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Sen. Toni Harp Sen. Terry Gerratana 
Summary for July 19, 2013 at 9:30 AM in LOB Room 1E

[bookmark: _GoBack]Attendance: Representative Catherine Abercrombie, Sen. Terry Gerratana, Steve MacKinnon, Bob Smanik, M. Alex Geertsma, Mary Alice Lee, Tracy Wodatch, Kathy Yacavone, Jesse White-Frese, Ellen Andrews, Joshua Wojcik, Jeffery Walter, Anne Foley, Rep. Prasad Srinivasan, Rep. Susan Johnson, Deb Gould, Barbara Walsh, Mark Keenan, Gail DiGioia, Sandi Ouellette, Bill Halsey, Evelyn Dudley, Kathy Bruni, Robert Zavoski, Kate McEvoy

State Representative Catherine Abercrombie opened the meeting at 9:30 AM. 

There were introductions of committee members. 

DSS Updates- Kate McEvoy introduced the DSS agenda for the MAPOC meeting. 

Kate and McEvoy and Evelyn Dudley explained the changes.
· Overview of Affordable Care Act OPR requirements – ACA requirements
Section 6401 of the Affordable Care Act:
· requires all providers, including ordering, prescribing or referring (OPR) physicians or other professionals providing services under the State Plan or under a waiver of the plan to be enrolled;
· requires the OPR provider’s NPI to be listed on every claim for services based on the order, prescription or referral; and establishes a similar requirement for Medicare.
· Overview of Affordable Care Act OPR requirements (cont.) - rationale
· The requirement is intended to support prevention and detection of fraud, waste and abuse in the Medicare and Medicaid programs, and to ensure quality care for beneficiaries
· Overview of Affordable Care Act OPR requirements – timing 
· Final rule to support this requirement was adopted by CMS in February 2011, stipulating that:
· the requirements pertain to fee-for-service arrangements, not managed care;
· a “streamlined” enrollment process is allowed for OPR providers to lessen the burden on both providers and states;
· states may rely on provider screening performed by Medicare or other states’ Medicaid programs if performed within 12 months of Medicaid enrollment;
· other provisions are applicable (e.g., specific screening requirements, new re-enrollment requirements) 
· Overview of Affordable Care Act OPR requirements – timing (cont.)
· CMS required states to submit State Plan Amendments (SPAs) to implement these requirements effective April 1, 2012
· Connecticut submitted a SPA (#12-014) to CMS on March 30, 2012:
· not all elements were complete at that time; CMS permitted the State to submit a high-level plan outlining compliance by March 31, 2013
· Connecticut submitted an updated compliance plan in March with a new targeted compliance date of September 30, 2013
· Overview of Affordable Care Act OPR requirements – provider enrollment
· data on non-enrolled prescribers for pharmacy claims indicated slower than expected progress toward enrollment, leading to a review of our approach and scan of other states’ best practices
· based on this review, a greatly simplified and streamlined application for providers who do not wish to fully enroll in the program, but who order, prescribe, or refer (OPR) was created and went live on May 15, 2013
· Overview of Affordable Care Act OPR requirements – provider enrollment (cont.)
· OPR applications require minimal provider information and time
· OPR applications do not include a provider agreement
· OPR providers are kept out of public provider searches and will not receive referrals of other Medicaid clients
· OPR providers cannot bill or be listed as rendering providers on claims
· Overview of Affordable Care Act OPR requirements – outreach/communications
· A key finding from review of other states’ practices:  rigorous outreach efforts are necessary
· On May 15, 2013, DSS generated an initial mailing to non-enrolled prescribers to encourage OPR enrollment
· The Department has also worked with CHNCT to put in place a comprehensive outreach plan to prepare providers for this change before the implementation date
· includes targeted outreach to providers who are ordering services
· outreach is also planned for key associations, as needed (e.g., professional associations, Independent Practice Associations)
· This outreach effort is currently underway.
· Notices were sent to providers and hospitals on July 3, and border and out-of-state providers on July 8:  
· in-state hospital providers (2,374)
· in-state hospitals (29) and In-state hospital contacts (99)
· in-state providers (1,173)
· PCMH (1)
· FQHC Providers (32) and contacts (41) 
· border and out-of-state providers (3,313)
· July 19, 2013 - CHNCT will contact in-state hospitals, PCMH/Glide Path practices and FQHCs to offer on-site meetings to assist with enrollment
· CHNCT will receive ongoing updates from DSS/HP of new instances of prescribing providers who are not enrolled in Medicaid (CMAP)
· previously issued CMAP Provider Bulletins are being reviewed and the Department plans to issue additional bulletins clarifying the requirements and how they will be enforced via claim edits
· the first of these has already been issued (PB 2013-12)
· the Department has also begun to work internally on plans for outreach to the relatively small numbers of affected behavioral health and dental providers
· Overview of Affordable Care Act OPR requirements – planned enforcement
Pharmacy, 3/1/2012 - 8/31/2013
· For dates of service (3/1/2012 – 8/31/2013) pharmacy claims post an informational warning message (edit 207- prescribing provider not enrolled) if the OPR provider is not enrolled, however, pharmacy claims are continuing to pay at point of sale
Pharmacy, beginning 9/1/2013
· For dates of service on or after September 1, 2013, edit 207 will be activated requiring the prescribing provider to enroll
· Once a non-enrolled provider initiates the OPR streamlined application process, pharmacy claims will continue to pay at point of sale
· Overview of Affordable Care Act OPR requirements – planned enforcement (cont.)
Pharmacy, beginning 9/1/2013 (cont.)
· consistent with the current PA process, the pharmacy can override edit 207 and provide the client with a one-time 14-day supply of medication
· a letter will be generated to the client indicating that the one-time 14-day supply has been utilized because his/her prescriber is not currently enrolled and informing the client of available assistance with locating an enrolled provider
· DSS Pharmacy Technicians will follow up with non-enrolled prescribers after one-time 14-day supply is dispensed
Other services – beginning 9/30/2013
· Examples of impacted services:
 
