Section A. GENERAL INFORMATION

The State of Connecticut requests a waiver under the authority of Section 1915(b)(1) of the Act.  The waiver program will be operated directly by the Medicaid agency.  

Effective Dates: This waiver renewal is requested for a period of 2 years; effective July 1, 2004 and ending June 30, 2006.

The waiver program is called HUSKY A.

State Contact: The State contact person for this waiver is Rose Ciarcia and can be reached by telephone at (860) 424-5139, or fax at (860) 424-4958, or e-mail at Rose.Ciarcia@po.state.ct.us.

I. Statutory Authority

a. Section 1915(b)(1): The State's waiver program is authorized under Section 1915(b)(1) of the Act, which provides for a capitated managed care program under which the State restricts the entity from or through which a enrollee can obtain medical care.

b. Other Statutory Authority: The State is also relying upon authority provided in the following section(s) of the Act:

1.
X
1915(b)(2) - A locality will act as a central broker (agent, facilitator, negotiator) in assisting eligible individuals in choosing among competing health plans in order to provide enrollees with more information about the range of health care options open to them.  See Waiver Preprint Section A.IV.b  Enrollment/Disenrollment and Section 2105 of the State Medicaid Manual.  This section must be checked if the State has an independent enrollment broker.

The State’s independent enrollment broker is ACS, Inc.

2. ___
1915(b)(3)  - The State will share cost savings resulting from the use of more cost-effective medical care with enrollees by providing them with additional services.  Please refer to Section 2105 of the State Medicaid Manual.  The savings must be expended for the benefit of the enrolled Medicaid beneficiary.

Please list in Section A.IV .d.1 and Appendix D.III additional services to be provided under the waiver, which are not covered under the State plan.  The services must be for medical or health-related care, or other services as described in 42 CFR Part 440, and are subject to CMS approval.

3.
X
1915(b)(4)  - The State requires enrollees to obtain services only from specified providers who undertake to provide such services and meet reimbursement, quality, and utilization standards which are consistent with access, quality, and efficient and economic provision of covered care and services.  Please refer to Section 2105 of the State Medicaid Manual.

c. Sections Waived. Relying upon the authority of the above Section(s), the State requests a waiver of the following Sections of 1902 of the Act:

1. ___
Section 1902(a)(1) - Statewideness--This Section of the Act requires a Medicaid State plan to be in effect in all political subdivisions of the State.  This waiver program is not available throughout the State.

2.
X
Section 1902(a)(10)(B) - Comparability of Services--This Section of the Act requires all services for categorically needy individuals to be equal in amount, duration, and scope.  This waiver program includes additional benefits such as case management and health education that will not be available to other Medicaid enrollees not enrolled in the waiver program.

3.
X
Section 1902(a)(23) - Freedom of Choice--This Section of the Act requires Medicaid State plans to permit all individuals eligible for Medicaid to obtain medical assistance from any qualified provider in the State.  Under this program, free choice of providers is restricted.  That is, individuals enrolled in this program receive certain services through an MCO, PIHP or PAHP.

4.___
Section 1902(a)(4) – To permit the State to mandate beneficiaries into a single PIHP or PAHP.
5.___
Other Statutes Waived - Please list any additional section(s) of the Act  the State requests to waive, including an explanation of the request.  As noted above, States requesting a combined 1915(b) and 1915(c) waiver should work with their CMS Regional Office to identify required submission items from this format.  

II. 
Background
[Required] Please provide a brief executive summary of the State’s 1915(b) waiver program’s activities since implementation, including experiences during the previous waiver period(s) and a summary of any program changes either planned or anticipated during the requested renewal period.  Please specify the types of stakeholders or other advisory committee meetings that have occurred in the previous waiver period or are expected to occur under the future waiver period.  Please include descriptions of any advisory boards that have consumer representation.  In addition, please describe any program changes and/or improvements that have occurred as a result of stakeholder involvement during the previous waiver period(s).  Please describe any stakeholder involvement in monitoring of the previous waiver period.  Finally, to the extent the State enrolls persons with special health care needs, please describe how the various stakeholders have been involved in the development, implementation, and ongoing operation of the program.  

Response:

The previous waiver included the period from July 1, 2002 through June 30, 2004.  During this time, the Husky A Program saw enrollment increase from 276,786 as of June 1, 2002 to 300,391 as of February 1, 2004.  Managed care organization (MCO) participation has remained the same.  In the fall of 2003 CT-DSS renegotiated the MCO contracts.

The Department continues to meet, on a monthly basis, with the Connecticut Medicaid Managed Care Council and to participate in the Council’s various subcommittees.  The Council and its subcommittees include consumer representation.   

HUSKY A enrolls the following special needs populations: foster-care children, SSI children, and Title V program participants.  The Department works closely with the other State agencies that deal directly with these populations.  

In response to State budgetary pressures, effective 4/1/03, the Department rolled back income eligibility from 150 to 100% of the FPL for adult caregivers. Also, effective 4/1/03 the Department eliminated 12 months of continuous eligibility for children and 6 months of guaranteed coverage for individuals enrolled in managed care.  

III. 
General Description of the Waiver Program
a. Type of Delivery Systems: The State will be entering into the following types of contracts with an MCO, PIHP, or PAHP.  The definitions below are taken from federal statute.  However, many “other risk” or “non-risk” programs will not fit neatly into these categories (e.g. a PIHP program for a mental health carve out is “other risk,” but just checking the relevant items under “2" will not convey that information fully).   

1.
X
Risk-Comprehensive (fully-capitated—MCOs or HIOs): Risk-comprehensive contracts are generally referred to as fully-capitated and require that the contractor be an MCO or HIO.  Comprehensive means that the contractor is at risk for inpatient hospital services and any other mandatory State plan service in section 1905(a), or any three or more mandatory services in that section.  References in this preprint to MCOs generally apply to these risk-comprehensive entities.  Check either (a) or (b), and within each the items that apply:

(a)__
The contractor is at-risk for inpatient hospital services and any one of the following services:

i.
X
Outpatient hospital services, 

ii.
X
Rural health clinic (RHC) services, 

iii. ___
Federally qualified health clinic (FQHC) services,

iv.
X
Other laboratory and X-ray services,

v.
X
Skilled nursing facility (NF) services, 

vi.
X
Early periodic screening, diagnosis and treatment (EPSDT) services,

vii.
X
Family planning services,

viii.
X
Physician services, and

ix.
X
Home Health services.

(b)
X
The contractor is at-risk for three or more of the above services ((i) through (ix)).  Please mark the services in (a). 

2. ___
Partial Risk (PIHP/PAHP): Other risk contracts are those that have a scope of risk that is less than comprehensive.  The contractors in these programs are either PIHPs or PAHPs (e.g., a PIHP for mental health/substance abuse).  References in this preprint to PIHPs/PAHPs generally apply to these other risk entities. For PIHPs, please check either (a) or (b); if (b) is chosen, please check the services that apply. For PAHPs, please check (b), and indicate the services that apply.

(a)__
The contractor is a PIHP at-risk for all inpatient hospital services,

or

(b)__
The contractor is a PIHP or PAHP at-risk for two or fewer of the below services ((i) through (x)).

i.___
Outpatient hospital services, 

ii.___
Rural health clinic (RHC) services,  

iii.___
Federally qualified health clinic (FQHC) services,

iv.___
Other laboratory and X-ray services,

v.___
Skilled nursing facility (NF) services, 

vi.___
Early periodic screening, diagnosis and treatment (EPSDT) services, 

vii.__
Family planning services,

viii.__
Physician services

ix.___
Home Health services.

x.____Other:
___dental


___transportation


___a subset of inpatient hospital services (e.g. only mental health admissions)

3.___
Non-risk: Non-risk contracts involve settlements based on fee-for-service (FFS) costs (e.g., a PIHP contract where the State performs a cost-settlement process at the end of the year). Please provide a brief narrative description of non-risk model, which will be implemented by the State.

4.___
Other (Please provide a brief narrative description of the model.  If the model is an HIO, please modify the entire preprint accordingly):

b. Geographical Areas of the Waiver Program: Please indicate the area of the State where the waiver program will be implemented.  (Note: If the State wishes to alter the waiver area at any time during the waiver period, an official waiver modification request must be submitted to CMS):

1. 
X
Statewide -- all counties, zip codes, or regions of the State have managed care (Please list in the table below) or

2.
Other (please list in the table below):

Regardless of whether item 1 or 2 is checked above, in the chart below please list the areas (i.e., cities, counties, and/or regions) and the name and type of entity (MCO, PIHP, PAHP, HIO, or other entity) with which the State will contract:

	City/ County/ Region
	Name of Entity*
	Type of Entity (MCO, PIHP, PAHP, HIO, or other entity)

	Fairfield
	Anthem Blue Cross and Blue Shield

Community Health Network of CT

HealthNet of CT

First Choice Health Plan of CT
	MCO

	Hartford
	Anthem Blue Cross and Blue Shield

Community Health Network of CT

HealthNet of CT

First Choice Health Plan of CT
	MCO

	Litchfield
	Anthem Blue Cross and Blue Shield

Community Health Network of CT

HealthNet of CT

First Choice Health Plan of CT
	MCO

	Middlesex
	Anthem Blue Cross and Blue Shield

Community Health Network of CT

HealthNet of CT

First Choice Health Plan of CT
	MCO

	New Haven
	Anthem Blue Cross and Blue Shield

Community Health Network of CT

HealthNet of CT

First Choice Health Plan of CT
	MCO

	New London
	Anthem Blue Cross and Blue Shield

Community Health Network of CT

HealthNet of CT

First Choice Health Plan of CT
	MCO

	Tolland
	Anthem Blue Cross and Blue Shield

Community Health Network of CT

HealthNet of CT

First Choice Health Plan of CT
	MCO

	Windham
	Anthem Blue Cross and Blue Shield

Community Health Network of CT

HealthNet of CT

First Choice Health Plan of CT
	MCO


*The State should list the actual names of the contracting entities.  Cost-effectiveness data should be submitted for every city/county/region listed here as described in Section D.

c. Requirement for Choice: Section 1932(a)(3) of the Act and 42 CFR 438.52 require the State to permit individuals to choose from not less than two managed care entities.  

