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Medical Assistance Program Oversight Council
Legislative Office Building Room 3000, Hartford CT 06106

(860) 240-0321     Info Line (860) 240-8329     FAX (860) 240-5306

www.cga.ct.gov/ph/medicaid


Co-Chairs
Sen. Toni Harp   Sen. Edith Prague

Meeting Summary: July 8, 2011

Next meeting: Friday Sept 9, 2011 @ 9:30 Am in LOB Room 1E

Attendees: Sen. Edith Prague, Rep. Elizabeth Ritter, Rep. Walker, Mark Schaefer, Ph & Robert Zavoski, MD (DSS), Dr. Federicka Wolman (DCF), Jennifer Hutchison (DMHAS), Mark Keenan (DPH), Kate McEvoy (Comptroller’s Office), Ellen Andrews, Alex Geertsma, MD, Debra Gould, Rev. Bonita Grubbs, Mary Alice Lee, Debra Polun (Aging), Donald Langer (AmeriChoice/UHC), Sylvia Kelly (CHNCT), Mark Scapalleti (Aetna Better Health).

Also attended: Dr. Donna Balaski, Richard Spencer, Steve McKenna & Carol Trapp (ACS), Victoria Veltri (Office Heath Care Advocate), Jennifer Granger (CHC), (M. McCourt, Legislative staff).
The Council recognized Amanda Saunders Brock, (DSS) who is retiring after 31 years of public service.  Amanda worked with the Medicaid Council and Subcommittees over the past decade, providing timely information and response to Subcommittee requests. The Council thanked Ms. Saunders Brock for her public service work and wished her a happy retirement. 
Dept. of Social Services
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Person Centered Medical Home (PCMH) Update
Dr. Mark Schaefer (DSS) reviewed the Person Centered Medical Home (PCMH) development process that includes broad stakeholder input into the process thru the (slides 3-4):
· CT Medicaid Medical Assistance Program Oversight Council (MAPOC) (name change in PA 11-44 effective 7-1-11) 
· The Council’s Primary Care Case Management (PCCM) Subcommittee

· The PCMH Provider Advisory Work group comprised of pediatric, adult providers (MD & APRN) 

· Separate Pediatric practitioner work group. 

DSS plans to synthesize input from these stakeholder groups on key topics (slide 4) to develop the program, policy and reimbursement methodology. Issues still to be explored are enrollment/member attribution to a PCP/PCMH, PCMH reimbursement methodology and electronic vs. paper audits (slide 10 – NCQA) to assess quality standard achievement related to focused Medicaid indicators in a pay-for-performance initiatives. 
Highlights of Council comments on the stakeholder process included:
· Positive outreach to engage practitioners in the process, also need to consider the team: more APRNs, practice managers and care managers in the process. 
· The PCMH process needs to ensure provider accountability: for example use of ‘glide path’ dollars for practices that are in the process of developing PCMH (slide 11). DSS agreed: there will be identified milestones/timeframe that a practice must meet in order to continue with the glide path payments over 9-15 months. 

· Specific disease management efficiencies are not automatically derived from a PCMH model: this requires focused performance improvements appropriate for member subgroups. DSS suggested this will evolve within the model that starts with minimum standard achievements and basic payments to practices, then set requirements for care measures perhaps by member population.  This will be further discussed with stakeholders and with the MAPOC.
Dr. Schaefer summarized the PCMH standards options (slides 5-16).  NCQA standards have been in use the longest time with The Joint Commission (TJC) PCMH just recently released.  Both practice recognition standards have strengths and weakness: DSS and the consultant will do a ‘crosswalk’ comparison of NCQA and TJC PCMH standards to be reviewed with the provider advisory group & PCCM SC.  The role of the Medicaid medical ASO in practice-based standard recognition is yet to be determined; may include supporting practices in the ‘glide path’ process, compiling performance data, providing small practices with local/regional care coordination resources. 
Highlights of Council comments on the PCMH standards included:
· A summary of the various recognition levels requirements by entity (I.E. NCQA, TJC) would better inform the Council about this new process for CT Medicaid.  DSS will compile this for September meeting. 
· Why is the proposal to include only one standard?  DSS said they are not proposing only one recognition standard but have to look at comparability of standard components (i.e. loss of EMR requirement would lose essential outcome measurements).

· CT Health Policy Project will host a webinar on NCQA and URAC in July (information was sent to the Council & Subcommittees). DSS thanked CTHP Project for hosting the webinars. 
· CTVoices will provide DSS with a summary of consideration of aligning children’s preventive services (EPSDT) with PCMH (addendum – see letter below)  
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· Why wouldn’t practice audits be used to ensure accountability? DSS noted concern about administrative burdens on the practice and DSS and that NCQA is an entirely electronic process.  DSS is interested in using funds for data collection and outcomes measurements rather than administrative tasks. DSS would need to determine verified standards for Medicaid-focused core measures. DPH noted the pediatric work group came to a similar conclusion. 
· (Slide 17 – pediatric issues) DSS raised the issue of how essential it is to have specific pediatric care processes and outcomes beyond NCQA or place more emphasis on NCQA measures applied to pediatrics. 

· Suggested that DSS explore opportunities to allow small practices to develop practice alliances to accomplish the PCMH recognition standards.  DSS agreed this may be something the ASO can facilitate. 

· Consider that some practices have a small percentage of Medicaid patients: creating different standards for Medicaid vs. the practices’ general patient population may create barriers to establishing a PCMH.  DSS replied that if the standard is solely aligned with the commercial population specific Medicaid core measures will be excluded, especially for complex care issues.  DSS believes it is important to augment the broader commercial recognition standard with Medicaid –specific measures. 
· DSS was supported in their approach that includes both process and outcomes analysis.  
(Slides 18-24) summarize the Consumer Input process through geographically dispersed representative focus groups of Medicaid, HUSKY A &B, Medicaid low income adults (MLIA) and Charter Oak clients.  Seven groups of 10-12 consumers will meet during July & August and the consultants will produce a summary and implications for PCMH planning in early September. 
Highlights of Council comments on consumer input process include:

· The MCO standardized 2010 CAHPS (consumer satisfaction survey) responses maybe informative to this process.  The three health plans agreed to share their information from their consumer focus groups as well. 

· The MCOs engaged their NEMT brokers in getting consumers to their groups and will provide assistance to the consultants for the focus groups. 

· Will the survey processes reduce barriers to member’s care? DSS said the standard consumer satisfaction surveys do not address the special issues of clients with disabilities. As part of the dual eligible initiative this needs to be addressed by the planning consultants and the Council’s Aged, Blind & Disabled Subcommittee that is working with DSS on the integrated care initiative.  