· Durable Medical Equipment (DME)
· independent laboratory services
· radiology
· certain outpatient services
· home health services
· inpatient and outpatient drug and alcohol treatment
· More specifics will be forthcoming from the Department.
· Today’s Agenda
· Overview of Affordable Care Act ordering, prescribing and referring physicians (OPR) requirements
· Overview of modifications to administration of the Connecticut Home Care Program for Elders (CHCP)
· Implementation of primary care rate increase
· Overview of modifications to administration of the CHCP - summary
· Effective July 1, 2013, related to the start date of the new CHCP contracts, several important changes in administration of the program were implemented:
· direct enrollment of home care providers through HP provider enrollment process
· direct billing of non-medical claims by providers through the HP system
· provider credentialing and oversight of provider quality of care by Allied Community Resources
· Overview of modifications to administration of the CHCP - background
· Historically, each of three “Access Agencies” independently managed billing and provider enrollment/monitoring functions for their respective contract service areas
· With respect to billing, requiring the Access Agencies to vet and forward on billing through DSS’ contract HP involved extra work and attenuated time frames for payment
· Overview of modifications to administration of the CHCP - background
· Further, handling provider enrollment in this manner resulted in use of different standards across the state, and caused providers that served multiple regions to have to enroll separately with each Access Agency for which they were seeking to provide service
· Overview of modifications to administration of the CHCP - background
· In December, 2012, the Department issued a Request for Proposals for the CHCP Access Agency contracts that identified changes needed to standardize and streamline the process of provider enrollment, billing and payment
· Overview of modifications to administration of the CHCP – details
· The new requirements include the following:
· consistent with Affordable Care Act requirements, CHCP providers must enroll in the Connecticut Medical Assistance Program with a new provider type and specialty 
· this process must at least have been initiated by July 1, 2013
· Overview of modifications to administration of the CHCP - background
· providers received bulletins from the Department in April and June detailing these requirements and outlining use of the online provider enrollment wizard:
http://www.huskyhealthct.org/providers/provider_postings/CHC_Provider_Enrollment_and_Claim_Submission_Changes.pdf
· Overview of modifications to administration of the CHCP - background
· additionally, effective for dates of service from July 1, 2013 going forward, providers must submit all claims to HP:
· providers of medical services (e.g. home health aide) are continuing to submit to HP
· providers of non-medical services (e.g. homemaker/companion) are required for the first time to submit to HP
· Overview of modifications to administration of the CHCP - background
· finally, Allied – a long-time contractor to the Department for fiscal intermediary functions - is undertaking responsibility from July 1, 2013 ongoing for oversight of provider credentialing and provider quality
· Allied will also do all of the billing for the required cost share payments
· Overview of modifications to administration of the CHCP - cost savings
These program changes are projected to save $1,231,000 in the next two fiscal years.
· Overview of modifications to administration of the CHCP – performance measures
· 7 performance incentives are included in the contract
· 3 of the measures will be paid out as a result of Year 1 contract performance:
· maintaining or improving the baseline level of client satisfaction (e.g. client satisfaction survey results for SFY’13: July 01, 2012 - June 30, 2013)
· average monthly care plan costs for State-funded clients of $800 per month or less
· longest average length of stay on the program across all program levels 
· Overview of modifications to administration of the CHCP – performance incentives (cont.)
· 4 of the measures will be based performance in Years 2 and 3, and will be determined by responses to the CMS participant experience survey regarding perceptions of the following:
· access to care
· having choice and control over the assistance received
· being treated with respect and dignity
· being included in the community
· Today’s Agenda
· Overview of Affordable Care Act ordering, prescribing and referring physicians (OPR) requirements
· Overview of modifications to administration of the Connecticut Home Care Program for Elders (CHCP)
· Implementation of primary care rate increase
· Implementation of primary care rate increase 
· Affordable Care Act (ACA) rate increases were implemented July 1, 2013 for 2,277 approved providers who attested as to their eligibility
· DSS issued an additional provider bulletin to clarify means of making both retroactive payments (to January 1, 2013) and payments ongoing

