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Connecticut Medicaid
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: Nov. 4, 2011

Next meeting: Friday Dec. 9, 2011@ 9:30 AM in LOB Room 1D

Attendees: Sen. Harp & Sen. Prague (Co-Chairs), Rep. Ritter, Rep. Cook, Rep. Nardello, Rep. Abercrombie, Dr. Mark Schaefer & Dr. Zavoski (DSS), Jennifer Hutchinson (DMHAS), Renee Colman-Mitchel (DPH), Anne Foley (OPM), Kate McEvoy (Comptroller Office), Sheila Amdur, Ellen Andrews, Beth Cheney, Deb Gould, Mary Alice Lee, Meg Morelli (LTC Committee), Deb Polun, Cliff O’Callahan, MD, Andrew Selinger, MD, Tracy Wodatch, Mark Scapelleti (Aetna BH), Mary Ann Cyr (CHNCT), Joanne Quinn (AmeriChoice) 

Also attended: Christine Bianchi (Co-Chair Consumer Access Committee), Amy Gagliardi (Co-Chair women’s Health Committee), Deb Poerio (Co-Chair Quality Committee), Jody Rowell (Office Health Care Advocate), Richard Spencer (DSS), Steve Schramm and Meryl Price (DSS Consultants PCMH), (M. McCourt, legislative staff)  
Department of Social Services
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Meryl Price, Consultant, provided the Council with an overview of the “Person Centered Medical Home” (PCMH) initiative (Slides 3-7).  The purposeful use of “person-centered” indicates the role of the person as a partner in their health care provided within a medical home. The aims of this practice-level model are to enhance the individual/family’s care experience and the health outcomes for both the individual and populations and cost control within the health care delivery system. 

· Slides 9 &10 outline the various sources of stakeholder input in the CT PCMH model development.
· The initial recognition standard for PCMH practices is the National Committee for Quality Assurance (NCQA) level 2 or 3 (slide 12) with initial Medicaid-specific participation requirements such as federal EPSDT requirements, smoking cessation, reduction of racial and ethnic disparities and ensuring consumer protections in PCMH as well as the ASO (slide 13).  The Consumer Access Committee will work with consumer advocates and DSS on defining consumer protection and safety in mid- Nov and December 2011.   
Steve Schramm reviewed the PCMH glide path and reimbursement model that had been approved unanimously by the DSS Provider Advisory Group and discussed at the Nov. 2 PCMH & Care Management (PCCM) Committee meeting.  

· Glide Path approach (Slides 15-17) is intended to support practices over time in the actual PCMH development process over a maximum of 24 months.  The Administrative Service Organization (ASO) will provide support for the glide path process, NCQA application process and related requirements. Providers initiating the PCMH recognition process will be required to submit a gap analysis to achieve PCMH recognition, develop a detailed work plan based on the analysis and comply with the NCQA process and Meaningful Use process within the 6 month timeframes. DSS plans to provide (slide 17):

· Supplemental start up payments, based on practice size ranging from $13-25,000, paid over the first 12 months.

· Glide path practices will receive 50% of the fee differential that will be paid to fully qualified PCMH practices or clinics. 

· Practices that do not ultimately qualify for the NCQA PCMH recognition within 24 months must return the supplemental funding.  
· (Slides 24-28) Mr. Schramm reviewed the components of the hybrid reimbursement model for primary care practices/clinics that have achieved the PCMH NCQA recognition (level 2 or 3). The components include:

· Glide path start up prospective payments as lump sum dollars.

· Concurrent participation payments that support on-going established PCMH cost. The add-on amount varies by certification for Glide path, NCQA level 2 or 3 recognition and practice setting (i.e. adult, pediatric care, hospital or community health clinic). This fee-for-service (FFS) add on is targeted to selected primary care service codes including sick and well visits for all individuals seen by primary care providers (PCPs) within the PCMH model.

· Retrospective per member per month (PMPM) payments that will be risk adjusted for each measure based on a provider’s performance percentile (slides 31-32) and for performance improvement on a specific measure.   

· (Last slide in the presentation document above) Mr. Schramm provided a grid with the reimbursement summary concept (amounts illustrative only, subject to change).