1. ___
This model has a choice of managed care entities. 

(a)__
At least one MCO and PCCM (please use the combined PCCM Capitated Waiver Renewal Preprint)

(b)__
One PCCM system with a choice of two or more Primary Care Case Managers (please use the PCCM Waiver Renewal preprint)

(c)
X
Two or more MCOs

(d)__
At least one PIHP or PAHP and a combination of the above entities

2. ___
This model is an HIO.

3. ___
The State is opting to use the exception for rural area residents in Section 1932(a)(3) and 42 CFR 438.52(b).  Please list the areas of the State in which the rural exception applies:

4.___ The State is requesting a waiver of 1902(a)(4) to permit the State to mandate beneficiaries into a single PIHP/PAHP.

d. Waiver Population Included:  The waiver program includes the following targeted groups of beneficiaries.  Check all items that apply:

1.
X
Section 1931 Children and Related Poverty Level Populations (TANF/AFDC)
2.
X
Section 1931 Adults and Related Poverty Level Populations, including pregnant women (TANF/AFDC)

3.
X
Blind/Disabled Children and Related Populations (SSI)

4.___
Blind/Disabled Adults and Related Populations (SSI)

5.___
Aged and Related Populations (Please specify: SSI, QMB, Medicare, etc.)

6.
X
Foster Care Children

7.___
Title XXI SCHIP - includes an optional group of targeted low income children who are eligible to participate in Medicaid if the State has elected the State Children’s Health Insurance Program through Medicaid

8.___
Other Eligibility Category(ies)/Population(s) Included - If checked, please describe these populations below.  

9.
X
Other Special Needs Populations.  Please ensure that any special populations in the waiver outside of the eligibility categories above are listed here (Please explain further in Section F. Special Populations)

i.
X
Children with special needs due to physical and/ or mental illnesses,

ii.

Older adults,

iii.

Foster care children,

iv.

Homeless individuals,

v.

Individuals with serious and persistent mental illness and/or substance abuse,

vi.

Non-elderly adults who are disabled or chronically ill with developmental or physical disability, or

vii. __
Other (please list):

e. Excluded Populations:  The following enrollees will be excluded from participation in the waiver:

1.
X
Have Medicare coverage, except for purposes of Medicaid-only services;

2. ___
Have medical insurance other than Medicaid;

3.
X
are residing in a nursing facility; 

4.
X
are residing in an Intermediate Care Facility for the Mentally Retarded (ICF/MR);

5. ___
are enrolled in another Medicaid managed care program;

6. ___
have an eligibility period that is less than 3 months;

7. ___
are in a poverty level eligibility category for pregnant women;

8. ___
are American Indian or Alaskan Native;

9.
X
participate in a home and community-based waiver; 

10.
X
receive services through the State’s Title XXI CHIP program; 

11.
X
have an eligibility period that is only retroactive;

12. __
are included under the State’s definition of Special Needs Populations.  Please ensure that any special populations excluded from the waiver in the eligibility categories in l. above are listed here (Please explain further in Section F. Special Populations if necessary); 

i. ___
Children with special needs due to physical and/ or mental illnesses,

ii.

Older adults,

iii. ___
Foster care children,

iv.

Homeless individuals,

v.

Individuals with serious and persistent mental illness and/or substance abuse,

vi.
X
Non-elderly adults who are disabled or chronically ill with developmental or physical disability, or 

vii. __
Other (please list):

13. __
have other qualifications which the State may exclude enrollees from participating under the waiver program. Please explain those reasons below: 

f. Automated Data Processing:  Federal approval of this waiver request does not obviate the need for the State to comply with the Federal automated data processing systems approval requirements described in 42 CFR Part 433, Subpart C, 45 CFR Part 95, Subpart F, and Part 11 of the State Medicaid Manual.

g. Independent Assessment: The State will arrange for an Independent Assessment of the cost-effectiveness of the waiver and its impact on enrollee access to care of adequate quality.  The Independent Assessment is required for at least the first two waiver periods. This assessment is to be submitted to CMS at least 3 months prior to the end of the waiver period. [Please refer to SMM 2111 and CMS’s “Independent Assessment: Guidance to States” for more information].  Please check one of the following:

1. __
This is the first or second renewal of the waiver.  An Independent Assessment has been completed and submitted to CMS as required.

2.
X
Independent Assessments have been completed and submitted for the first two waiver periods. The State is requesting that it not be required to arrange for additional Independent Assessments unless CMS finds reasons to request additional evaluations as a result of this renewal request.  In these instances, CMS will notify the State that an Independent Assessment is needed in the waiver approval letter.

IV.
Program Impact
In the following informational sections, please complete the required information to describe your program.

a.
Marketing including indirect MCO/PIHP/PAHP marketing (e.g., radio and TV advertising for the MCO/PIHP/PAHP in general) and direct MCO/PIHP/PAHP marketing (e.g., direct mail to Medicaid beneficiaries). Information to potential enrollees and enrollees (i.e., member handbooks), is addressed in Section H.


Previous Waiver Period

1
X
[Required for all elements checked in the previous waiver submittal] Please describe how often and through what means the State monitored compliance with its marketing requirements, as well as results of the monitoring. [Reference: items A.III.a.1-7 of 1999 initial preprint; as applicable in 1995 preprint, or items A.III.a Upcoming Waiver Period of 1999 Waiver Renewal preprint].

Response: 

The program marketing policies have remained consistent with the description in the previous waiver renewal request. In August 2003, the MCO contracts were modified to reflect new marketing requirements from the Medicaid managed care regulations. 

The Department has assigned liaisons to the MCOs who monitor contract compliance.  In addition the Department investigates any allegations of improper marketing activities and issues corrective action notices when appropriate.

Please refer to the marketing provisions within the MCO contracts below and Attachment: Section A.IV.a.1. Detailed Marketing Guidelines for the detailed marketing guidelines the Department uses to review, approve and monitor marketing activities and materials.

MCO Contract Section § 3.31
DSS Marketing Guidelines

DSS marketing restrictions apply to subcontractors and providers of care as well as to the MCOs. The MCO shall notify all its subcontractors and network providers of the DEPARTMENT’s marketing restrictions.  The detailed marketing guidelines are set forth in contract Appendix D.

a.
Prohibited Marketing Activities

The following activities are prohibited, in all forms of communication, regardless of whether they are performed by the MCO directly, by its contracted providers, or its subcontractors: 

1. Asserting or implying that a Member will lose or not qualify for HUSKY benefits unless he/she enrolls in the MCO, or creating other threatening scenarios that do not accurately depict the consequences of choosing a different MCO;

2. Discriminating (in marketing or in the course of the enrollment process) against any eligible individual on the basis of health status or need for future health care services;

3. Making inaccurate, misleading or exaggerated statements (e.g. about the nature of the eligibility or enrollment process, the positive attributes of the MCO, or about the disadvantages of competing MCOs);

4. Any unsolicited personal contact including telephonic, door-to-door marketing or other cold call marketing or enrollment activities to potential Members;

5. Failing to submit for approval marketing materials or marketing approaches when such approval is required by DSS (see Appendix D).  MCOs, subcontractors and their providers must wait until receiving DSS written approval before disseminating any such information to potential Members.  DSS reserves the right to request revisions or changes in material at any time; 

6. Making any statements or assertions that the MCO is endorsed by the DEPARTMENT or CMS or any other governmental entity;

7. Seeking to influence enrollment in conjunction with the sale or offering of private insurance; and

8. Conducting any form of individual or group solicitation activity other than those expressly permitted under Appendix D, the DSS Marketing Guidelines, unless prior approval is obtained from DSS.

b. Any type of marketing activity which has not been clearly specified as permissible under these guidelines should be assumed to be prohibited.  The MCO shall contact the DEPARTMENT for guidance and approval for any activity not clearly permissible under these guidelines.   

c. The MCO shall submit all marketing materials to the DEPARTMENT for approval.   The DEPARTMENT will provide comments on the marketing materials to the MCO within thirty (30) days of receipt of the materials.

d. The MCO shall ensure that, before enrolling, members receive accurate written information needed to make an informed decision on whether to enroll.

e. The MCO shall distribute marketing materials on a statewide basis. 