Implementation of primary care rate increase (cont.)
The provider bulletin is available at the following link:
http://www.huskyhealthct.org/providers/provider_postings/Enhanced_Payments_for_Primary_Care_Services-Update.pdf

Providers should also look under “Important Messages” on www.ctdssmap for the most current information.  Look for primary care rate increase updates and information on how to make corrections to attestations.
· Implementation of primary care rate increase – key points
· The CPT codes that are eligible for the increase are listed in a 2013 Fee Table that is posted on the Connecticut Medical Assistance Program web site:  www.ctdssmap.com
· Go to “Provider”
· Go to “Provider Fee Schedule Download”
· Go to “Fee Schedule Instructions”	
· Implementation of primary care rate increase – key points (cont.)
· Approved providers began receiving enhanced payments for any claims submitted on or after July 1, 2013
· Approved providers are not required to re-submit past claims back to January 1, 2013 – these will be automatically identified and reprocessed for payment by HP
· Implementation of primary care rate increase – key points (cont.)
· Eligible providers who have not yet self-attested may still do so through the CMAP web site: www.ctdssmap.com
· Click on “2013 Primary Care Physician Rate Increase” found under “Important Messages”
· Click on link
· Proceed with on-line attestation process
Key Discussion Points from Presentation OPR and Outreach and Communication 
· In order for the prescriptions to be covered by Medicaid, the provider prescribing needs to be enrolled into the Medicaid Program. OPR requirements are Ordering, Prescribing or Referring.
· OPR is also establishing Medicare requirements. Its purpose is to focus on waste and abuse and ensure beneficiaries get the quality care. It also prevents fraud.
· CMS adopted this rule in February 2011. OPR pertains to Fee for Service providers and it does not pertain to managed care. Any state that is a managed care state, this ruling does not apply to. CMS is allowing states to develop a streamline application process. CMS is allowing states to rely on screening in other states and in Medicare. There other requirements for re-enrollment. State Plan amendment required to submit State Plan Amendments to implement these requirements effective April 1, 2012. 
· There is plan to implement these requirements by September 30, 2013.
· Many states had to submit state plan amendments. 
· Pharmacy was the first area of service they looked at. It is the point of service. DSS implemented March 2012 claims editing. If a claim came in, the pharmacist would get a message (prescriber not enrolled). There were hopes that there would be follow-up. They monitoring it along the way. They reviewed the approach. Developed a simplified enrollment process for enrolling providers. May 15, 2013 roll-out. 
· Outreach and Communications Rigorous 
· Gail Digioia from CHNCT discussed how outreach has been going on for weeks. They are identifying best ways to outreach to providers and identify them in-state hospitals. An Email sent to provider on Read-Receipt and reaching out to providers. It has been collaboration. They have been issuing provider bulletins and providing more clarification. CHNCT Have been working with dental health and behavioral health providers and working on getting those individuals enrolled as well. 
· It is to the providers benefit because they claims won’t pay if they are not enrolled. Planned Enforcement of the editing in planned for Sept 1, 2013 and will be in place there forth. Prescriber will have to be enrolled.
· There will be establishing a safeguard for consumers. Allowing the pharmacy to provide a 14- Day Supply and letter generated to that client stating: there prescriber is not enrolled and they only received a temp. Pharmacy will supply and provide them a resource to contact dept.  get their prescriber enrolled or help them find another prescriber. There will be a daily file of 14-Day Daily File. Those who are not interested- refer them to CHN immediately to get them enrolled or find the individual another prescribes. 
· Examples of Durable Medical Equipment for pharmacies. 
· Rep. Abercrombie thanked DSS and CHNCT for the presentation. Council members responded with questions and comments. 
Council Discussion
· Dr. Geerstma asked if the new ruling would have an impact on specialists or those who are out of network. How will they enroll them? 
· Every provider will have a provider number and receive a provider bulletin. It is out on their website. Discussion about if medications are un-formulary. 
· Dr. Zavoski discussed about if a provider from a hospital or specialists prescribes and they are not enrolled. The prescription won’t be paid for. 
· They were willing to work with them. They don’t have access to those who are not enrolled. 
· Provider list is available online with CHNCT.  DSS has been looking at Fraud and Waste.