Medical Administrative Service Organization (ASO) update: 4 applications have been received ( per DSS contract unit: from Anthem Blue Cross Blue Shield, Community Health Network of CT, Iowa Foundation for Medical Care in partnership with Qualidigm and Medical Health Partnership -AmeriChoice of Connecticut, Inc.).  DSS expects the selection process to be completed in August with selection announced in August, contract developed and signed in September and start up Jan. 1, 2012.
Medicaid CT Dental Health Partnership Changes (Slides 25-32)
Dr. Donna Balaski (DSS) outlined CTDHP internal changes and those included in 2011 legislation: 
Internal:
· June 1, 2011 providers can submit prior authorization requests & digital X-rays via the CTDHP web site: www.ctdhp.com under “Provider Partners”.  Medicaid member dental service assistance can be obtained at : CTDHP call center: 866-420-2924
· The numbers of participating dental practitioners continue to increase (Slides 26-27)
(Slides 28-30) Dental Program changes 2011 legislation 
The above slides outline key changes to adult dental benefits effective July 1, 2011. Dr. Balaski noted that no adult Medicaid services have been eliminated but frequency of certain services and limitations for certain services such as comprehensive exams (goal is to promote dental home), fluoride coverage for clients that have ‘dry mouth’ or head/neck radiation, periapical X-rays (no more than 4/year) have been put into place. 
Charter Oak Health Plan (Slide 36) Changes  

Premium increases are effective 9/1/11 (see brief below from DSS)
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Charter Oak eligibility is now available only to those ineligible for CT PCIP.  DSS is seeking to reduce the CT PCIP premiums making this federally subsidized program more affordable for enrollees and reduce the State risk for Charter Oak costs.  Charter Oak enrollees cannot move to CT PCIP because Charter Oak is considered credible health insurance: there are no federal exceptions to the PCIP crowd-out requirement that the enrollee has been uninsured for 6 months.  
CT Pre-Existing Condition Plan Changes (Slide 38) PA 11-44
CTPCIP is a federally funded program operated by the CT Health Reinsurance Association under contract with the Department of Social Services, the administering state agency.  Medical benefits are coordinated through the United Healthcare provider network. To be eligible an individual must be uninsured for 6 months per Federal eligibility requirements and show evidence of a pre-existing condition.  DSS is seeking federal approval to implement a single ‘flat’ premium rate irrespective of client age, expected to be implemented by 9-1-11.  For updated information (August);  www.ct.gov/dss  - click on CT PCIP under ‘latest news”.  (Addendum: PCIP CMS webinar Aug. 9 notice was sent to Council by Susan McGuire - DSS) 
Highlights of Council comments on the above program changes included:
· Sen. Prague said that even with the elimination of the annual maximum coverage limit, the increased premiums and elimination of state subsidies for low income enrollees makes Charter Oak unaffordable for many that are currently uninsured or enrolled in Charter Oak.  

· Concern that when Charter Oak is unaffordable, a member may drop out, but this leaves them little affordable health coverage choices, especially if they have a pre-existing condition. The enrollment broker does assess the applicant for potential coverage eligibility for other Medicaid programs, including Medicaid spend down. 
· DSS was asked to provide, at the September meeting, enrollment numbers for each of the above programs, shifts in enrollment since July 1, 2011 and identify other coverage options for previously eligible Charter Oak applicants. 

Other updates in the handout can be viewed: lack of meeting time to present at the Council meeting. 
· Slides 40-43: HUSKY B Band 2 premium reductions and refunds (slides 45-46)
· Slides 47-52: PCCM program updates 1) Putnam area expansion enrollment effective July 1, 2011, 2) Torrington expansion provider enrollment in PCCM under way. 
· Slide 54: Effective July 1, 2011 limitation on adult Medicaid vision coverage to one eyeglass replacement every 2 years with only exception of change in condition.
· Slides 55-56: Effective July 1, 2011:  change in Obstetrical fees – 1) all Vaginal Birth after Cesarean (VBAC) payable at higher OB rate, 2) uniform alignment of OB rates for all delivery codes to a consistent 150% of 2007 Medicare rate (previous OB rate ranged between 166% -180% of Medicare fee). 
· Slide 57: Effective July 1, 2011: reduction in pharmacy reimbursement 1) brand name reduced to average wholesale price minus 16%, 2) generic reduced to AWP minus 72%, 3) $2 reduction in pharmacy dispensing fee. 
· Slide 58: Tobacco cessation coverage 1) for all Medicaid recipients effective Jan. 1, 2011 2) DSS expects a July decision on their Medicaid Incentive grant application that focuses on tobacco cessation in PCMH and OBGYN settings.
· Slide 59: Other initiatives include:
· New coverage for individuals with TB: Oct. 1, 2011
· Family Planning: Oct. 1, 2011
· Podiatry Services: Oct. 1, 2011
· 1915(i) coverage for state funded home care for elders program date TBA
· Final slide:  Provider enrollment related to ACA requirements; DSS in process of change.  
Results of 2008 Survey of Physician Participation in Public Programs: CT Health Policy Project – 
Ellen Andrews & Selina Tirtajana, MPH (click link below to view full report)
http://www.cthealthpolicy.org/pdfs/201105_fixing_medicaid.pdf. 
Meeting handout: 
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Ellen Andrews and Selina Tirtajana reviewed the 2008 survey of physician participation in the Medicaid.  The survey results showed:
· ~ Half of CT MDs take new HUSKY/Medicaid patients. In 2008 1/3 to 43% accept new SAGA (now MLIA) patients.  Similar participation rates for primary care and specialists.

· PCP providers were more likely to accept HUSKY enrollees

· Specialist were more likely to accept Medicaid enrollees

· Rate increases appear not to impact participation or retention of providers.

· Practice managers survey results showed that inadequate rates as the highest reported barrier, 43% were aware of rate increases but report minimal impact.
Themes emerged from the provider perspective that led to the authors’ suggestions for DSS to consider:

· Thoughtful rate setting, transparent process and timely payments

· Standardize rules and processes applied consistently to providers. 

· Establish and maintain open lines of communication with providers

· Consult providers in Medicaid policy development/changes; develop a partnership relationship with the provider community.  

· Provide Medicaid members education on ‘how their health system works’.

Sen. Prague thanked the presenters for their report: Council Subcommittees could address the issues raised in the survey responses.  
HUSKY & Charter Oak Enrollment report:
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Sen. Prague asked for a moment of silence to honor Thomas Sheridan, Senate Clerk, who recently died.
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Via Email:  Mark.Schaefer@ct.gov 





July 13, 2011



Mark Schaefer, PhD

Director of Medical Care Administration

Department of Social Services

25 Sigourney Street, 11th Floor

Hartford, CT 06106



Re:  Alignment of EPSDT requirements and NCQA Patient-Centered Medical Home Standards



Dear Dr. Schaefer:



As you requested at last Friday’s meeting of the Medicaid Care Management Oversight Council, we have reviewed the 2011 National Committee on Quality Assurance (NCQA) standards for patient-centered medical homes (PCMH).  We are submitting for your consideration comments and recommendations for aligning these standards with federal requirements under the Early and Periodic Screening, Diagnostic and Treatment (EPSDT) program.[footnoteRef:2] [2:  EPSDT mandates are  codified at 42 USC Secs. 1396a(a)(10)(A), 1396(a)(43), 1396d(a)(4)(B),  1396d(r). ] 




We would like to begin by commending the Department for moving aggressively, and we believe effectively, toward ensuring that all persons in the Medicaid program have access to timely coordinated health care, with high quality treatment and support for their individual health care needs.  The process has been open to key stakeholders and respectful of the expertise that they offer as the medical home initiative develops.  A robust network of medical home and health home options, supported by electronic information systems, quality improvement initiatives and performance evaluation, will go a long way toward improving health care for so many Connecticut residents who depend on Medicaid.  As the health care delivery system gets better, the benefits will accrue to individuals and to society in terms of reduced costs and improved overall health.