Sanction:  If the MCO or its providers fails to submit marketing materials for prior approval, the DEPARTMENT may impose a Class B sanction pursuant to Section 7.05. 

Sanction:  If the MCO or its providers engages in inappropriate marketing activities at provider sites, the DEPARTMENT may impose a Class B or Class C sanction pursuant to Section 7.05 as it deems appropriate.  

Sanction:  If the MCO or its providers engages in cold call or door-to-door marketing, the DEPARTMENT may impose Class C sanctions pursuant to Section 7.05.

Upcoming Waiver Period Please describe the waiver program for the upcoming two-year period. 

1.___
The State does not permit direct or indirect MCO//PIHP/PAHP marketing  (go to item “b.  Enrollment/Disenrollment”)

2.
X
The State permits indirect MCO/PIHP/PAHP marketing (e.g., radio and TV advertising for the MCO/PIHP/PAHP in general).  Please list types of indirect marketing permitted.  

Response:

The Department does not restrict an MCO’s general communication with the public. However, CT-DSS must review and approve any written material or advertisement prior to the MCOs mailing to, distributing to, or aiming at HUSKY recipients or individuals potentially eligible for HUSKY, specifically, material that mentions Medicaid, Medical Assistance, Title XIX, Title XXI, or HUSKY.

3.
X
The State permits direct MCO/PIHP/PAHP marketing (e.g., direct mail to Medicaid beneficiaries).  Please list types of direct marketing permitted.

Response:

The Department permits unsolicited mailings, however, CT-DSS must approve the content of the mailings and the target audience prior to the release of the mailings.  CT-DSS must also approve the MCO’s method for obtaining the list of names, telephone numbers, and addresses prior to their releasing the mailings.

Please describe the State’s procedures regarding direct and indirect marketing by answering the following questions and/or referencing contract provisions or Requests for Proposals, if applicable.

4.
X
The State prohibits or limits MCOs/PIHPs/PAHPs from offering gifts or other incentives to potential enrollees.  Please explain any limitation/prohibition and how the State monitors this: 

Response:

The Department prohibits MCOs from disseminating gift items as stated in the detailed marketing guidelines.  CT-DSS liaisons to the MCOs periodically review current practices with their MCO representatives.  Liaisons follow-up on complaints when the information provided contain sufficient information for the liaison to perform a thorough investigation.

5.___
The State permits MCOs/PIHP/PAHPs to pay their marketing representatives based on the number of new Medicaid enrollees he/she recruited into the plan.  Please explain how the State monitors marketing to ensure it is not coercive or fraudulent:

6.
X
The State requires MCO/PIHP/PAHP marketing materials to be translated into the languages listed below (If the State does not translate enrollee materials, please explain):   

Response:

The Department requires each MCO to produce member educational materials in English and Spanish and any other written language when more than five percent of a particular MCO's members in any county speak that language.

The State has chosen these languages because (check those that apply):

i. __
The languages comprise all prevalent languages in the MCO/PIHP/PAHP service area.  

ii.
X
The languages comprise all languages in the MCO / PIHP / PAHP service area spoken by approximately five percent or more of the population.

iii.__
Other (please explain):

7.
X
The State requires MCO/PIHP/PAHP marketing materials to be translated into alternative formats for those with visual impairments. 

8. Required Marketing Elements: Listed below is a description of requirements that the State must meet under the waiver program (items a through g). If an item is not checked, please explain why.  

The State:

(a)
X
Ensures that all marketing materials are prior approved by the State 

(b)
X
Ensures that marketing materials do not contain false or misleading information

(c)
X
Consults with the Medical Care Advisory Committee (or subcommittee) in the review of marketing materials.

Response:

The Medicaid Managed Care Council performs a policy direction function.  Marketing materials have changed little during the previous waiver period.  Staff review proposed changes.

(d)
X
Ensures that the MCO/PIHP/PAHP distributes marketing materials to its entire service area

(e)
X
Ensures that the MCO/PIHP/PAHP does not offer the sale of any other type of insurance product as an enticement to enrollment. 

(f)
X
Ensures that the MCO/PIHP/PAHP does not conduct directly or indirectly, door-to-door, telephonic, or other forms of “cold‑call” marketing.

(g)
X
Ensures that the MCO/PIHP/PAHP does not discriminate against individuals eligible to be covered under the contract on the basis of health status or need of health services.

b.
Enrollment/Disenrollment:  
Previous Waiver Period

1.
[Required for all elements checked in the previous waiver submittal] Please provide a description of how often and through what means the State has monitored compliance with Enrollment/Disenrollment requirements.  Please include the results from those monitoring efforts for the previous waiver period. (Reference items A.III.b of the 1999 initial preprint; items A.8, 9, 17(g-j), 20, and 22 of 1995 preprint; items A.III.b Upcoming Waiver Period of 9/23/99 Waiver Renewal).

Response:

The enrollment and dis-enrollment process has operated consistently with the description in the previous waiver renewal request.  ACS, Inc., the CT-DSS enrollment broker, conducts enrollment and dis-enrollment activities. The Department monitors compliance with enrollment requirements through on-site inspections and reviews of monthly reports produced by ACS.  

See Attachment: Section A, IV Program Impact, b Enrollment/Disenrollment, Previous Waiver Period 1, Sample Enrollment/Disenrollment.

Upcoming Waiver Period - Please describe the State’s enrollment process for MCOs/PIHPs/PAHPs by checking the applicable items below. 

1.
X
Outreach: The State conducts outreach to inform potential enrollees, providers, and other interested parties of the managed care program (e.g., media campaigns, subcontracting with community-based organizations or out stationed eligibility workers). Please describe the outreach process, and specify any special efforts made to reach and provide information to special populations included in the waiver program:

Response:

Connecticut’s public outreach and education initiative has evolved from multi-level campaigns and contracted outreach programs toward more targeted and specific activities including information and referral by community organizations and programs, such as Connecticut’s Covering Kids and Families (a Robert Wood Johnson Foundation funded outreach initiative) and by the Department’s information and referral contractor, HUSKY Infoline (United Way of Connecticut). 

The Department’s outreach program includes: 

· Customer service through a toll-free hotline; 

· Written materials and updates; 

· Web-based information and email customer response (www.huskyhealth.com); 

· School-based linkage (i.e., free- and reduced-price school lunch program in cooperation with the CT Department of Education and school food service directors. 

· Support for the work of local health and human services partners with information, advocacy and updated materials; and similar activities.

2.
X
Administration of Enrollment Process:

(a)__
State staff conduct the enrollment process.

(b)
X
The State contracts with an independent contractor(s) (i.e., enrollment broker) to conduct the enrollment process and related activities.  The State must request the authority in 1915(b)(2) in Section A.I.b.1.  (Refer to Section 2105 of the State Medicaid Manual)

i. 
Broker name: ACS, Inc.

ii. 
Procurement method:   

(A).
X
Competitive

(B). ____Sole source

iii. 
Please list the functions that the contractor will perform:

Response:

The enrollment broker screens applications for HUSKY A eligibility, determines eligibility for HUSKY B (SCHIP); enrolls individuals in a managed care organization; and assists enrollees with the initial selection of primary care providers for each eligible individual in the family. In addition the broker maintains sufficient data management capacity to manage such decisions and integrate data applications with the CT-DSS systems.

(c)__
State allows MCOs/PIHPs/PAHPs to enroll beneficiaries.  Please describe the process and the State’s monitoring.

3.
Enrollment Requirement:  Enrollment in the program is:

(a)
X
Mandatory for populations in Section A.III.d

(b)__
Voluntary --See Cost-effectiveness Section D introduction for instructions on inclusion of costs and enrollment numbers (please describe populations for whom it will be voluntary):

(c)___Other (please describe):

4.
Enrollment: 
(a)
X
The State will make counseling regarding their MCO/PIHP/PAHP choices prior to the selection of their plan available to potential enrollees.  Please describe location and accessibility of sites for face-to-face meetings and availability of telephone access to enrollment selection counseling staff, the counseling process, and information provided to potential enrollees.

Response:

Upon Medicaid grant, families receive written materials and MCO comparison information by mail. Enrollment counseling staff is available by telephone through a toll-free number.  A beneficiary has thirty days in which to select a health plan after he/she has been notified that he/she is eligible. Information is also available on site at the Department’s field offices and community organizations and programs.  

(b)
X
Enrollment selection counselors will have information and training to assist special populations and persons with special health care needs in selecting appropriate MCO/PIHPs/PAHPs and providers based on their medical needs.  Please describe.

Response

The Department requires the broker to employ selection counselors with appropriate skills to counsel families and assist with plan and PCP selection.  CT-DSS monitors the performance of the selection counselors by reviewing the case notes on a monthly basis and following up on complaints as necessary.