Key Discussion Points of Modifications to Administration of the CT Home Care Program for Elders (CHCP)
· Kathy Bruni- Administration with CT Home Care Program for Elders.  Changes implemented were: Direct enrolling home care providers through a web based enrollment process through HP, direct billing HP for non-medical, and provider credentialing and oversight of provider quality of care by Allied Health Resources. 
· Changes were made to change from recommendations from MERCER.
· Initiate the enrollment process.  Providers must submit all claims to HP. They will not be able to be enrolled until they are credentialed by allied community resources.  Allied will do the billing for the cost sharing requirements. Project Savings- $1,231,000 over the next two fiscal years. 
· Delay for the cost share and factored into the cost savings. 
· There are 7 performance measures. 3 of the measures will be paid out as a result of Year 1 Contract Performance. 4 of the measures will be performance based in years 2 and 3. Examples: Average length of state for the program. Reward those whose case management functions. Keep them as home as long as they can.  Web-based application system. In the process for fully transitioning for a paper-based to the web based. 
Council Member Discussion 
· Katherine Yacavone asked what the eligibility income is.
· There is no income limit for Category 1 and 2. 34,000 for an individual 40,000 for couple. The Medicaid waiver program has an asset limit for 1800. 300% of SSI. 
· Eligibility is determined by functional and financial ability. 
Key Discussion Points of Implementation of Primary Care Rate Increases 
· Kate McEvoy discussed the implementation of the Primary Care Rate Increases. 
· Medicare and Medicaid Rates. The Rates were paid on the 2007 Medicare Rates. DSS provided examples of the previous rates and the rate bump. 
· Preventive Visit for Teenage:$ 69.25-$152.91 
· Discussion about the increase in rates.
· Discussion about what the new rate is close to what they used to pay. Good to set context. Increasing access to Medicaid. The Primary Care Attribution Process. 
· The rate pump supports the primary care agenda. 
· Asset Limit for State Home Care Program
· Single $34,766
· Couple$ 46,368
· The figures change annually. 
· Best way to find the eligibility- DSS Website for Elders- for the Alternate Care Unit. 