We believe that the PCMH standards can be enhanced to better serve the 300,000 children and youth in Connecticut’s Medicaid program.  The following comments and recommendations for better aligning PCMH with EPSDT are organized around the key components of the EPSDT program.



Informing and Outreach



Under EPSDT, the State of Connecticut has an affirmative obligation to ensure that children receive needed care.   Thus, the state (or its designee) must provide or arrange for EPSDT services. Under federal law, states must use a combination of written and oral methods to effectively inform eligible individuals about the benefits of preventive health care and the services available at no cost through EPSDT.  Additionally, the state must offer assistance with transportation and appointment scheduling prior to the time when periodic examinations are due.  Outreach and informing will help to establish families’ expectations for care and encourage utilization of the full scope of EPSDT benefits available to children in Medicaid.  



The PCMH standards do not entirely address this key component of EPSDT.  Outreach and informing should occur soon after Medicaid eligibility has been determined, perhaps prior to enrollment with a medical home, and at regular intervals thereafter.   PCMH standards require that practices inform enrolled patients and families about the role of the medical home (Element 1.E), but this requirement does not ensure that families are more generally informed about the importance of preventive care and the scope of their children’s coverage in the Medicaid program.  PCMH standards require that practices proactively remind families of preventive care services (e.g., well-child visits, pediatric screenings, immunizations) and follow-up with those who have not been seen recently (Element 2.D).    The practice is responsible for informing families that it will coordinate patient care across multiple settings (Element 1.E.).  Under EPSDT, practices must specifically offer assistance with scheduling transportation and appointments, including appointments with other health care providers.



Recommendation:  Define the informing and outreach requirements for medical homes, consistent with EPSDT, so that practices inform families about the availability of services (not just those available through the medical home), reach out to families whose children are due for care, and assist families whose children are in need of additional services or assistance.



Screening



Timely screening examinations are the foundation of the EPSDT program.  Medical screens must include 1) a comprehensive health and developmental history for both physical and mental health; 2) a comprehensive unclothed physical examination; 3) age-appropriate immunizations; 4) age- and risk-appropriate laboratory tests, including lead screening at 12 and 24 months of age; and 5) age-appropriate health education and anticipatory guidance.    Vision and hearing screens are key components of the EPSDT screening examination.  Nutritional assessment is also considered an essential service.  The EPSDT program requires dental services for maintenance of oral health and relief of pain and treatment of infection.  Timely screening exams must be offered at pre-determined, state-established intervals that meet the standards of pediatric medical and dental care specialists.  “Interperiodic screens” must be available for addressing acute care needs and health concerns that arise between comprehensive screening exams.  



The PCMH standards require that the practice conducts and documents comprehensive health assessments, including “age- and gender-appropriate immunizations and screenings” (Element 2.C).  The components of the screening and the intervals at which the screenings are delivered are not specified by NCQA, but adherence to professional guidelines is recommended.  Under EPSDT, the state must adopt a periodicity schedule based on professional guidelines, such as the American Academy of Pediatrics “Bright Futures: Guidelines for Health Supervision of Infants, Children, and Adolescents” and immunization recommendations from the Centers for Disease Control and Prevention’s Advisory Committee on Immunization Practices.   



The PCMH standards call for “coordinating patient care across multiple settings” (Element 1.E).  For all children and adolescents, oral health assessment and referral to dental care providers are key components of pediatric care and are required under EPSDT.  Children should be screened at intervals recommended by dental care professionals.  The American Academy of Pediatrics has issued guidelines for oral health supervision by primary care providers (“Bright Futures in Practice:  Oral Health”), to be delivered in the context of regularly scheduled health supervision visits.   Medical home providers have an important role in educating and screening children to ensure that they are receiving the oral health care they need.  



Recommendation:  Supplement PCMH standards and requirements with professional guidelines for timely, comprehensive preventive care, including oral health assessment and referral for dental care, consistent with EPSDT requirements for adoption of a periodicity schedule.  



Diagnostic and Treatment Services

 

Under EPSDT, covered services must include all mandatory and optional services that the state can cover under Medicaid, whether or not the services are covered for adults.   The standards for timely covered services require that coverage must be based on the needs of the individual child if the service is “necessary…to correct or ameliorate defects and physical and mental illnesses and conditions,” without arbitrary limits to the amount, scope or duration of services.  Under EPSDT, states can require prior authorization (as long as the process does not delay the delivery of needed care), place tentative limits on services (so long as there is a process for exceeding the limit when needed), require that services be provided most economically (as long as the less costly treatment is effective and does not unduly delay care), and exclude unsafe or experimental treatment.  Children with special needs are entitled to health and rehabilitative services that address chronic needs, disabilities, and mental health problems.  They are entitled to case management services that facilitate access to needed medical, social, educational and other services.   EPSDT ensures coverage for services that are not generally considered medical in nature if the service is medically necessary for a disabled child.   An example of this benefit is coverage for diapers for an older child with a medical condition that causes incontinence.  



The PCMH standards do not ensure that participating medical home providers necessarily know about EPSDT coverage for all medically necessary care for children in Medicaid.  Effective delivery of children’s health services in the Medicaid program depends in large part on the provider’s understanding of the needs of socially disadvantaged children and the breadth of services available to them in the Medicaid program.  



Recommendation:  Supplement PCMH standards with ongoing provider education and support for their advocacy on behalf of individual children who need special services.



    




Thank you in advance for your consideration of our comments and recommendations.  



Very truly yours,  				
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Mary Alice Lee, PhD			Sharon D. Langer , MEd , JD

Senior Policy Fellow			Senior Policy Fellow		

 (
33 Whitney Avenue • New Haven, CT 06510 • Phone 203-498-4240 • Fax 203-498-4242
Web Site: www.ctkidslink.org
53 Oak Street, Suite 15 • Hartford, CT 06106 • Phone 860-548-1661 • Fax 860-548-1783
E-mail: voices@ctkidslink.org
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HUSKY A

Enrollment Growth by Month

(Previous 15 Months)



*

		There was a 3,849 or a 0.97% net decrease in HUSKY A enrollments over the previous month. 











HUSKY A

Under 19-Year-Olds

Enrollment Growth by Month

(Previous 15 Months)



*

		There was a 314 or a 0.1% increase HUSKY A Under Age 19 enrollments over the previous month.