(c)
X
Enrollees will notify the State/enrollment broker of their choice of plan by:

i.
X
mail

ii.
X
phone

iii.___
in person at ____


iv.___
other (please describe):

(d)
X
[Required]  There will be an open enrollment period during which the MCO/PIHP/PAHP will accept individuals who are eligible to enroll.  Please describe how long the open enrollment period is and how often beneficiaries are offered open enrollment.  Please note if the open enrollment period is continuous (i.e., there is no enrollment lock-in period). 

Response:

The Department requires the MCOs to conduct continuous open enrollment during which the MCO must accept clients eligible for coverage in the order in which they are enrolled without regard to health status of the client. There is no enrollment lock-in period.

(e)__
Newly eligible beneficiaries will receive initial notification of the requirement to enroll into the program.  Please describe the initial notification process.

Response:

Newly eligible Connecticut Medicaid beneficiaries who are mandated for enrollment into managed care are notified by mail of the requirement to enroll in an MCO. The notification includes plan information; instructions on how to enroll; an enrollment form and information on the consequencies of not making a selection.

(f)___
Mass enrollments are expected.  Please describe the initial enrollment time frames or phase-in requirements:

(g)
X
If a potential enrollee does not select a plan within the given time frame, the potential enrollee will be auto-assigned or default assigned to a plan.  

i. 
Potential enrollees will have 30 days to choose a plan.

ii. 
Please describe the auto-assignment process and/or algorithm.  What factors are considered?   Does the auto-assignment process assign persons with special health care needs to an MCO/PIHP/PAHP that includes their current provider or to an MCO/PIHP/PAHP that is capable of serving their particular needs?

Response:

§4.04 Default Enrollment 

The Department assigns default Members to participating MCOs on a rotating basis and as the enrollment capacity for each MCO allows. The default assignment is structured to distribute families among all participating MCOs evenly.  However, the default assignment may not result in an even net default among all MCOs due to variations in MCO service area, enrollment capacity, family size and loss of Medicaid eligibility.

(h)
The State provides guaranteed eligibility of up to 12 months for all MCO enrollees under the State plan.  How and at which point(s) in time are potential enrollees notified of this?

 (i)
X
The State allows otherwise mandated beneficiaries to request exemption from enrollment in an MCO/PIHP/PAHP. Please describe the circumstances under which an enrollee would be eligible for exemption from enrollment.  In addition, please describe the exemption process:

Response:

The Department in conjunction with the enrollment broker, will review client requests for exemptions from enrollment into managed care plans. Exemptions will be granted on a case-by-case basis according to the guidelines listed below.  All reasons for exemptions must be substantiated in order to obtain approval.  Exemptions based on reasons 5 and 6 will be granted for as long as the conditions for exemption exist.  All other exemptions will be granted on a temporary basis.

To obtain exemptions based on reasons 1-4, recipients must notify the enrollment broker of their intention to seek an exemption prior to enrollment.  Based on the criteria listed below, the enrollment broker will seek any necessary documentation for review by CT-DSS or the enrollment broker.  Final decision for exemption approvals rests with CT-DSS.  

Exemptions will be granted for persons who:

1. are in advanced stages of terminal illness;

2. are in the last trimester of pregnancy and have an established relationship with an obstetrician who is not participating in HUSKY A;

3. would experience a disruption of treatment if enrolled;

4. are hospitalized on the first day of enrollment;

5. live out-of-state;

6. are receiving targeted case management from either the Department of Mental Health and Addiction Services or the Department of Mental Retardation

5.
Disenrollment:
(a)
X
The State allows enrollees to disenroll from/transfer between MCOs/PIHPs/PAHPs.  

Response:

The enrollee contacts the enrollment broker to transfer to another MCO.

i. ___Enrollee submits request to State

ii. ___Enrollee submits request to MCO/PIHP/PAHP.  The plan may approve the request, or refer it to the State plan may not disapprove the request).

iii. ___Enrollee must seek redress through MCO/PIHP/PAHP grievance procedure before determination will be made on disenrollment request

iv.
X
[Required] Regardless of whether plan or State makes determination, determination must be made no later than the first day of the second month following the month in which the enrollee or plan files the request.  If determination is not made within this time frame, the request is deemed approved.

(b)__
The State does not allow enrollees to disenroll from the only available PIHP/PAHP. 

(c)
X
The State monitors and tracks disenrollments and transfers between MCOs/PIHPs/PAHPs.  Please describe the tracking and analysis: 

Response:

The enrollment broker tracks the transfers between the MCOs, records the reasons given by enrollees when they transfer, and reports the information to CT-DSS.

(d)__
The State has a lock-in period of up to12 months (up to 12 months permitted).   If so, the following are required:    

i.

MCO/PIHP/PAHP enrollees must be permitted to disenroll without cause within the first 90 days of each enrollment period with each MCO/PIHP/PAHP.  

ii.

MCO/PIHP/PAHP enrollees must be notified of their ability to disenroll or change MCOs/PIHPs/PAHPs at the end of their enrollment period at least 60 days before the end of that period.  

iii.

MCO/PIHP/PAHP enrollees who have the following good cause reasons for disenrollment are allowed to disenroll during the lock-in period: 

A. 
[Required]  Enrollee moves out of plan area

B. 
[Required] Plan does not, because of moral or religious objections, cover the service the enrollee seeks

C. 
[Required] Enrollee needs related services; not all services available in network, and enrollee’s provider determines that receiving services separately would subject enrollee to unnecessary risk

D. 
[Required]  Poor quality of care

E. 
[Required] Lack of access to covered services

F. 
[Required] Lack of access to providers experienced in dealing with enrollee’s health care needs

G. 
Other:  (please list) 

iv.

[Required] Ensure access to State fair hearing process for any enrollee dissatisfied with determination that there is not good cause for disenrollment.

(e)
X
The State does not have a lock-in, and enrollees in MCOs/PIHPs/PAHPs are allowed to terminate or change their enrollment without cause at any time.  

(f) __  [Optional] A beneficiary who is disenrolled from an MCO/PIHP/PAHP solely due to loss of eligibility for two months or less may be automatically re-enrolled with the same MCO/PIHP/PAHP.

6.
MCO/PIHP/PAHP Disenrollment of Enrollees: If the State permits MCOs/PIHPs/PAHPs to request disenrollment of enrollees, please check items below that apply: 

(a)
X
[Required]  The MCO/PIHP/PAHP can request to disenroll or transfer enrollment of an enrollee to another plan. If so, it is important that reasons for reassignment are not discriminatory in any way -- including adverse change in an enrollee’s health status, utilization of medical services, diminished mental capacity, and non-compliant behavior for individuals with mental health and substance abuse diagnoses -- against the enrollee.  Please describe the reasons for which the MCO/PIHP/PAHP can request reassignment of an enrollee:

Response:

§3.27
Special Disenrollment 
a.
The MCO may request in writing and the DEPARTMENT may approve disenrollment of specific Members when there is good cause.  The request shall cite the specific event(s), date(s) and other pertinent information substantiating the MCO’s request.  Additionally, the MCO shall submit any other information concerning the MCO’s request that the DEPARTMENT may require in order to make a determination in the case.

b.
Good cause is defined as a case in which a Member:

1.
Exhibits uncooperative or disruptive behavior.  If, however, such behavior results from the Member’s special needs, good cause may only be found if the Member’s continued enrollment seriously impairs the MCO’s ability to furnish services to either the particular Member or others; or

2.
Permits others to use or loans his or her membership card to others to obtain care or services.

c.
The following shall not constitute good cause:

1. Extensive or expensive health care needs;

2. A change in the member’s health status;

3. The member’s diminished mental capacity; or

4. Uncooperative or disruptive behavior related to a medical condition except as described in b.1, above.

d.
The effective date for an approved disenrollment shall be no later than the first day of the second month following the month in which the MCO files the disenrollment request.  If the DEPARTMENT fails to make the determination within this timeframe, the disenrollment shall be deemed approved.

e.
The DEPARTMENT will notify an MCO prior to enrollment if a Member was previously disenrolled for cause from another MCO pursuant to this section 

(b)
X
The State reviews and approves all MCO/PIHP/PAHP-initiated requests for enrollee transfers or disenrollments. 

(c)
X
If the reassignment is approved, the State notifies the enrollee in a direct and timely manner of the desire of the MCO/PIHP/PAHP to remove the enrollee from its membership.  

(d)
X
The enrollee remains a member of the MCO/PIHP/PAHP until another MCO/PIHP/PAHP is chosen or assigned.

c. Entity Type or Specific Waiver Requirements
Upcoming Waiver Period -- Please describe the entity type or specific waiver requirements for the upcoming two-year period.  