DSS expects to launch the PCMH practice level system of care with the release of a Request for Application (RFA) and will discuss the status of this in the December Council meeting. Dr. Schaefer thanked the consultants and commitment of providers and stakeholders in the planning PCMH process. DSS is pleased to have had this opportunity for dialogue with Medicaid providers and interested stakeholder on program issues and will continue this process through the development of the chronic illness management stage that involves creating integrated care organization (ICO) and Health Homes (PC sites that will integrate the various levels of health care for Medicaid/Medicare individuals with chronic illnesses. The Council’s Complex Care (ABD) Committee’s diverse membership is working with state agencies and consultants on a plan that will be submitted to CMS April 2012. 
Comments and questions related to the presentation

· Rep. Cook (Co-Chair of the PCMH-Care Management Committee) stated the Committee and State Agencies have reached out to stakeholders such as providers and community advocates during the process of developing the PCMH model.  The plan is a starting point with potential revisions over time that will better serve the community. 
· Rep. Nardello commended DSS for collaboratively creating this comprehensive plan and asked which entity will be responsible for engaging independent practices (IPs) in the PCMH model.  DSS stated there are practices that serve Medicaid clients that have NCQA PCMH recognition with others that are close to achieving this status. 
· DSS and the ASO are negotiating the responsibilities for practice support to achieve PCMH status.  Part of the discussion is the process and responsibilities of monitoring the Glide Path progress in each 6 month phase. 
· In addition UCONN and E-health CT will add technical assistance for electronic health record implementation. 
· DSS and Hewlit Packard (Medicaid claims system) will add fee changes associated with Glide Path and PCMH enhanced FFS payments/specific codes. 
· Rep. Nardello asked DSS how they will evaluate health outcomes related to the impact of the system delivery changes. DSS said CHNCT and their contractor McKesson will apply health data analytics in evaluating both the system and individual provider and PCMH performance.  Use this process to identify health care process and outcomes progress (i.e. asthma management, OBS process management, dental care).  DSS will work with the Quality Committee in reviewing these measures as well as report to the Council. The metrics will include short term measures as well as the annual HEDIS measures.  Rep. Nardello noted it will be important to have program baseline measures available to measure success. CT Voices has baseline child and maternal health data for HUSKY A & B; but do need baseline data for low income adults and other FFS populations.   DSS will give CHNCT 2011 encounter data and HEDIS data; looking to provide state wide metrics as well as data/population.  DSS will review this with the Quality Committee.  
· Sen. Prague asked for more information on PCMH provider types. DSS stated PCMH is focused on primary care providers that include pediatricians, family practice and internal medicine providers that are physicians, APRNs and PAs – any provider level that is designated as a primary care provider.  PCMH providers have a specific responsibility to coordinate care with specialty services,
· Sen. Prague asked DSS how Medicaid barriers to specialty services will be addressed.  DSS replied that access to specialty services has been a long standing problem in Medicaid and expects to assess specialty access by region for all Medicaid populations and work to address service gaps at the start of the new delivery system implementation.  Data analysis will be transparent, which will allow DSS, Council and stakeholders to create processes to fix the service issues. Dr. Zavoski (DSS) said close work with PCPs who know the patient and referral reasons can reduce overuse of specialty services and improved efficiencies when compared to referrals from emergency room staff that see the individual for the first time for a specific problem.  
· Rep. Abercrombie emphasized the importance of the role of School Based Health Centers (SBHC) in providing care to children/youth within the HUSKY program and asked about reimbursement and integration of SBHC care in the new system.  DSS stated the agency is committed to working with the Council and Committees (Council Executive Committee referred this to the Consumer Access Committee) and SBHC Association to identify where SBHC could have a patient panel.  Mary Alice Lee said the SBHC is an important partner in providing timely well care and sick visits to children/youth that are at the site of the Center.  Need to ensure that SBHCs are fully integrated into the system of care with the potential for some to be identified as PCP with a patient panel. 
· Ellen Andrews credited the work of the Agency and their consultants in creating the new system, noting that not all stakeholders felt they were heard during the process.  Economic incentives are important and expressed concern that there are enough dollars allocated upfront with linkage of dollars to move the program forward. 
· Rep. Ritter said it is important there be a mechanism to fully review the adequacy of the provider network for all of the Medicaid population in the program.  DSS stated this streamlined system that will cover > 500,000 Medicaid lives with one defined provider network will allow timely evaluation of network adequacy; DSS is developing reports with Council and Committee input. 
· Sheila Amdur observed the importance of the goal to improve health outcomes within an economic model. It remains unclear how the model will expand PCP access and allow the PCP to build in practice-based care management that has a significant cost.  Are commercial payers also supporting financial incentives for PCMH?  Mr. Schramm said that DSS is working with the Comptroller’s PCMH project and seeing movement of private payer funding of PCMHs.
· Beth Cheney commented there are providers in the Eastern part of CT that are moving away from accepting Medicaid members and the glide path model, financials may not support small practices becoming PCMH. Dr. Schaefer will have a final analysis of the HUSKY Health Program network Jan. 1, 2012; however CHNCT and DSS will continue to recruit Medicaid providers.  DSS recognizes PCMH will not solve the Medicaid access issues; expects improvement in 2013 when Affordable Care Act provides PCP reimbursement at 100% Medicare rates. 
· Dr. Selinger (ProHealth) stated more than half the practices have NCQA PCMH recognition in CT.  ProHealth serves ~ 29,000 Medicaid clients and expressed ProHealth’s concern about their financial ability to continue with this level of participation in Medicaid in 2012, since adult Medicaid rates are ~ 50% of Medicare and pediatric rates are 68%.  Large provider groups may experience a rate reduction with the transition from managed care (large practices had leverage to negotiate rates high than Medicaid FFS) to the ASO and termination of the 1915(b) waiver.
· Consumer perspective: protection for the member that opts out of care management but still receive services such as smoking cessation. DSS stated a work group of the Consumer Access Committee and advocates will be looking at the consumer protection regulations.  The ASO will provide intensive case management as well as care coordination at the provider level; member participation in either of these services is voluntary.  Members can change their PCP provider: there will be monthly analyses of this. 
· Debra Polun asked if transition of FFS and dual members from home, to facilities, to long term care and back to community is taken into account in the system.  DSS said expect to account for primary care service as well as facility based services by codes in the claims system. 
· Deb Gould asked, in light of Pro Health concerns about continue participation in Medicaid in 2012, how do members chose a PCMH?  DSS said it isn’t a sign up process, members will choose their PCP; DSS will look at claims data for member’s ‘usual source of care’ as well.  DSS will look at process of attribution vs. enrollment with the Council in 2012. 
· Sen. Harp said the Council Executive Committee will look at the Medicaid rate changes with DSS. 
Medical ASO Program: Data Analytics
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Mary Ann Cyr, V.P. Health Services, CHNCT and Nilo Mehrabian, AVP, Analytics McKesson Health Solutions provided the Council with an overview of the data analytics process using an analytics advisor tools.  McKesson, a nationally known quality management company has contracted with CHNCT for this function.  Data reports include:

· Population reports include member quality profiles, predictive modeling for high risk members, member risk stratification, identification of those with specific complex conditions, 
· Cost and utilization reports with episode of illness outcomes measurement,
· Facility profiles for inpatient use, readmissions and ED use
· Provider performance incentive programs 
· Provider profiling reports 
Council Comments after the presentation included:

· Ellen Andrews said the level of these reporting metric will be informative to the Council and Committees.  Important to identify services provided outside the PCMH/PCP. Mary Anne Cyr noted the data will be available to DSS, ASO and providers.  A quality dashboard will be created that providers can access to identify their practice data.  The analytic system can ‘drill down’ to a specific level of utilization by provider/provider type.  The key to the data is that it is actionable: where is the provider at now/where do they need to be for performance incentives/what the patient/provider needs to do to improve health outcomes.  Data security/privacy is a high priority and very secure. 
· Jody Rowell asked if the CTBHP data system can be tied to medical data.  CHNCT said their contract with McKesson and ValueOptions (CTBHP ASO) will allow co-management of cases, use common tools to identify co-morbidities vs. medial only or behavioral health only.
· Christine Bianchi asked about PCP training process for the data system.  CHNCT and McKesson will be providing training for individuals, groups as well as web based.  
· The analytics can address health care disparities related to various aspects of health. 

· Will oral health data be part of the reports?  CHNCT said any expenditure in the Medicaid system can be identified.  Deb Polun noted this is a positive opportunity that allows policy to be based on data.
· Sen. Harp commended DSS for their work in the system changes and sees the CHNCT partnership as a positive step for data to lead to system improvement.  