HUSKY A

Adults

Enrollment Growth by Month

(Previous 15 Months)



*

		There was a 4,163 or 3% decrease 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
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Application Worksheet


			D -TRACK


						Jan-11			Feb-11			Mar-11			Apr-11			May-11			Jun-11			Jul-11			Aug-11			Sep-11			Oct-11			Nov-11			Dec-11


			Pending - BOM			0			0			1			0			0			- 0


			Received			117			102			103			129			176			147


			Processed			117			101			104			129			176			147


			Pending - EOM			0			1			0			0			0			- 0


			F-TRACK


						Jan-11			Feb-11			Mar-11			Apr-11			May-11			Jun-11			Jul-11			Aug-11			Sep-11			Oct-11			Nov-11			Dec-11


			Pending - BOM			1637			1490			1655			1732			1859			1,720


			Received			6338			6294			7955			6797			6924			6,459


			Processed			6485			6129			7878			6670			7063			6,483


			Pending - EOM			1490			1655			1732			1859			1720			1,696


			P-TRACK


						Jan-11			Feb-11			Mar-11			Apr-11			May-11			Jun-11			Jul-11			Aug-11			Sep-11			Oct-11			Nov-11			Dec-11


			Pending - BOM			203			234			215			207			254			234


			Received			1015			975			1206			1060			1054			1,100


			Processed			984			994			1214			1013			1074			1,092


			Pending - EOM			234			215			207			254			234			242


			TOTAL HUSKY APPLICATION DATA


						Jan-11			Feb-11			Mar-11			Apr-11			May-11			Jun-11			Jul-11			Aug-11			Sep-11			Oct-11			Nov-11			Dec-11


			Pending - BOM			1,840			1,724			1,871			1,939			2,113			1,954			- 0			- 0			- 0			- 0			- 0			- 0


			Received			7,470			7,371			9,264			7,986			8,154			7,706			- 0			- 0			- 0			- 0			- 0			- 0


			Processed			7,586			7,224			9,196			7,812			8,313			7,722			- 0			- 0			- 0			- 0			- 0			- 0


			Pending - EOM			1,724			1,871			1,939			2,113			1,954			1,938			- 0			- 0			- 0			- 0			- 0			- 0


			TOTAL PERCENT CHANGE


						Jan-11			Feb-11			Mar-11			Apr-11			May-11			Jun-11			Jul-11			Aug-11			Sep-11			Oct-11			Nov-11			Dec-11


			Pending - BOM			0%			-6%			9%			4%			9%			-8%			-100%			0%			0%			0%			0%			0%


			Received			0%			-1%			26%			-14%			2%			-5%			-100%			0%			0%			0%			0%			0%


			Processed			0%			-5%			27%			-15%			6%			-7%			-100%			0%			0%			0%			0%			0%


			Pending - EOM			0%			9%			4%			9%			-8%			-1%			-100%			0%			0%			0%			0%			0%
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June 2011











HUSKY B

Enrollment Growth by Month

(Previous 15 Months)



*

		There was a 129 or a 0.8% increase in HUSKY B enrollments over the previous month. 











HUSKY PLUS Enrollment

(Previous 15 Months)



*

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











Charter Oak

 Enrollment Growth By Month



*

		There was a 281 or 3% increase in Charter Oak enrollments over the previous month.  











HUSKY

(Only Children Applying)

Applications Received

New and Renewal



*

		There was a 27 or 1.8% decrease in New and Renewal applications over the previous month.













HUSKY/Charter Oak

(Both Children and Adults Applying)

Applications Received

New and Renewal



*

		There was a 123 or 4.9% increase in New and Renewal applications over the previous month.











Charter Oak

(Only Adults Applying) 

Applications Received

New and Renewal



*

		There was a 45 or a 1.7% 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 1.5% decrease in referrals of renewal applications.











HUSKY B Only

Applications Denied or Closed

(Does not include Closed Renewals Eligible for HUSKY A)



*

		There was a 42 or 11.5% increase in HUSKY B applications denied or closed over the previous month.













HUSKY B/Charter Oak 

Applications Denied or Closed



*

		There was a 19 or a 1.7% increase in HUSKY B/Charter Oak applications denied or closed over the previous month.  











Charter Oak 

Applications Denied or Closed



*

		There was 4 or a 0.6% decrease in Charter Oak applications denied or closed over the previous month.  











HUSKY B Only

Applications Pending at End of Month



*

		There was a 8 or 1.4% increase in HUSKY B applications pending over the previous month.











HUSKY B/Charter Oak 

Applications Pending at End of Month



*

		There was a 142 or 14.7% 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 140 or a 11.8% increase in Charter Oak assistance units pending over the previous month.











Did Not Reapply at Renewal

by Application Type

570

435

503

462

612

539

491
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491

622

522

560

261

319



*

		There was a 58 or 22.2% increase in the number of renewal applications Closed for not reapplying from previous month.











HUSKY A 

Gross Plan Changes By Reason



*











HUSKY A

Default Enrollments



*











HUSKY B Program

 Disenrolled - Failure to Pay Premium 

(Last 15 Months)



		There was 119 or 45% increase in the number of children disenrolled due to failure to pay premiums.



*









Charter Oak Program

 Disenrolled - Failure to Pay Premium



		There was a 395 or 48.5% increase in the number of individuals disenrolled for failure to pay premiums.



*









HUSKY A Count of Enrollees By County By Plan

As of 07/01/2011







HUSKY B Count of Enrollees By County By Plan

As of 07/01/2011



*













HUSKY B Enrollment By Plan By Band

As of 07/01/2011









Charter Oak Enrollment By County By Plan

As of 07/01/2011









Charter Oak Enrollment By Plan By Band

As of 07/01/2011









Charter Oak

Age by Premium Band

As of 07/01/2011



	19-30 Years	31-40 Years	41-50 Years	51-64 Years	Total	

Band 1	239	121	305	1,338	2,003	

Band 2	56	32	111	533	732	

Band 3	39	108	245	648	1,040	

Band 4	23	77	216	576	892	

Band 5	24	60	130	688	902	

Band A	61	34	98	434	627	

Band B	35	25	63	296	419	

Band C	51	107	240	496	894	

Band D	38	125	252	561	976	

Band E	57	125	228	832	1,242	

Total	623	814	1,888	6,402	9,727	









Connecticut Pre- Existing Condition Insurance Plan (CT PCIP)

		CT PCIP Application Activity

		5,300+ HUSKY/COAK/LIA/PCIP applications reviewed by ACS in May

		1,471 individuals qualified for HUSKY B Band 3, Charter Oak or CT PCIP

		All 1,471 screened for CT PCIP

		141 (10%) eligible for CT PCIP

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

		Remaining 108 may enroll with Charter Oak or HB Band 3

		Interest in the CT PCIP to date

		1200+ calls received by ACS inquiring about the program

		Over 11,800 hits to the website









Connecticut Pre – Existing Condition Insurance Plan (CT PCIP)

		Month		Eligible Individuals		New Enrollees by  month		Undecided or Chose CO or HB B3 

		April & Prior		1164		60		1105

		May		116		20		105

		June		141  		17   		123

		July		12

		Total		1421		109		1333





























*











ACS Office Hours







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

1-800-656-6684





AmeriChoice by


Community 


Disenrollment Reasons


Aetna Better Health


United Healthcare


Health Network


Total


%


PCP not in plan


17


15


13


45


41.30%


Other (disenrollment)