1.
X
Required MCO/PIHP/PAHP Elements:  MCOs/PIHPs/PAHPs will be required to comply with all applicable federal statutory and regulatory requirements, including those in Section 1903(m) and 1932 of the Act, and 42 CFR Parts 434 and 438 et seq.
2.
X
Required Elements Relating to Waiver under Section 1915(b)(4):  If the State is requesting authority under Section 1915(b)(4) of the Social Security Act, please mark the items that the State is in compliance with:

(a)
X
The State believes that the requirements of section 1915(b)(4) of the Act are met for the following reasons:

i.
X
Although the organization of the service delivery and payment mechanism for that service are different from the current system, the standards for access and quality of services are the same or more rigorous than those in your State’s Medicaid State Plan.

ii.
X
MCO/PIHP/PAHP must provide or arrange to provide for the full range of Medicaid services to be provided under the waiver.

iii.
X
MCO/PIHP/PAHP must agree to accept as payment the reimbursement rate set by the State as payment in full.

iv.
X
Per 42 CFR 431.55(f)(2)(i), enrollees residing at a long term care facility are not subject to a restriction of freedom of choice based on this waiver authority unless the State arranges for reasonable and adequate enrollee transfer. 

v.
X
There are no restrictions that discriminate among classes of providers on grounds unrelated to their demonstrated effectiveness and efficiency in providing services.

3.
The State has selected/will select the MCOs/PIHPs/PAHPs that will operate under the waiver in the following manner:

(a)
X
The State has used/will use a competitive procurement process.  Please describe.

Response:

The Department used a fair, open and competitive RFP process to contract with the four participating MCOs.  This approach will be used when the Department re-procures MCO services.

(b)__
The State has used/will use an open cooperative procurement process in which any qualifying MCO/PIHP/PAHP may participate that complies with federal procurement requirements and 45 CFR Section 74.

(c)__
The State has not used a competitive or open procurement process.  Please explain how the State’s selection process is consistent with federal procurement regulations, including 45 CFR Section 74.43 which requires States to conduct all procurement transactions in a manner to provide to the maximum extent practical, open and free competition.

4.
X
Per Section 1932(d) of the Act and 42 CFR 438.58, the State has conflict of interest safeguards with respect to its officers and employees who have responsibilities related to MCO/PIHP/PAHP contracts and the default enrollment process established for MCOs/PIHPs/PAHPs.

d.
Services
Previous Waiver Period

1.
X
[Required for all elements checked in the previous waiver submittal] Please provide a description of how often and through what means the State has monitored compliance with service provision requirements.  Please include the results from those monitoring efforts for the previous waiver period. [Reference: items A.III.d.2-6 of the 1999 initial preprint; items A.13, 14, 21 of the 1995 preprint, items A.III.d. Upcoming Waiver Period of 9/23/99 Waiver Renewal Preprint]

Response:

The Department contracted with Qualidigm to perform contract compliance audits during CY 2002.  The audit is located in Binder Two. CMS granted the Department an exemption from the external quality review audit requirement for CY 2003.  A copy of the letter is located in Attachment Section A, IV Program Impact, d Services 1.

In addition to the formal audit conducted by the EQRO, the Department has assigned staff to monitor the performance of the MCOs.  Also, the Department has collaborated with the Connecticut Children’s Health Council, which was previously a project of the Hartford Foundation for Public Giving, and is now associated with Connecticut Voices for Children to monitor MCO performance with regard to their services for children.  Reports and a description of their activities are available to the public at: 

http://www.childrenshealthcouncil.org/

http://www.ctkidslink.org/

Please refer to Attachment Section A, IV Program Impact, d Services 1. that contains the CMS letter authorizing the EQR delay for FY 2003, and a summary of utilization self-reporting from the MCOs by Mercer, Inc. and Binder Two containing the Qualidigm contract compliance review for CY 2002; 
Upcoming Waiver Period -- Please describe the service-related requirements for the upcoming two year period. 

1.
X
Please list in Appendix D.2.S the Medicaid services MCOs/PIHPs/PAHPs will be responsible for delivering, prescribing, or referring.  Instructions for this Appendix can be found in Section D. Cost Effectiveness, III. Instructions for Appendices. 

2.
Emergency Services (Required).   The State must ensure enrollees in MCOs/PIHPs/PAHPs have access to emergency services without prior authorization even if the emergency provider does not have a contractual relationship with the entity. “Emergency medical condition” means a medical condition manifesting itself by acute symptoms of sufficient severity (including severe pain) such that a prudent layperson, who possesses an average knowledge of health and medicine, could reasonably expect the absence of immediate medical attention to result in (i) placing the health of the individual (or, with respect to a pregnant woman, the health of the woman or her unborn child) in serious jeopardy, (ii) serious impairment to bodily functions, or (iii) serious dysfunction of any bodily organ or part.

(a)__
The State has a more stringent definition of emergency medical condition for  MCOs/PIHPs/PAHPs than the definition above.  Please describe.

The State takes the following required steps to ensure access to emergency services.  If an item below is not checked, please explain.

(b)
X
The State ensures enrollee access to emergency services by requiring the MCO/PIHP/PAHP to provide adequate information to all enrollees regarding emergency service access (see Section H. Enrollee Information and Rights)

(c)
X
The State ensures enrollee access to emergency services by including in the contract with MCOs/PIHPs/PAHPs a requirement to cover and pay for the following:  Please note that this requirement for coverage does not stipulate how, or if, payment will be made.  States may give MCOs / PIHPs / PAHPs the flexibility to develop their own payment mechanisms, e.g. separate fee for screen/evaluation and stabilization, bundled payment for both, etc.  

i.
X
For the screen/evaluation and all medically necessary emergency services when an enrollee is referred by the PCP or other plan representative to the emergency room, regardless of whether the prudent layperson definition was met,

ii.
X
The screen/evaluation, when an absence of clinical emergency is determined, but the enrollee’s presenting symptoms met the prudent layperson definition,

iii.
X
Subsequent screening and treatment needed to diagnose the specific condition or stabilize the patient.

iv.
X
Continued emergency services until the enrollee can be safely discharged or transferred,

v.
X
Post-stabilization services which are pre-authorized by the MCO/PIHP/PAHP, or were not pre-authorized, but the MCO/PIHP/PAHP failed to respond to request for pre-authorization within one hour, or could not be contacted (Medicare+Choice guideline).  Post-stabilization services remain covered until the MCO/PIHP/PAHP contacts the emergency room and takes responsibility for the enrollee.

(d)
The State also assures the following additional requirements are met:

i.
X
The MCO/PIHP/PAHP may not limit what constitutes an emergency medical condition on the basis of a list of diagnoses or symptoms;

ii.
X
The MCO/PIHP/PAHP may not refuse to cover emergency services based on the provider not notifying the enrollee’s PCP or plan of the enrollee’s screening and treatment within 10 calendar days of presentation for emergency services;

iii.
X
The attending emergency physician, or the provider actually treating the enrollee, is responsible for determining when the enrollee is sufficiently stabilized for transfer or discharge, and that determination is binding on the MCO/PIHP/PAHP.

(e) ___ The MCO/PIHP/PAHP does not cover emergency services.

3.
Family Planning: In accordance with 42 CFR 431.51(b), preauthorization by the enrollee’s PCP (or other MCO/PIHP/PAHP staff), or requiring the use of participating providers for family planning services is prohibited under the waiver program. 

(a)
X
Enrollees are informed that family planning services will not be restricted under the waiver.

(b)
X
Non-network family planning services are reimbursed in the following manner:

i.
X
The MCO/PIHP/PAHP will be required to reimburse non-network family planning services

ii.___
The MCO/PIHP/PAHP will be required to pay for family planning services from network providers, and the State will pay for family planning services from non-network providers

iii.___The State will pay for all family planning services, provided by both network as well as non-network providers

iv.___
The State pays for non-network services and capitated rates were set accordingly.

v.___
Other (please explain):

(c) __ Family planning services are not included under the waiver.

4.
X
Other Services to Which Enrollee Can Self-Refer: In addition to emergency care and family planning, the State requires MCOs/PIHPs/PAHPs to allow enrollees to self-refer (i.e. access without prior authorization) under the following circumstances or to the following services:

(a) ___ [Required for rural exception to choice]  

· The service or type of provider is not available in the plan; 

· for up to 60 days if provider is not part of the network but is the main source of care and is given opportunity to join network but declines; 

· MCO/PIHP/PAHP or provider does not, because of moral or religious objections, provide a covered service; provider determines enrollee needs related service not available in network and receiving service separately would subject enrollee to unnecessary risk.

(b) X
[Required if women’s routine` and preventive care is a covered service] Female enrollees must have direct access to women’s health specialist within the network for covered care related to women’s routine and preventive care. (Please note whether self-referral is allowed only to network providers or also  to non-network providers.)
(c) X
Other:  (please identify)

Response:

Members may refer themselves to obtain an initial service visit with a mental health or substance abuse provider.  The providers may be out-of-network for this initial visit.