Council Member Discussion: 
· Alex Geerstma: Asked why the rate bump and if the rates were tied to performance? 
· Dr. Zavoski- It was federal guidance and they are not tied to performance. 
· Rep. Srinivasan: Thanked DSS for the presentation. He asked going forward- would the Medicare rates now? 57% rates are we not 100%. PCP are 100% of the Medicare rate. Do you have an estimate- does this adjusted rate?
· Process is off-set with federal funding.  
· 73,000,000 Million Retro of Jan 1, 2013. 73,000,000 – 100% of federally funded. 
· Katherine Yacavone commented how it is a long way to improving access to care in the Medicaid population. For the FQHCs- It is mandated the department payments to the Medicaid rate. Where are they rolling out those increases? 
· Kate McEvoy: Obligated to make increases in those rates. Announce soon as possible in the next couple of weeks. 
· OBGYNs are not covered for the rate bump.  CMS did not elect to expand that category. 
· Ellen Andrews asked if DSS tracking physicians’ participation? Make the case to continue this. 
· Gail Digioia: CHN Tracks the provider enrollment on a monthly attribution. Attribution process specific on EM and specific codes- identified as PCP based on claims. 64% is attributed.  Make sure it’s right. And correct as possible. They are currently at 64-67% on attribution. This is specific EM and PCP. It’s just as services that follow under CPT codes. 
· Ellen Andrew asked how many physicians are participating in Medicaid. How many are those being attributed to and would like to see how many are those attributed monthly. 
· Comment made about the impact on the PCP Rate Increase- everyone is interested in. See the impact. It took federal government too they time to implement. Most states have not implemented. May not fully gage what the impact of this is. 
· Mary Alice Lee commented on how CT reimburses over 100% of the Medicare rate for OBGYNs.
· 150% over the 2007 Medicare rates. Medicare has changes its rates in the based few years. The most recent was from Kaiser Report in 2010. 
· Josh Wojick asked if there an outreach campaign to providers for the community because the rate increases. CHN and DSS for the program association. What are the means of broadcasting this rate bump? The ordering prescribing one vehicle. Any feedbacks on this process are welcome to. 

Rep Abercrombie thanked DSS for the presentation. Systems overhaul has been excellent along with the updates. 

Mary Alice Lee- Dental Services for Children- Mary Alice Lee provided the Council with the Dental Services for Children and Parents in the Husky Program.
· There is a detailed report online on the website. www.ctvoices.org
· The tables in the presentation explain the increases in utilization for children and adults. The CTDHP CT Dental Health Partnership is working on getting more people enrolled into the dental program. It will be good to get more people into care. The fee increase 2008 applied to the children in the program. The Adults rates have gone up. Finding- Hispanic Children and Parents are more likely to get dental care rather than white or African American. Question raised on what features are serving Hispanic family and find other ways to improve access to care for white and African American.
· Mary Alice Lee thanked the General Assembly for the continued work and support. 

Council Member Discussion
· Jesse White Fresse commented on the results of the collaborative efforts to show significant improvement in a short period of time. Older adolescents are utilizing it at a much lower rate. We need to think how to expand the services to them.
· Mary Alice Lee commented how the institute of medicine and the fee increases in the dental program were necessary but not significant. A recommendation would be to improving outreach and provider relations, and case management. 
· Katherine Yacavone commented on SBHC provides dental services in school based clinics. The work with the cost site. Department on the teacher. Systems in place- basic point. It is not as easy as it seems to catch younger adolescents and adolescents. There are other barriers too.  Adults- When the PA dental rules come in? And the intersection of Husky A. 
· Kate McEvoy thanked Mary Alice for the analysis. DSS Donna Balaski and Benecare have been good at the provider perspective. There has been tailoring outreach methods- community based and thinking creatively i.e Parish nurses.  Data presented to Donna. Geographic access. Member support function has improved.
Next Meeting Agenda for September 13, 2013 

1. DSS Updates
2. Access Health CT- Briefing on what’s going on.  
Announcement: No meeting in August. Sept 13, 2013 next meeting 9:30 in Room 1E. 
Rep. Catherine Abercrombie closed the meeting at 12:00 PM. 
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