5


7


12


24


22.00%


No Reason Given


10


1


5


16


14.70%


Specialist not in plan


4


3


0


8


7.30%


Hospital/clinic not participating in plan


6


0


0


6


5.50%


Client chose after auto default started


0


5


0


5


4.60%


Dissatisfaction with plan


0


3


1


4


3.70%


Problem with plan's transportation


0


1


0


1


0.90%


Total


109


100.00%
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Band 2 (235%-300%)


Band 3 (Over 300%)


1,818


1,459


1,395


1,516


1,493


1,436


1,270


1,360


1,315


1,416


1,303


1,080


1,184
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489
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0
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2,000


Closed


509


565


535


489
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19-30 Years


31-40 Years


41-50 Years


51-64 Years


Total


Band 1


239


121


305


1,338


2,003


Band 2


56


32


111


533


732


Band 3


39


108


245


648


1,040


Band 4


23


77


216


576


892


Band 5


24


60


130


688


902


Band A


61


34


98


434


627


Band B


35


25


63


296


419


Band C


51


107


240


496


894


Band D


38


125


252


561


976


Band E


57


125


228


832


1,242


Total


623


814


1,888


6,402


9,727


Aetna


AmeriChoice by


Community


County


Better Health


United Healthcare


Health Network


Total


Fairfield


1,324


731


1,895


3,950


Hartford


1,393


297


2,146


3,836


Litchfield


428


72


717


1,217


Middlesex


213


27


398


638


New Haven


1,046


279


2,267


3,592


New London


263


107


652


1,022


Tolland


254


62


269


585


Windham


175


40


345


560


Total


5,096


1,615


8,689


15,400
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286
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130


152


230


248


158
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167


315


379
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119
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237
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264


216


177


161


260
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Band 1 (0-150%)


Band 2 (150%-185%)


Band 3 (185%-235%)


Band 4 (235%-300%)


Band 5 (Over 300%)


2,229


2,110


1,989


2,033


1,844


2,033


1,770


1,821


1,865


2,073


2,678
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349
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309
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232


177
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245


257
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156


198


177


563


594
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470


553


459


491
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645


679
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464


555
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Dec-10


Jan-11
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Mar-11


Apr-11
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Jun-11


Renewal Applications Pending at


End of Month


New Applications Pending at End of


Month


374,727


378,571


379,171


381,170


383,897


385,300


387,235


388,765


391,054


391,894


392,000


394,623


396,960


393,111


393,214


280,000


290,000


300,000


310,000


320,000


330,000


340,000


350,000
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Dec-10
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Mar-11


Apr-11


May-11


Jun-11


Jul-11


Aetna


AmeriChoice by


Community 


County


Better Health


United Healthcare


Health Network


PCCM


Total


Fairfield


21,634


15,797


48,942


0


86,373


Hartford


28,626


14,089


68,609


97


111,421


Litchfield


4,732


1,200


10,059


6


15,997


Middlesex


3,263


940


7,528


0


11,731


New Haven


24,052


10,958


76,983


396


112,389


New London


4,954


3,814


20,709


0


29,477


Tolland


3,012


1,383


5,125


15


9,535


Windham


3,379


2,047


10,721


41


16,188


Total


93,652


50,228


248,676


555


393,111
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7,000
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Applications (in thousands)
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HUSKY A - Application Activity
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BOM
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Processed
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303


220
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Premium Band               Definition


01                                 From 185% up to 235% of FPL


02                                 From 235% up to 300% of FPL


03                                 Over 300% of FPL


New 


Renewal


Total


New 


Renewal


Total


New 


Renewal


Total


New 


Renewal


Total


Pending At Start of Period


177


79


256


584


75


659
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57


702


1,406


211


1,617


New During Period (+)
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1,436


2,001
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2,645


4,832


1,919


6,751


Resolved During Period (-)
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531
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2,203
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5,282


Pending at End of Period
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146
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2,995
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HUSKY/Charter Oak
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Premium Band


Definition


01 & A


Less Than 0 up to 150%


02 & B


Over 150% to 185%


03 & C


Over 185% up to 235%


04 & D


Over 235% up to 300%


05 & E


Over 300%


8,147
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1,926


       


 


23.6%


Mandatory Choice Rate


76.4%
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          Total Default Enrollments
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1,092


1,009
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2,003


732
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8,689
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8,017


5,720


1,663
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Fixing Medicaid: 

Improving provider participation in CT’s program
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Medicaid challenges

One in six state residents

35% of ER visits but only 13% of population

Challenges finding a provider

Provider participation is voluntary

Nationally, provider participation has decreased over last decade

Adult primary care most severe shortage

ACA expands CT Medicaid by 140,000 in 2014, mainly adults
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GAO report

Nationally, 79% of physicians accept all new privately insured children but only 47% for new Medicaid child patients

Nonparticipating physicians most commonly cite administrative issues as barriers

Report great difficulty in referring children to specialists – 84% for Medicaid, 26% for privately insured children
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CT Medicaid rates 

Lower than private pay

More generous than most states

44% over US average

99% of Medicare average

Little evidence nationally that rate increases improve access to care, especially for more generous states like CT

10% increase in rates resulted in only 2.1% increase in primary care provider Medicaid acceptance rates
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 Evidence of other barriers

2000 CT pediatrician survey found rates most cited, quickly followed by missed appointments, unpredictable payments, etc. 

National evidence that payment delays can offset benefit of higher rates in provider participation rates

In 2008 CT Medicaid averaged 73.6 days to pay, commercial averaged 36.4 days

States with lower reimbursement rates than CT have higher participation rates

State Access programs find it is much easier to recruit physicians to volunteer and serve uninsured without any pay than to take Medicaid
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This study

$54.6 m rate increases, FFS, HUSKY and SAGA

Effective Jan. 2008 but implemented over months

Not evenly applied across categories

Favored longer visits

No increase for pediatric general preventive care – already higher

Assess impact of rate increases on participation

Identify other barriers

Identify solutions from other states

Recommendations
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Methods

Random phone survey of 850 CT MDs, CSMS membership list

June/July 2007, 2008, 2009

Response rate across all three years 71.4%

Detailed mail/online surveys to CT Practice Managers Association membership list

Response rate 26%

Online survey of CT community health center clinicians

Three focus groups – physicians, practice managers, CHC financial officers

Interviews key stakeholders -- provider groups, practice management consultants, Medicaid agencies – CT and 40 other states
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Results

About half of CT physicians take new HUSKY and/or Medicaid, One third to 43% accept new SAGA patients

No impact of rate increases – either participation or retention

Not large differences between primary care and specialist participation rates

Primary care docs more likely to take HUSKY, specialists more likely to take Medicaid

Low retention rate in HUSKY, Medicaid, better in SAGA
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All physician participation rate
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HUSKY	2007	2008	2009	0.5840000000000003	0.51700000000000002	0.54300000000000004	Medicaid	2007	2008	2009	0.5880000000000003	0.55700000000000005	0.57199999999999995	SAGA	2007	2008	2009	0.39800000000000085	0.33200000000000085	0.43400000000000061	Participation correlation between years, all physicians
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07 - '08	08 - '09	07 - '08	08 - '09	07 - '08	08 - '09	HUSKY	Medicaid	SAGA 	0.59499999999999997	0.58799999999999997	0.60300000000000065	0.57900000000000063	0.61700000000000121	0.62900000000000134	

Practice manager survey

Inadequate rates highest reported barrier by far

Then very diverse issues

One in three participants not sure if they will be participating in five years

11% either definitely or likely won’t be

More problems reported with Medicaid, followed by HUSKY, then SAGA

43% were aware of rate increases but reported minimal impact

24% reported no impact

17% reported very positive impact

17% did not notice the increases
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Focus groups

Physicians and practice managers very tense, angry

Disrespect

Unclear communications

Need transparency in policies, rates

Suspicion that rules are not applied fairly

“You would think they don’t want doctors to join Medicaid.”