5.___
Monitoring Self-Referral Services.  The State places the following requirements on the MCO/PIHP/PAHP to track, coordinate, and monitor services to which an enrollee can self-refer:

Response:
§3.17
Mental Health and Substance Abuse Access

a.
The MCO shall provide to its Members all behavioral health care services (mental health and substance abuse) covered by Medicaid that are medically necessary and medically appropriate.  These services may be provided by the MCO through contracts with providers of services or through subcontracted relationships with specialized behavioral health management entities.  A Member will not need a PCP referral to obtain services; self-referral will be sufficient to obtain an initial service visit.  The MCO may require prior authorization for an ongoing course of treatment.  Members with mental health and substance abuse disorders shall not be denied coverage by the MCO for the initial visit, simply because they did not abide by the MCO’s rules (either by going to an out-of-network provider or going to an in-network provider without an appropriate referral). 

b.
Notwithstanding any contractual arrangement with a specialized management agency, the MCO is wholly responsible to ensure that medically necessary and medically appropriate services are provided to its Medicaid Members.

c.
The MCO shall contract with a consultant or employ a doctoral level mental health professional with appropriate qualifications, credentials and decision making authority who will have specific responsibilities for exercising oversight of the delivery of behavioral health services by the MCO or its subcontractors.  Such person shall be responsible for promoting efforts to better integrate and coordinate the provision of behavioral health care with other services.  The individual shall be available by phone for consultation on an as needed basis, dedicated to the Connecticut Members, as well as have an extensive understanding of the State of Connecticut’s Medicaid rules and regulations.

d.
In reference to services for children with psychiatric/mental health and substance abuse needs, the MCO and any subcontracted entity is required to contract with and refer Members to qualified Medicaid providers who meet benchmark requirements or demonstrate that equal or superior services are being made available through other providers.  The benchmark providers are child guidance clinics, community mental health centers and clinics, family service agencies and other qualified substance abuse providers (who provide services in compliance with state law) with a specialization in serving children.  Continuation of benchmark status is contingent upon participation in the DSS Study of Behavioral Health Outcomes.  Any benchmark providers who refuse to participate in the study will lose this status. 

e.
The MCO and any subcontractor entity will cooperate in the identification and improvement of processes working toward the development and standardization of administrative procedures.  The MCO and any subcontracted entity shall take steps to promote successful provider-Member relationships and will monitor the effectiveness of these relationships. 

f.
The MCO is responsible for monitoring the performance of its network providers and for monitoring and ensuring contract compliance.  The MCO shall also be responsible for ensuring that its subcontractors comply with Medicaid policy and this contract.  Such monitoring will ensure that providers and subcontractors observe all contractual and policy requirements as well as measuring performance relating to such areas as access to care and ensuring quality of care.  The MCO and any subcontracted entity are required to cooperate in the performance of financial, quality or other audits conducted by the DEPARTMENT or its agent(s).

6.
Federally Qualified Health Center (FQHC) Services will be made available to enrollees under the waiver in the following manner (indicate one of the following, and if the State’s methodology differs, please explain in detail below):

(a)__
The program is voluntary, and the enrollee can disenroll at any time if he or she desires access to FQHC services.  The MCO/PIHP/PAHP is not required to provide FQHC services to the enrollee during the enrollment period.

(b)
X
The program is mandatory and the enrollee is guaranteed a choice of at least one MCO/PIHP/PAHP which has at least one FQHC as a participating provider. If the enrollee elects not to select the MCO/PIHP/PAHP that gives him or her access to FQHC services, no FQHC services will be required to be furnished to the enrollee while the enrollee is enrolled with the MCO/PIHP/PAHP he or she selected.  In any event, since reasonable access to FQHC services will be available under the waiver program, FQHC services outside the program will not be available.   

Please explain how the State will guarantee all enrollees will have a choice of at least one MCO/PIHP/PAHP with a participating FQHC:

Response:  

One of the participating MCOs is FQHC-based.  The remaining MCOs also contract with most of the FQHCs.

(c)__
The program is mandatory and the enrollee has the right to obtain FQHC services outside this waiver program through the regular Medicaid Program.  

7.
EPSDT Services:  The State has coordinated and monitored EPSDT services under the waiver program as follows:

(a)
X
The State requires MCOs/PIHPs/PAHPs to report EPSDT screening data, including behavioral health data (e.g., detailed health and development history including physical and mental health assessments).  Please describe the type and frequency of data required by the State.    

Response:

The Department requires the MCOs to report semiannually on EPSDT and behavioral health services.  Please refer to Attachment: Section A, IV Program Impact, d. Services, 1. EPSDT  (charts and reports) and H Please refer to HCFA 416 reports for 2001 and 2002.

(b)
X
EPSDT screens are covered under this waiver.  Please list the State’s EPSDT annual screening rates, including behavioral components, for previous waiver period.    (Please note*: CMS requested that each State obtain a baseline of EPSDT and immunization data in the initial application.  That baseline could have been the data reported in the CMS 416 report or it may be rates/measures more specific to the Medicaid managed care population.  Those rates from the previous submission should be compared to the current rates and the reports listed here.)  Please describe whether screening rates increased or decreased in the previous waiver period and which activities the State will undertake to improve the percentage of screens administered for enrollees under the waiver.

Response:

The Department’s most recent screening and participation ratios from CMS 416 for FFY 02 were 72.6% screening ratio and 56.3% participation ratio compared to 70.3% and 56.8% for FY 01 screening and participation ratios. The Department requires the inclusion of behavioral components in EPSDT screenings.
(c)
X
Immunizations are covered under this waiver.  Please list the State’s immunization rates for previous waiver period.  What activities will the State initiate to improve immunization rates for enrollees under the waiver?

The Department’s most recent immunizations for children born in 1999 and 2000 are 77.5% and 77.0% respectively.

(d)__
Immunizations are covered under this waiver, and managed care providers are required to enroll in the Vaccines for Children Program.  If not, please explain.

Response:

Connecticut is a universal vaccine State.  The MCOs in HUSKY A are required to ensure all participating PCPs obtain available vaccines from the CT Department of Public Health’s Vaccines for Children Program.

(e)
X
Mechanisms are in place to coordinate school services with those provided by the MCO/PIHP/PAHP.  Please describe and clarify the aspects of school services that are coordinated including IEPs, IFSPs, special education requirements, and school-based or school-linked health centers (e.g., plan requirements for PCP cooperation or involvement in the development of the IEPs).

Response:

The contracts between the Department and the MCOs requires MCOs to ensure participating PCPs participate in the review and authorization of IEPs for members receiving school based child health services, when the PCP is notified.

(f)
X
Mechanisms are in place to coordinate other aspects of EPSDT (e.g., dental, mental, Title V, etc) with those provided by the MCO/PIHP/PAHP.  Please describe.  

Response:

The contracts between the Department and the MCOs require the following:

3.05 Coordination and Continuation of Care

a. The MCO shall have systems in place to provide well-managed patient care which satisfies the DEPARTMENT that appropriate patient care is being provided, including at a minimum:

1. Management and integration of health care through a PCP, gatekeeper or other means.

2. Systems to assure referrals for medically necessary specialty, secondary and tertiary care.

3. Systems to assure provision of care in emergency situations, including an education process to help assure that Members know where and how to obtain medically necessary care in emergency situations.

4. A system by which Members may obtain a covered service or services that the MCO does not provide or for which the MCO does not arrange because it would violate a religious or moral teaching of the religious institution or organization by which the MCO is owned, controlled, sponsored or affiliated.

5. Coordination and provision of EPSDT screening services in accordance with the schedules for immunizations and periodicity of well-child services as established by the DEPARTMENT and federal regulations.

6. Provide or arrange for the provision of EPSDT case management services for Members under twenty-one (21) years of age when the Member has a physical or mental health condition that makes the coordination of medical, social, and educational services medically necessary.  As necessary, case management services shall include but not be limited to:

a. Assessment of the need for case management and development of a plan for services;

b. Periodic reassessment of the need for case management and review of the plan for services;

c. Making referrals for related medical, social, and educational services;

d. Facilitating referrals by providing assistance in scheduling appointments for health and health-related services, and arranging transportation and interpreter services;

e. Coordinating and integrating the plan of services through direct or collateral contacts with the family and those agencies and providers providing services to the child;

f. Monitoring the quality and quantity of services being provided;

g. Providing health education as needed; and

h. Advocacy necessary to minimize conflict between service providers and to mobilize resources to obtain needed services.

7.
Provide necessary coordination and case management services for children with special health care needs. 

8.
If notified, PCPs will participate in the review and authorization of Individual Education Plans for Members receiving School Based Child Health services and Individual Family Service Plans for Members receiving services from the Birth to Three program.

Section A Attachments

Attachment: Section A, IV. Program Impact, a. Marketing. 1 

Attachment: Section A, IV Program Impact, b Enrollment/Disenrollment, Previous Waiver Period 1, Sample Enrollment/Disenrollment Reports

· HUSKY A Enrollment Data for March 2004

· HUSKY A Net Enrollment Report

· HUSKY A Under 19 Year-Olds Enrollment Growth by Month

· HUSKY A Enrollment Growth by Month

· HUSKY A Monthly Enrollment Activity\

· HUSKY A Gross Plan Changes by Reason

Attachment: Section A, IV. Program Impact, d Services, 1. and 7.