Sen. Harp requested DSS provide enrollment numbers at the December meeting for the HUSKY Health program: Plans A, B, C & D populations, with yearly data for these populations for the current year compared to last year. 
Mary Alice Lee provided a copy of their recent report from Census data on uninsured children, trends in enrollment.  Report can be viewed at www.ctkidslink.org 
HUSKY Program Enrollment

[image: image3.emf]ACS MMCC  11-11.ppt


See below - Email from Steve McKinnon, ACS:

Two things (from the reports):
· A look at the DSS slide for HUSKY A processing indicates they kept up in October despite the resource demands for DSNAP processing as a result of storm Irene.

· Also, we experienced another significant decline in “lockouts” or nonpayment of premium in Charter Oak, so I would think we now have a good handle on who has left the program due to rate increases.

If anyone has any questions they can give me a call.

Steve Mackinnon
Site Operations Director
Government Healthcare Solutions
Affiliated Computer Services
A Xerox Company
77 Hartland Street Suite 301
East Hartford, CT 06108
 

tel 860.282.5505
fax 860.282.5530
cel 860.836.2787 
_1383566886/Data Analytics_Overview_MAPOC_November2011 (2).pptx
Medical ASO Program: 
Data Analytics 

Community Health Network of CT, Inc.
McKesson Health Solutions























Building healthier communities together.

The One with the Sun!





A Not-for-Profit Community Health Plan

1-888-SUN-2345



















Community Health Network of CT, Inc.

Presentation

Introductions and Overview

Existing relationship with McKesson

Suite of tools- New technologies to be implemented for ASO

Providers will be able to access the tools through CHNCT’s provider portal on the ASO website

Analytics Advisor Demonstration



Questions
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Community Health Network of CT, Inc.

McKesson’s Analytic Advisor	

Developed by physicians for physician practices

ACO use 

Currently used by other States
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Community Health Network of CT, Inc.

      

Episode Treatment Groups(ETG)



Diagnostic Cost Groups(DCG)



Evidence Based   Medicine Rules



HEDIS Rules



Medicare Rules



Configurable Rules

DSS

P4P

Rx





Provider Data



McKesson Analytics Advisor: 
Flexible Data Model

Pre-populated with national, state and custom rules

Data linked to the correct patient and attributed to correct provider/PCMH

Adaptable to the ASO program needs 

Transform data into measurable outcomes for use by: DSS, PCMH/ PCP, Providers, ASO and ACO/ICO
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Chart
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Hierarchies 
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Results 




All Claims
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Eligibility 




Data Input



Rule Sets
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Community Health Network of CT, Inc.
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	Data Analytics using Analytics Advisor

		Population Reports		

		Member Quality Profiles (e.g., EPSDT, preventive measures, treatment measures, HEDIS measures)		

		Predictive Modeling for high/emerging risk		

		Members with Specific/Complex Conditions 		

		Member Risk Stratification		

		Cost & Utilization Reports		

		Episode of Illness Outcomes Measurement		

		Facility Profiling Reports		

		Inpatient Utilization & Detail		

		Readmissions		ED Usage

		Management  of P4P Programs		

		Physician Report Cards, Calculation of Payments, Manage multiple programs		



		Physician Profiling Reports

		Quality Profiles and Detail Reports: Comparisons by Provider, Medical Home, Region and Statewide (e.g., HEDIS measures, other DSS quality measures)

		PCP/ Medical Home and Specialist Profiles & Detail Reports

		Panel Risk Stratification

		Leakage (Members using providers outside of the PCP/ Medical Home)

		Inpatient Usage

		Emergency Room Usage and ED Frequent Flyers

		PCP/ Medical Home and Specialist  Drug Profiles 























Community Health Network of CT, Inc.

Population Reports

Demo of:

Member Quality Measures: Diabetes

Predictive Modeling 

Member Risk Stratification



Summary reports can be provided by state, region, PCMH and/or PCP
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Community Health Network of CT, Inc.

Physician Profiling Reports

Demo of:

Quality Profiles and Detail Reports: Comparisons by Provider, Medical Home, Region and Statewide (Example: HEDIS measures) 

Panel Risk Stratification

Inpatient Usage

Emergency Room Usage
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Community Health Network of CT, Inc.