CHC group very different experience

Organized, staff to facilitate problems, share with group

Large volume of patients

Personal relationships over years

Higher rates

Lawsuits
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Themes 

Thoughtful rate setting, timely payment

Poor communications

Antagonistic, not treated with respect, not valued

Unclear, conflicting information

Won’t commit to writing

Need to standardize rules and processes

Apply evenly to all providers

Better patient information materials needed

More difficult patients

Feel they are not consulted or considered in policymaking

Not given explanations, reasons, goals of policy changes
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Other states

Emphasis on responsiveness – “Very open lines of communication”

Listen and follow through critical

Regular meetings at convenient locations/times

Make it easy to get paid, timely payments
Make it easy to get answers

Clear policies, accessible, in writing/online

Patient materials available to providers

Critical that agency admit what doesn’t work and fix it

Transparent policymaking process

Solicit and  incorporate provider input

Culture of partnership 
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Recommendations

Reorient agency attitudes toward providers

Redesign systems from provider perspective

Overhaul communications

Fair, transparent compensation models

Patient education
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For more information



Full report

http://www.cthealthpolicy.org/pdfs/201105_fixing_medicaid.pdf



More information

www.cthealthpolicy.org



Questions

andrews@cthealthpolicy.org 
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\g Medi

Improving provider participation in
CT’s program





_1375015436.pdf


Benefit package includes:


Preventive care office visits (i.e., annual physical): 100% covered;


Primary care office visits with $25 co-pay;


Specialist office visits with $35 co-pay;


Ambulance: 100% covered in emergencies;


Emergency room: $100 co-pay (waived if emergency);


Prescription medication: generic:$10, brand: $35;


Durable medical equipment: no co-pay;


Behavioral Health outpatient visits: $25 - $35 co-pay;


Behavioral Health inpatient: 10% co-insurance after deductible met


Outpatient rehab.: $35 co-pay, 30 visits per year;


Maternity: pre- and post-natal care, 100% covered;


Outpatient surgical:  co-insurance payment by enrollee applies but
Charter Oak will cover at least 80%, after deductible met;


Outpatient Lab and Radiology: co-insurance payment by enrollee
applies but Charter Oak will cover at least 80%, after deductible met;


Inpatient hospital: co-insurance payment by enrollee applies but
Charter Oak will cover at least 90%, after deductible met;


Inpatient rehab./skilled nursing facility: 14 days/year: co-insurance
payment by enrollee applies but Charter Oak will cover at least
80%, after deductible met;


Total lifetime benefit: $1 million


Charter Oak covers pre-existing medical conditions and currenly
offers a choice of the following health plans:


 Aetna Better Health


 AmeriChoice by Unitedhealthcare


 Community Health Network of Connecticut


www.charteroakhealthplan.com


1-877-77-CTOAK
(1-877-772-8625)


Health Coverage for Uninsured Adults of All Incomes
This information effective September 1, 2011


*Deductible needs to be met before co-insurance applies


• You can download the application from www.charteroakhealthplan.com
or call 1-877-77-CTOAK (1-877-772-8625).


• Send the completed and signed application to our customer service center at the PO Box
listed on the application.


• You’ll be notified by mail of your deductible cost estimate, along with an enrollment form to
join one of three Charter Oak health plans. We may also ask you some follow-up questions.


• You may be notified of other coverage you qualify for. If you qualify for the Connecticut
Pre-Existing Condition Insurance Plan, you will not be eligible for Charter Oak.


• Insurance coverage will begin on the 1st of a month, depending on the timeframe of application
filing, processing, and health plan selection by the applicant.  You will receive written
confirmation of your start date.


• Customer service and support is available at 1-877-77-CTOAK (1-877-772-8625),
Monday – Friday, 8:30 a.m. to 5 p.m.


• By statute, Charter Oak enrollees cannot have been covered by health insurance during the
past six months.  However, applicants can request an exception to this waiting period for such
factors as job loss, financial hardship or loss of HUSKY Plan eligibility due to age or income.
Our customer service representatives will provide details on requesting an exception.


Applying for Charter Oak


Charter Oak Health Plan Yearly Income Guidelines & Expense Chart 


Family Size Charter Oak 
Yearly 


Deductible* 


Charter Oak 
Yearly  


Co-Insurance 


Charter 
Oak 


Monthly 
Premium 1 2 3 4 5 6 


Under 
$16,335 


Under 
$22,065 


Under 
$27,795 


Under 
$33,525 


Under 
$39,255 


Under 
$44,985 


$150 Ind.; 
$300 Family  
max. 


$150 Ind.; 
$300 Family  
max. 


$446  
Monthly 
Premium 


 
Per 


Individual 
  
  


  
 


$16,335 -
$20,147 


$22,065 -
$27,214 


$27,795 -
$34,281 


$33,525 -
$41,348 


$39,255 -
$48,415 


$44,985 -
$55,482 


$200 Ind.; 
$350 Family  
max. 


$200 Ind.; 
$350 Family 
max.   


$20,148-
$25,592 


$27,215 -
$34,569 


$34,282 -
$43,546 


$41,349 -
$52,523 


$48,416 -
$61,500 


$55,483 -
$70,476 


$400 Ind.; 
$600 Family  
max. 


$400 Ind.; 
$600 Family 
max.   


$25,593 -
$32,670 


$34,570 -
$44,130 


$43,547 -
$55,590 


$52,524 -
$67,050 


$61,501 -
$78,510 


$70,478 -
$89,970 


$750 Ind.; 
$1400 
Family 
max. 


$750 Ind.; 
$1400 Family 
max. 


Over 
$32,670 


Over 
$44,130 


Over 
$55,590 


Over 
$67,050 


Over 
$78,510 


Over 
$89,970 


$900 Ind.; 
$1750 
Family 
max. 