CMS letter authorizing the EQR exemption for FY 2003), 

HCFA 416 Report for 2002 and 2001

MCO Utilization Reports

1. Healthtrack Screening Ratios – First Half 2002

2. Healthtrack Screening Ratios – Second Half 2002

3. Healthtrack Screening Ratios – First Half 2003

4. Screening Ratios – Percent of Recommended Well Child Screens Received First Quarter 2001 and First Quarter 2002 by Age Group

5. Screening Ratios – Percent of Recommended Well Child Screens Received First and Second Half 2002 by Age Group

6. Screening Ratios – Percent of Recommended Well Child Screens Received Second Half 2002 and First Half 2003 by Age Group

7. Healthtrack Participation Ratios – First Half 2002

8. Healthtrack Participation Ratios – Second Half 2002

9. Healthtrack Participation Ratios – First Half 2003

10. Participation Ratios – Percent of HUSKY A Children and Youth Receiving Well Child Screens First Quarter 2001 and First Quarter 2002 by Age Group

11. Participation Ratios – Percent of HUSKY A Children and Youth Receiving Well Child Screens First Half and Second Half 2002 by Age Group

12. Participation Ratios – Percent of HUSKY A Children and Youth Receiving Well Child Screens Second Half 2002 and First Half 2003 by Age Group

13. EPSDT Participation Ratio, First Quarter 2001, First Quarter 2002, First Half 2002

14. EPSDT Participation Ratio, First Half 2002, First Half 2002, First Half 2003

15. Behavioral Health Services, Middle Two Quarters 2002

16. Behavioral Health Utilization, Quarter 4 – 2002, Quarter 1 - 2003

17. Behavioral Health Services, Middle Two Quarters 2003

18. Antidepressant Medication Management: Newly Diagnosed HUSKY A Children 7/02-6/03

19. Percent of HUSKY A Clients Receiving any Behavioral Health Services, Middle Quarters 03

20. Percent of Clients Receiving Mental Health and Substance AbuseServices, Middle Quarters 03

21. Percent of Children with Preventive Dental Services – Second Half 2002

22. Percent of Children with Preventive Dental Services – First Half 2003

23. Percent of Children with Preventive any Dental Services – First Half 2002

24. Percent of Children with Preventive any Dental Services – Second Half 2002

25. Percent of Children with Treatment Dental Services – Second Half 2002

26. Percent of Children with Treatment Dental Services – First Half 2003

27. Percent Receiving any Dental Services – First Half 2002 – Ages 3-20

28. Percent Receiving any Dental Services – Second Half to First Half 2002 – Ages 3-20

29. Percent Receiving any Dental Services – First Half 2003 to Second Half 2002 – Ages 3-20

30. Total Dental Exams per 1000 by Plan and Total Second Half 2002, and First Quarter 2002

31. NEMT per 1000 Member Months – First Half 2002, Quarter 4 2001, Quarter 1 2002

32. NEMT per 1000 Member Months – Second Half 2002

33. Prescriptions per 1000 Member Months First Half 2003, Second Half 2002

34. Inpatient Days per 1000 Member Months – Middle Quarters 2003

35. Inpatient Utilization – Middle Quarters 2003

36. Discharges per 1000 Member Months – October 2002 – March 2003

37. Percent with Ambulatory Care

38. Percent of Women Receiving Pap Smears and Mammograms 2002

39. Boys and Men Receiving Preventive Care Services, 2002

40. Girls and Women Receiving Preventive Care, 2002

41. Percent of Women with at least 80% of Expected Prenatal Visits, First Half 2003

42. Percent of Women in First Trimester with Expected Prenatal Visits, First Half 2003

43. Percent of Women Receiving Timely Postpartum Visits, First Half 2003

44. Adequacy of Prenatal Care, First Half 2003

45. Postpartum Visits, First Half 2003

46. Low Birth Weight, First Half 2003

47. HUSKY A Emergency Room visits 1999 Quarter 3 - @003 Middle Quarters

48. HUSKY A Emergency Room Visits by Plan

49. Total Emergency Room Visits

50. Emergency Room Visits – April 2003- September 2003

51. Emergency Room Visits 4/3-9/3 compared to FFS 1994

52. Other Services Report First Half 2002

53. Other Services Report Second Half 2002

54. Other Services Report First Half 2003

Attachment: Section A, IV. Program Impact, a. Marketing. 1

Detailed Marketing Guidelines

1) General HUSKY marketing materials 

Marketing materials are defined as all media, including brochures and leaflets; newspaper, magazine, radio, television, billboard and yellow pages advertisements; and presentation materials used by MCO representatives. 

The DEPARTMENT will not restrict the MCO's general communications to the public. However, the MCO must obtain prior approval from the DEPARTMENT prior to any written material or advertisement that is mailed to, distributed to, or aimed at HUSKY recipients or individuals potentially eligible for HUSKY, specifically, material that mentions Medicaid, Medical Assistance, Title XIX, Title XXI State Children's Health Insurance Program (SCHIP) or HUSKY. Examples of HUSKY-specific materials would be those which are in any way targeted to HUSKY populations (such as billboards or bus posters disproportionately located in low-income neighborhoods); those that mention the MCO's HUSKY product name; or those that contain language or information specifically designed to attract HUSKY enrollment. 

2)
General MCO marketing/advertising 

All MCO-specific marketing activities for the HUSKY population, as defined above, and all marketing materials /advertising put forth by HUSKY-only MCO require DEPARTMENT prior approval. 

In determining whether to approve a particular marketing activity, the DEPARTMENT will apply a variety of criteria, including, but not limited to: 

a)
Accuracy: The content of the material must be accurate. Any information that is deemed inaccurate will be disallowed. 

b)
Misleading references to the MCO's positive attributes: Misleading information will be disallowed even if it is accurate. For example, the MCO may seek to advertise that its health care services are free to its Medicaid (HUSKY A) Members. In this situation, DEPARTMENT would disallow the language since this could be construed by Members as being a particular advantage of the plan (e.g. they might believe they would have to pay for health services if they chose another MCO or remained in fee-for-service). 

c)
Threatening Messages: MCOs shall not imply that the managed care program or the failure to join a particular MCO would endanger the Member's health status, personal dignity, or the opportunity to. succeed in various aspects of their lives. MCOs are strictly prohibited from creating threatening implications about the State's mandatory assignment process for HUSKY A Members or other aspects of the HUSKY A or HUSKY B programs. 

d)
MCO's Legitimate Strengths: MCOs may differentiate themselves by promoting their legitimate positive attributes. 

3)
MCO advertising at provider care sites 

Promotional and health education materials at care delivery sites (including patient waiting areas) are permitted, subject to prior DEPARTMENT content approval. MCO member services staff may provide member services (e.g. face-to-face member .education) at provider care. sites, however, face-to-face meetings, for purposes of marketing, at care delivery sites between individual Members and MCO staff are not permitted. 

4)
MCO advertising in DEPARTMENT eligibility offices 

MCOs may make their materials available at DEPARTMENT offices only through the DEPARTMENT or its agent. This restriction applies to all eligibility offices, including those based in hospitals. MCO marketing staff and provider staff are not permitted to solicit Member enrollment by positioning themselves at or near eligibility offices. Note that the only face-to-face marketing activities allowed are those directly permitted under items #5, #7, #11 and #12 of these guidelines. All other face-to-face marketing activities are prohibited. 

5)
Provider communications with HUSKY patients about MCO options 

DEPARTMENT marketing restrictions apply to the MCO's participating providers as well as to the MCOs. MCOs must notify all of their participating providers of the DEPARTMENT marketing restrictions and provide them with a copy of this document. 

Each provider entity is allowed to notify its patients of the HUSKY-certified MCOs it participates in, and to explain that the patients must enroll in one of these MCOs if they wish to preserve their existing relationship. This must be done through written materials prior-approved by DEPARTMENT, and must be distributed to HUSKY patients without regard to health status. Providers must not indicate a preference between the MCOs in which they participate. 

6)
Member-initiated telephone conversations with MCOS and providers 

These conversations are permitted and do not require prior approval by the DEPARTMENT, but information given to potential Members, during such telephone conversation must be in accordance with the DEPARTMENT's marketing guidelines. However, telephone conversations must be initiated by the potential Member, not by the MCO staff (or provider staff). MCOs and providers may return calls to Members and potential Members when Members and potential Members leave a message requesting that this occur. 

7)
Member-initiated one-on-one meetings with MCO staff prior to enrollment 

Such meetings, when requested by the Member, are permitted but may not occur at a participating provider's care delivery site or at the Member's residence. These meetings must occur at the MCO's offices or another mutually-agreed upon public location. All verbal interaction with the Member must be in compliance with the DEPARTMENT's marketing guidelines. 

8)
Mailings by MCO in response to Member requests 

MCO mailings are permitted in response to Member verbal or written requests for information. The content of such mailings must be prior-approved by the DEPARTMENT. MCOs may include gifts of nominal value (unit cost less than $2, e.g. magnets, pens, bags, jar grippers, etc.) in these mailings. 

9)
Unsolicited MCO mailings 

MCOs are permitted to send unsolicited mailings. The content of such mailings must be prior-approved by DEPARTMENT. In addition, the target audiences must be prior-approved by DEPARTMENT, and the MCOs must explain how they obtained the list of names, addresses and phone numbers. 