Efficient Management of Pay for Performance Incentive Programs

Model complex incentive programs

Manage multiple programs in parallel

Flexibility - Mix and match quality, efficiency, cost and other metrics tailored to your priorities

Calculate payments to providers (rate based or lump sum) 

Evaluated at any level of 
your hierarchy

Physician report cards for   full transparency

Exportable to accounting systems
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QUESTIONS
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Medical Assistance Program 

Oversight Council



HUSKY, Charter Oak & CTPCIP Programs

Update 

November 4, 2011
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HUSKY A

Enrollment Growth by Month

(Previous 15 Months)



*

		There was a 1,714 or a 0.4% net increase in HUSKY A enrollments over the previous month. 











HUSKY A

Under 19-Year-Olds

Enrollment Growth by Month

(Previous 15 Months)



*

		There was a 1,230 or a 0.5% increase HUSKY A Under Age 19 enrollments over the previous month.











HUSKY A

Adults

Enrollment Growth by Month

(Previous 15 Months)



*

		There was a 484 or 0.4% increase in HUSKY A adult enrollments over the previous month.  













*

From Sept – Oct 2011

Received				19 %	

Processed				17 %	

Pending end of month		7 %		



Totals for October 2011

Pending Beg of month		2130 

Received				9000 	

Processed				8842

Pending end of month		2288
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Application Worksheet


			D -TRACK


						May-11			Jun-11			Jul-11			Aug-11			Sep-11			Oct-11			Nov-11			Dec-11


			Pending - BOM			0			- 0			0			0			1			0


			Received			176			147			151			137			171			111


			Processed			176			147			151			136			172			111


			Pending - EOM			0			- 0			0			1			0			0


			F-TRACK


						May-11			Jun-11			Jul-11			Aug-11			Sep-11			Oct-11			Nov-11			Dec-11


			Pending - BOM			1859			1,720			1696			1876			1876			1868


			Received			6924			6,459			6601			6719			6368			7843


			Processed			7063			6,483			6421			6719			6376			7671


			Pending - EOM			1720			1,696			1876			1876			1868			2040


			P-TRACK


						May-11			Jun-11			Jul-11			Aug-11			Sep-11			Oct-11			Nov-11			Dec-11


			Pending - BOM			254			234			242			275			264			262


			Received			1054			1,100			1033			1109			1022			1046


			Processed			1074			1,092			1000			1120			1024			1060


			Pending - EOM			234			242			275			264			262			248


			TOTAL HUSKY APPLICATION DATA


						May-11			Jun-11			Jul-11			Aug-11			Sep-11			Oct-11			Nov-11			Dec-11


			Received			8,154			7,706			7,785			7,965			7,561			9,000			- 0			- 0


			Processed			8,313			7,722			7,572			7,975			7,572			8,842			- 0			- 0


			Pending - EOM			1,954			1,938			2,151			2,141			2,130			2,288			- 0			- 0


			TOTAL PERCENT CHANGE


						May-11			Jun-11			Jul-11			Aug-11			Sep-11			Oct-11			Nov-11			Dec-11


			Received			2%			-5%			1%			2%			-5%			19%			-100%			0%


			Processed			6%			-7%			-2%			5%			-5%			17%			-100%			0%


			Pending - EOM			-8%			-1%			11%			-0%			-1%			7%			-100%			0%
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Application Activity

October 2011
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HUSKY B

Enrollment Growth by Month

(Previous 15 Months)



*

		There was a 84 or a 0.6% decrease in HUSKY B enrollments over the previous month. 











HUSKY PLUS Enrollment

(Previous 15 Months)



*

		There was an increase of 2 or 0.7%  in HUSKY Plus enrollment over the previous month.











Charter Oak

 Enrollment Growth By Month



*

		There was a 191 or 2.5% decrease in Charter Oak enrollments over the previous month.  











HUSKY

(Only Children Applying)

Applications Received

New and Renewal



*

		There was a 98 or 9.6% 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 156 or 9.4% decrease in New and Renewal applications over the previous month.











Charter Oak

(Only Adults Applying) 

Applications Received

New and Renewal



*

		There was a 72 or a 4.6% decrease in New and Renewal applications over the previous month.