$900 Ind.; 
$1750 Family 
max. 
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Presentation to the Medical Assistance Program Oversight Council

July 8th, 2011
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Person-Centered Medical Home (PCMH) Stakeholder Input Process and Update



*











PCMH Stakeholder Input Process

		Very broad input from stakeholders:

		MCMOC/MAPOC

		Consumers (with involvement from advocates, community-based organizations, providers and MCOs)

		PCCM Sub-committee

		PCMH Provider Advisory Workgroup

		PCMH Pediatric Workgroup

		Other interested parties

		DSS synthesizes input and ultimately drives policy, program and reimbursement







*









Stakeholder Input On Key Topics

		Underway…

		Standards for Recognition

		Glide Path

		Special issues (e.g. pediatric practice)

		Provider Survey

		Consumer Input/Focus Groups

		Planned…

		Required provider supports

		Enrollment/Attribution (just starting)

		Reimbursement (just starting)







*









PCMH Standards Update



*











PCMH Standards Need to Be …

		Person-centered

		Data-driven

		Multi-payer compatible

		Easy to administer

		Outcomes-oriented 

		high-risk individuals 

		Structure, process and outcomes







*









NCQA PCMH Standards Strengths

		Addresses elements noted desired by the PCMH Standards Sub-committee

		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

		Application fee has come down significantly







*









NCQA PCMH Standards Limitations



		Need to balance structure and outcomes

		Costly for smaller practices (which may) lack resources 

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

		Need to ensure that client-specific issues and needs can be addressed

		Some FQHCs have TJC (with PCMH add-on as an option)



		







*











PCMH Standards “Straw Man”



		Propose NCQA  Level 2 PCMH Certification 

		2008 for those already certified

		2011 going forward

		Areas of focus for Medicaid through P4P

		But not within the certification process

		The Joint Commission w/ PCMH add-on under review and consideration

		







*









PCMH Standards: “Straw Man” Proposal (cont)

		Recognition Process and Monitoring

		NCQA Level 2 would represent a significant “lift” for providers to achieve

		Provider Advisory Council and sub-workgroups suggest that DSS not utilize:

		Submission of documentation (NCQA is all electronic in any case)

		Site visits or ongoing audits

		Utilize outcomes data to monitor PCMH 

		ASO role in reviewing ongoing progress TBD







*









PCMH Standards: “Straw Man” Proposed Glide Path Approach

		Allow practices a Glide Path of 9-15 months to achieve full NCQA recognition 

		Partial payment once a practice is on the Glide Path based on:

		Demonstrated clear commitment to PCMH standards

		Work plan, milestones and a time line

		Agreement to meet milestones or lose payment going forward







*









The Joint Commission (TJC) PCMH Approach to Recognition

		New July 1, 2011

		TJC PCMH standards are part of the on-site accreditation process as an add-on including 57 PCMH questions

		Only available to 8 Federally Qualified Health Centers (FQHC’s) that are already TJC accredited; 4 prefer JCAHO to NCQA but all would be “willing” to seek NCQA according to CHCACT

		The Bureau of Primary Care pays for TJC or NCQA recognition for FQHCs

		Also affects hospital-based ambulatory sites (not surveyed)
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High-level Comparison of NCQA and TJC’s PCMH Standards

TJC standards most significantly vary from NCQA at a high level: 

		TJC does not require an EHR 

		Affects providers’ ability to manage chronic conditions and easily collect data on outcomes

		TJC and NCQA take a different approach to gathering information on patients

		TJC is more focused on patient safety while NCQA is more focused on medical management of high-risk consumers

		Described by one stakeholder as the “vessel”  (TJC) as compared to what is inside of it
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High-level Comparison of NCQA and TJC’s PCMH Standards (cont)

		DSS will meet with TJC on July 15th to review a “crosswalk” to NCQA

		Considerations identified to date

		Ensure quality and access based on ability to meet standards

		Payment based on qualifications and effort

		Ease and cost of administration to the State and “bang for the buck” (e.g. how many practices are affected?)
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High-level Comparison of NCQA and TJC’s PCMH Standards (cont)

		TJC goes on-site; NCQA is electronic

		TJC recognizes by organizations as a whole; NCQA recognizes by site

		Standards themselves differ; TJC believes they are “less  prescriptive” with different ways to come into compliance; NCQA is more “detail-oriented”

		NCQA requires 25%, 50%.....JCAHO is frequency-based (e.g. 3/5 records indicate…)
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Standards: Comments?

		Use of NCQA?

		Glide path?

		How much time?

		What should be required?

		Payment on Glide Path?

		Use of the recognition process and outcomes data (with stakeholder input on desired outcomes)?

		Use of TJC Standards?
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Pediatric Practice Issues

		Standards are more adult oriented and disease oriented

		Who is the “patient” and how does PCMH relate to families

		More to follow (meeting on 7/13 and again on 7/19)

		General issues for “smaller” practices

		Not all practices are familiar with PCMH or NCQA Standards

		Provider education re: PCMH and standards???

		Costs of operating as a PCMH are a concern (for many “small” practices – not just pediatrics)

		Certification fees

		Costs associated with developing PCMH capabilities (e.g. Electronic Health Record)

		Resources required to conduct care coordination
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Consumer Focus Group Update 



*











PCMH Consumer Focus Groups

		Goal is to obtain unbiased input to inform the development of a truly “Person-Centered” Medical Home

		Development process includes:

		Community Health Center Association of CT

		DPH

		Mothers for Justice

		Community-based groups

		Numerous advocates and other participants
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PCMH Consumer Focus Groups (cont.)

		Plans to recruit and run include:

		Medicaid/Title XIX, HUSKY A & B, Charter Oak and MLIA consumers

		Multiple groups including: adolescents; individuals with disabilities; pregnant women and mothers of newborns; children with special health care needs; general population

		Geographically dispersed

		One group run in Spanish with a translator
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PCMH Consumer Focus Groups (cont.)

		Plans to recruit seven groups of 10-12 consumers include:

		Involvement of community-based organizations in collaboration with DSS stakeholders 

		Written and telephonic outreach and follow-up to confirm (an over-sampling) of participants

		Consumer incentives to participate ($20 gift certificate, refreshments, reimbursement for transportation and child care)
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PCMH Consumer Focus Groups (cont.)

		Sample topics for input include:

		Current patterns of use

		Presence of a usual source of care 

		Current and desired experience of care

		Follow-up after appointments

		Sense that staff at your doctor “know” you

		Sense of understanding and respect for background and culture
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PCMH Consumer Focus Groups (cont.)

		Groups will run in late July and August

		Facilitator and note taker will be present

		Plans to audiotape the sessions

		Will produce a summary of each meeting and implications for PCMH planning and development early in September
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PCMH Consumer Focus Groups (cont.)

		Comments? Suggestions?







