who will work with the ABD subcommittee to plan and design the ICO model.  The subcommittee  will be responsible for meeting notices, scheduling, and other administrative tasks related to the operation of the subcommittee and its working groups.


Timetable:  DSS will provide the subcommittee with a timetable related to tasks that must be completed and when the first draft of the proposal must be produced.  This timetable will provide cross-walks with Medical Home and Health Home planning.


Challenges:  



· Integrating ICO planning with parallel planning for Medical Homes.


· Establishing performance outcomes that are accomplishable and relevant to health care needs of those served.



· Securing Medicare data expeditiously to analyze utilization patterns (will review 3 years of claims history).  CMS is proposing to streamline this process.



· Assuring that ICOs are locally focused where people get their primary care.


· Assure "coherence" with CMS Accountable Care Organization model including performance measures.
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