HUSKY Only

Applications Referred to DSS 

New, Renewal and Combined AUs



*

		There was a 0.1% decrease in the referral of new HUSKY applications and a 0.4% 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 65 or 17.1% increase in HUSKY B applications denied or closed over the previous month.













HUSKY B/Charter Oak 

Applications Denied or Closed



*

		There was a 284 or a 17.2% increase in HUSKY B/Charter Oak applications denied or closed over the previous month.  











Charter Oak 

Applications Denied or Closed



*

		There was 17 or a 1.8% increase in Charter Oak applications denied or closed over the previous month.  











HUSKY B Only

Applications Pending at End of Month



*

		There was a 64 or 8% decrease in HUSKY B applications pending over the previous month. 











HUSKY B/Charter Oak 

Applications Pending at End of Month



*

		There was a 116 or 8.3% decrease in HUSKY B/Charter Oak assistance units pending over the previous month.  













Charter Oak Only 

Applications Pending at End of Month



*

		There was a 212 or a 13.7% decrease in Charter Oak assistance units pending over the previous month.











Did Not Reapply at Renewal

by Application Type
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*

		There was a 42 or 14% 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 13 or 2.1% increase in the number of children disenrolled due to failure to pay premiums.
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Charter Oak Program

 Disenrolled - Failure to Pay Premium



		There was a 542 or 28.9% decrease in the number of individuals disenrolled for failure to pay premiums.
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HUSKY A Count of Enrollees By County By Plan

As of 11/01/2011
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HUSKY B Count of Enrollees By County By Plan

As of 11/01/2011



*













HUSKY B Enrollment By Plan By Band

As of 11/01/2011
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Charter Oak Enrollment By County By Plan

As of 11/01/2011
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Charter Oak Enrollment By Plan By Band

As of 11/01/2011







*









Charter Oak

Age by Premium Band

As of 11/01/2011



	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	









CT PCIP Applicants By Month





*









CT PCIP Enrollment





*









CT PCIP Application Pending More Than 1 Month
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CT PCIP Enrollment By Age/Gender

11/1/2011
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CT PCIP Disenrollments By Month
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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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Applications (in thousands)


May-11 Jun-11 Jul-11 Aug-11 Sep-11 Oct-11


HUSKY A - Application Activity


Received


Processed


Pending - EOM


New  Renewal Total New  Renewal Total New  Renewal Total New  Renewal Total


Pending At Start of Period 436 266 702 1,219 272 1,491 1,500 254 1,754 3,155 792 3,947


New During Period (+) 605 318 923 1,043 446 1,489 1,226 281 1,507 2,874 1,045 3,919


Resolved During Period (-) 524 355 879 1,197 439 1,636 1,621 341 1,962 3,342 1,135 4,477


Pending at End of Period 509 224 733 1,060 269 1,329 1,098 185 1,283 2,667 678 3,345
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ORenewal | 527 440 413 336 377 429 431 460 629 687 668 621 695 392 318
ONew 576 594 679 529 527 533 457 564 769 776 768 751 993 629 605
Total 1,103 | 1,034 | 1,092 865 904 962 888 1,024 | 1,398 | 1,463 | 1,436 | 1,372 | 1,688 | 1,021 923
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Aug-10|Sep-10] Oct-10 | Nov-10| Dec-10| Jan-11 | Feb-11 | Mar-11 | Apr-11 [May-11| Jun-11 | Jul-11 |Aug-11]Sep-11] Oct-11

== New 54.0% | 52.7% | 49.8% | 43.5% | 43.0% | 46.9% | 44.6% | 43.7% | 42.4% | 41.9% | 41.0% | 48.3% | 38.5% | 41.8% | 41.7%
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Aetna Better Health AmeriChoice by Community 


Disenrollment Reasons United Healthcare Health Network Total %


PCP not in plan 132 152 154 442 61.65%


No Reason Given 36 36 41 115 16.04%


Other (disenrollment) 26 8 10 50 6.97%


Client chose after auto default started 19 12 17 48 6.69%


Dissatisfaction with plan 14 7 4 25 3.49%


Hospital/clinic not participating in plan 18 3 0 21 2.93%


Specialist not in plan 5 5 3 13 1.81%


Client moved out of service area 2 0 0 2 0.28%


Trouble getting prescriptions 0 1 0 1 0.14%


717 100.00%
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733           


2,132        


27.3%


Mandatory Choice Rate 72.7%
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Aetna AmeriChoice by Community 