*









Changes to the CT Dental Health Partnership

















Participating Dental Practitioners

as of June 30, 2011



*















Participating Dental Service Locations

as of June 30, 2011



*











Changes to the CT Dental 

Health Partnership

		Effective July 1, 2011, changes to the adult  (> 21) dental benefits went into effect

		No services have been eliminated 

		Reductions in the number of services allowed per rolling 365 day period for healthy adults

		Periodic examination

		Cleaning

		Bitewing X-rays

		Prior authorization added to select services

		365 day look-back from the date the service is performed















Changes to the CT Dental 

Health Partnership

		One time replacement per seven-year period for:

		Partial dentures

		Complete dentures

		Reduce coverage for posterior composite resins (white fillings) on posterior teeth

		Remove molar teeth as eligible teeth, premolar teeth remain eligible for the service

		Limit the comprehensive examination to one time per client; this will help promote the dental home concept















Changes to the CT Dental 

Health Partnership

		Limit fluoride coverage to clients who have xerostomia (dry mouth) or had head and/or neck radiation treatment

		Limit periapical X-rays to no more than four per year

		Prior authorization necessary for panoramic X-rays except for orthodontists, oral surgeons and radiologists















Changes to the CT Dental 

Health Partnership

		On June 1, 2011, the ability to submit Prior Authorization requests via the Web went live

		Address is www.ctdhp.com under “Provider Partners”

		Allows providers to fill out an easy PA request form and submit digital X-rays

		Results in a cost savings for postage 

		Ensures that requests are not lost in the mail















*

General Reminder

866-420-2924

24 hours a day, 7 days a week 

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















Medical ASO update

		Four applications received

		Reviews are on schedule

		Selection: late July/early August 2011

		Contract: September 2011

		Go live: January 1, 2012









Medical ASO update









Charter Oak Health Plan Changes









Charter Oak Health Plan

		Anticipated premium increases effective 9/1/11

		Increased rate for new enrollees and those enrolled 6/1/10 or after, regardless of income. Current premium is $307 per member per month.

		Increased rates for members receiving premium subsidy; affects those enrolled as of 5/31/10 currently paying $129 - $296 per member per month.  Premium subsidies will be reduced.

		Effective 9/1/11 eligibility will be limited to those applicants who do not qualify for the CT Pre-Existing Condition Insurance Plan.









CT Pre-Existing Condition Plan Changes









CT Pre-Existing Condition Insurance Plan 

		DSS is seeking federal approval to implement a single “flat” premium rate, regardless of age.  Current premiums $243 - $893 per member per month.

		Rate will be more affordable for most members.

		Allows the state to take full advantage of the $50 million federal allotment to provide health coverage to those with pre-existing conditions.

		Anticipate premium change effective 9/1/11  















HUSKY B Band 2 Premium Refunds















HUSKY B Band 2 Premiums Reduced

		CT passed legislation in 2010 that raised premiums for families with income between 235% FPL and 300% FPL by $8 or $10 per month 

		In February 2011, CMS clarified maintenance of effort rules for CHIP

		Clarification considers a premium increase to be a restriction on eligibility 









HUSKY B Band 2 Premiums Reduced

		DSS must restore premiums to former levels and refund families 

		Invoices were adjusted with the new rates in April for the June service month

		Families enrolled between 7/1/10 and 5/31/11 will be credited or refunded the difference in premium amounts

		Families who disenrolled or were locked out due to unaffordability will be contacted and allowed to re-enroll retroactively if they remained uninsured during that period









HUSKY B Band 2 Premiums Reduced

		Families actively enrolled will receive a credit to their account by 7/1/11

		Other families will receive a refund check in the mail by 7/31/11

		Notices were sent to families on 6/15/11 









HUSKY B Band 2 Premiums Reduced

		Premiums         7/1/10-5/31/11		Premiums on June 1, 2011
(& retro to 7/1/10)

		 Income Band 2

		One child		$38		$30

		More than one child		$60		$50



























HUSKY B Co-pay/Co-Insurance Refunds















HUSKY B Co-payment & 

Co-Insurance Refunds

		CMS notified DSS that increased co-payments and co-insurance amounts implemented in July 2010 could not be made effective until March 2011

		CMS is working with DSS on a plan to refund clients – not yet finalized 

		DSS is working with ACS, MCOs and HP to identify the amount of cost-sharing clients paid out of pocket to refund families between 7/1/10 and 2/28/11 

		Anticipate that ACS will be mailing refund checks directly to clients to avoid reprocessing claims and expecting health care providers to refund patients  









Effects of HUSKY B 

Cost-sharing Changes

		Enrollment in HUSKY B band 2 has steadily trended upward despite last year’s cost-sharing changes. 

		Enrollment of children in band 2 increased approximately 3.3% overall between 7/1/10 and 2/28/11 as compared to 7/1/09 through 2/28/10









HUSKY Primary Care Update















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 









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









Putnam Area Expansion 

		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









Future expansion

         







Other updates















Limitation in Vision Coverage                            

		Effective July 1, 2011

		One replacement of eyeglasses every two years

		Exception for change in condition

		No replacement for accident/loss









Change in Obstetrics Fees

		Currently Physician Surgical Fee Schedule includes 2 rates, a surgical rate (at 57.5% of Medicare fee) and an obstetrical rate (ranging between 166%-180% of Medicare fee)

		VBAC rates have been priced as surgical rates and all other deliveries at obstetrics rates

		The goal for this new fee change is to eliminate the financial disincentive to perform VBAC deliveries by creating a consistent pricing policy for all delivery services

		C-section rate in CT Medicaid is around 35% - national goal through Healthy People 2020 calls for a reduction in C-section rate to 15%









Change in Obstetrics Fees                            

		Two reimbursement changes to OBGYN Fee under Physician Surgical Fee Schedule effective July 1, 2011

		All Vaginal Birth After Cesarean (VBAC) payable at higher obstetrical rate

		A uniform alignment of the obstetrics rates to all delivery codes to a consistent 150% of the 2007 Medicare rate









Reduction in Pharmacy Reimbursement

		Effective July 1, 2011

		Brand reduced to Average wholesale price minus 16%

		Generic reduced to Average wholesale price minus 72%

		Dispensing fee reduced to $2.00









Tobacco Cessation

		Coverage for all Medicaid recipients effective January 1, 2011

		DSS submitted for Medicaid Incentive Grant in May focused on tobacco cessation in PCMH and OBGYN settings

		Total request: $10 million

		Anticipated notification: July 2011









Other Initiatives

		New coverage/eligibility

		Individuals with TB – October 1, 2011

		Family planning – October 1, 2011

		Podiatry Services: October 1, 2011

		1915(i) coverage for state funded home care for elders program: TBD









Provider Enrollment

		ACA enrollment requirement	

		Refine policies regarding enrollment of “ordering and referring” providers in clinics and hospital settings

		Work with provider community to facilitate initial enrollment i.e. CHCACT Board of Directors

		Continue to work to streamline the enrollment process i.e. finalize work with DPH to obtain electronic feed of licensure information









Questions?
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PRIMARY CARE

For more information, see www.huskyhealth.com and click on Enrollment

CONNECTICUT'S PRIMARY CARE
CASE MANAGEMENT (PCCM) PROGRAM

.A DIFFERENT APPROACH TO HEALTH CARE





Connecticut Department
of Social Services

Making a Difference




General  Oral Pediatric

County Endo Dentists Surgeons Ortho Dentists Perio Hygienists _ Totals
FAIRFIELD, CT a8 o1 19 1 20 253
HARTFORD, CT s ™ 3326 31 P a7
LITCHFIELD, CT [ 36 s 3 3 o [ a7
MIDDLESEX, CT [ 2 11 5o 10 1
NEW HAVEN, CT 7o 3 18 s 1 12 313
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TOLLAND, CT [ 2 13 2o [ 30
WINDHAM, CT [ 3 o 1 o o a 39
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General  Oral Pediatric

County Endo Dentists Surgeons  Ortho  Dentists| Perio | Totals
FAIRFIELD, CT 11 10, 18 12 1
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