County Better Health United Healthcare Health Network PCCM Total


Fairfield 22,089 16,292 49,087 0 87,468


Hartford 28,896 14,354 69,011 109 112,370


Litchfield 4,798 1,246 9,994 6 16,044


Middlesex 3,246 961 7,634 0 11,841


New Haven 24,551 11,177 77,060 398 113,186


New London 4,920 4,086 20,743 0 29,749


Tolland 3,175 1,413 5,099 16 9,703


Windham 3,329 2,105 10,825 61 16,320


Total 95,004 51,634 249,453 590 396,681


Aetna AmeriChoice Community


County Better Health by United Healthcare Health Network Total


Fairfield 1,329 742 1,829 3,900


Hartford 1,336 276 2,008 3,620


Litchfield 414 60 662 1,136


Middlesex 201 25 366 592


New Haven 1,048 272 2,164 3,484


New London 275 97 674 1,046


Tolland 242 62 253 557


Windham 156 42 337 535


Total 5,001 1,576 8,293 14,870


Premium Band               Definition


01                                 From 185% up to 235% of FPL


02                                 From 235% up to 300% of FPL


03                                 Over 300% of FPL


Health Plan


01 02 03


Total


Aetna Better Health 2,469 1,869 663 5,001


AmeriChoice by United Healthcare 804 597 175 1,576


Community Health Network 4,329 3,109 855 8,293


Total Enrollment by Premium Band 7,602 5,575 1,693 14,870


Premium Bands


Aetna  AmeriChoice Community


County Better Health by United Healthcare Health Network Total


Fairfield


880 494 280


1,654


Hartford


759 257 803


1,819


Litchfield


253 91 238


582


Middlesex


165 61 139


365


New Haven


1,120 334 528


1,982


New London


133 112 227


472


Tolland


179 62 126


367


Windham


119 49 114


282


Total 3,608 1,460 2,455 7,523


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%


01 02 03 04 05 A B C D E


Total


734 258 318 270 358 287 160 298 378 547 3,608


252 87 137 97 154 109 88 134 140 262 1,460


558 176 275 241 190 150 94 190 231 350 2,455


Total Enrollment by Premium Band 1,544 521 730 608 702 546 342 622 7491,159 7,523


Unsubsidized


Health Plan


Aetna Better Health


AmeriChoice by United Healthcare


Community Health Network





Premium Bands


Subsidized


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


Band 1 139 86 233 1,086 1,544


Band 2 22 22 59 418 521


Band 3 21 59 133 517 730


Band 4 11 45 137 415 608


Band 5 15 44 82 561 702


Band A 37 33 76 400 546


Band B 14 21 36 271 342


Band C 31 43 147 401 622


Band D 21 59 189 480 749


Band E 41 95 199 824 1,159


Total 352 507 1,291 5,373 7,523














Gender Under 19 19-29 30-34 35-39 40-44 45-49 50-54 55-59 60-64 Over 65 Total


Female 1 6 5 5 6 11 10 13 16 2 75


Male 0 4 3 4 4 6 13 15 19 4 72


Total 1 10 8 9 10 17 23 28 35 6 147


Disenrollment Reason Nov-10 Dec-10 Jan-11 Feb-11 Mar-11 Apr-11 May-11 Jun-11 Jul-11 Aug-11 Sep-11 Oct-11 Total


Voluntary Termination 1 1 2 2 1 1 3 2 1 1 3 5 23


Non-Payment of Premiums 0 2 2 3 1 3 3 4 5 9 4 9 45


Child Desceased 0 0 0 0 0 1 0 0 0 0 0 0 1


Health Reinsurance Association insurance 0 0 0 0 0 0 0 0 0 0 0 1 1


Receiving HUSKY A Insurance 0 0 0 0 0 0 0 0 0 1 0 0 1


Receiving Medicare 0 0 0 0 0 0 0 0 0 2 0 0 2


Other 0 0 0 0 0 0 0 0 1 1 2 0 4


Total 1 3 4 5 2 5 6 6 7 14 9 15 77
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