10)
Telemarketing 

Telemarketing is not a permitted marketing activity 

11)
MCO group meetings held at MCO 

These meetings must be prior approved by the DEPARTMENT. The MCO may not notify prospective Members until DEPARTMENT prior approval has been obtained 

12)
MCO group meetings held in public facilities, churches, health fairs, or other community sites 

These are permitted activities as long as DEPARTMENT approved materials are utilized in the presentations and the DEPARTMENT's marketing guidelines are followed. The DEPARTMENT reserves the right to monitor such meetings on an ad hoc basis. MCOs are required to notify the DEPARTMENT sufficiently in advance to allow DEPARTMENT representatives to attend such meetings in order to monitor MCO activities if desired. As soon as the MCO has scheduled these activities, the DEPARTMENT should be notified. 

13)
MCO group meetings held in private clubs or homes 

These activities are prohibited. The only permitted group meetings are those described under items #11 and #12. 

14)
Individual solicitation, residences 

MCO (and provider) staff are not permitted to visit potential Members at their places of residence for purposes of explaining MCO features and promoting enrollment. This prohibition is absolute, and applies even in situations where the potential Member desires and/or requests a home visit. MCO staff can visit Member homes after enrollment becomes effective, as part of their orientation/education efforts. 

15)
Gifts, cash incentives, or rebates to potential Members and members. 

MCOs (and their providers) are prohibited from disseminating gift items, except those of a nominal value (pens, key chains, magnets, etc.), to potential Members. DEPARTMENT-approved written materials may also be disseminated to prospective Members along with similar nominal value gifts. MCOs may give items of nominal value (unit cost less than $2), with their logo on it, to persons (potential Members and others) attending health fairs, presentations at community forums organized through or other sanctioned events, with DEPARTMENT approval. Such items would include magnets, pens, bags, plastic band-aid dispensers, etc. Pre-approved nominal value items may also be included with new Member information packets. 

16)
Gifts to Members for specific health-related events 

Gifts to Members are allowed for medically "good" behavior (e.g. baby T-shirt showing immunization schedule once a woman completes targeted series of prenatal visits). All such gifts, including any written materials included with them (or on them), must be prior-approved by the DEPARTMENT. The criteria for providing such gifts must also be prior-approved by DEPARTMENT. MCOs must not provide gifts in any situations other than those that have been prior-approved by DEPARTMENT. Additional DEPARTMENT prior approval is required for all additional uses of the gift items or for new gifts. 

The DEPARTMENT may approve magnets, phone labels, and other nominal items that reinforce a MCO's care coordination programs (e.g. through advertising the Member Services hotline and/or the PCP office phone number). All such items must be prior-approved by the DEPARTMENT. The criteria for disseminating this information must also be prior-approved, although the DEPARTMENT is likely to be amenable to the MCOs' inclusion of this information in "welcome" packets sent to new Members. 

Health education videos are also allowed, but must be prior-approved by DEPARTMENT. 

17)
Phoning by Members from health care provider locations 

Providers may provide the use of a phone to potential HUSKY Members or HUSKY Members subject to the following restrictions: 

a)
MCO or provider staff may not coach or instruct the caller; 

b)
Privacy must be given to the MEMBER during their phone conversation with the HUSKY application and enrollment center. 

18)
Non-alcoholic beverages and light refreshments for potential Members at meetings 

Non-alcoholic beverages and light refreshments are permitted at DEPARTMENT approved group meetings. 

C.
Use of HUSKY Name; HUSKY Logo and Mandatory Language Requirements 

MCOs will be allowed use of the HUSKY logo and name for use in their marketing materials, subject to the following: 

1)
must be used in conjunction with the following language unless alternative language has been prior approved by the DEPARTMENT. 

HUSKY gives families the freedom of choice to enroll in one of several participating health plans. Toll-free information: 1-877-CT-HUSKY; 

2)
the above mandatory language must be placed in the vicinity of the HUSKY logo; and 

	
	Type of Marketing Activity
	Permitted
	Not Permitted
	Permitted With DEPARTMENT Approval

	1
	General HUSKY marketing materials
	
	
	X

	2
	General, MCO advertising/marketing
	
	
	X

	3
	MCO advertising in provider care sites
	
	
	X

	4
	MCO advertising in all DEPARTMENT- eligibility offices, including hospital-based (Must be made available only through the DEPARTMENT or its agent)
	
	
	X

	5
	Provider communications with Medicaid patients about MCO options
	
	
	X

	6
	Member-initiated telephone conversations with MCO and Provider staff 
	X
	
	

	7
	Member-initiated one-on-one meetings with MCO staff prior to enrollment
	X
	
	

	8
	Mailings by MCO in response to Member requests
	
	
	X

	9
	Unsolicited MCO mailings to Members
	
	
	X

	10
	Telemarketing
	
	X
	

	11
	MCO group meetings, held at MCO
	
	
	X

	12
	MCO group meetings held in public facilities such as churches, health fairs, WIC program or other community sites
	
	
	X

	13
	MCO group meetings held in private clubs or homes
	
	X
	

	14
	Individual solicitation at residences
	
	X
	

	15
	Items of nominal value along with written information about the MCO or general health education information to potential Members or included in new Member information packets.
	
	
	X

	16
	Gifts to Members (e.g. baby T-shirt showing immunization schedule) based on specific health events unrelated to enrollment
	
	
	X

	17
	Phoning by Members from health care provider locations
	X
	
	

	18
	Non-alcoholic beverages and light refreshments (e.g. fruit, cookies) for potential Members at meetings (may not mention refreshments in advertisements for meetings)
	X
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Sample Enrollment/Disenrollment Reports

[image: image1.png]“DEPARTMENT OF HEALTH & HUMAN SERVICES CM S f’*
Centers for Medicare & Medicaid Services

JFK Federal Building, Government Center
Room 2325 CENTERS for MEDICARE & MEDICAID SERVICES

Boston, Massachusetts 02203

Division of Medicaid and Children’s Health / Region I

June 4, 2003 RE CEl VED

David Parrella, Director JUN 10 2003
Medical Care Administration
Connecticut Department of Social Services Mm"“mﬂﬂ

25 Sigourney Street MMEMM

Hartford, Connecticut 06106

Dear Mr. Parrella:

We have received your request to waive the regulation found at 42 CFR 438.204(d) that requires
States to include, in their quality strategies, arrangements for annual, external, independent reviews
of the quality outcomes and timeliness of, and access to, the services covered under each MCO
and PIHP contract. While we do not have the authority to waive this requirement, we do

understand that several factors, as listed in your letter, prevent you from complying in full with
this requirement.

Given these factors, we agree that we cannot hold CT-DSS to compliance with this particular
requirement at this time. We will require, however, that an external, independent review of each
participating Managed Care Organization will be conducted in Calendar Year 2004 and that
those reviews include activities from Calendar Year 2003.

We also request that you keep us informed of the status of the procurement of a new External
Quality Review Organization.

If you have any questions regarding this issue, please contact Irvin Rich at 617.5651247.

Sincerely,

Chief, Medicaid Programs Bramch
cc: Irvin Rich
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AS OF 03/01/2004
March Mandatory
Defaults = 1,340
Mandatory = | 6,747
Defauit Rate = 19.9%
Mandatory Choice Rate = | . 80.1%

Footnotes: These statistics are based on data from the Department of Social Services' Eligibility
) Management System (EMS).
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| * NET ENROLLMENT REPORT
[ TOTAL ENROLLMENTS AS OF 03/01/2004
Blue ] Preferred
County Cross - CHN = | HealthNet One/FC Total
Fairfield 14,143 10,767 129,266 7,430 61,606
Hartford 55,873 10,884 | 17,976 4,433 89,166
Litchfield 5,456 548) 52111 400 11,615
Middlesex 5,287 1,141 2,011 376 8,815
New Haven 30,342 26,677 23,035 10,126 '90,180
New London 7,244 2,438} 11,132 575 21,389
Tolland 3,213 |- 396 2,707 214 6,530]"
Windham 4,118 1,402 6,697 483 12,700
‘Total 125,676 54,253 98,035 24,037 302,001
Targeted Mandatories 6,747
- {Total Default Enrollments 1,340
{Blue Cross 339
Community Health Network 325
Health Net ' 326
[Preferred One/FC 350

NOTE:  The above numbers represent the end result of enrollment and eligibility activity as seen on the Department's Eligibility Management System (EMS) as of

the month end cutoff date. These numibers fluctuate daily as retroactive changes are made in cligibility status. Eligibility reinstatements and retroactive eligibility for
newborns account for a difference of the totals fepresented above. ) . :

Thursday, March 04, 2004 , S | % .
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MONTHLY ENROLLMENT ACTIVITY

Note: These numbers reflect net enrollment activity as of the current monthl
changes between the previous and current months. + Plan Chan.
- Plan Changes are individuals who left the
the Medicaid Managed Care Program.

~L

27-Feb-2004

Page I of 1

AS OF 03/01/2004 '
Blue Care CHN Health Net - | Preferred One/FC Total
Net Enrollment as of 02/01/2004 124,870 54,084 98,054 23,383 300,391
+ Plan Changes 740 240 463 669 2,112
- Plan Changes 532 456 771 353 2,112
- Disenrollments 3,533 - 1,723 2,649 766 8,671
+ Enrollments 4,131 2,108 2,938 1,104 10,281
Net Enrollment as of 03/01/2004 125,676 54,253 98,035 24,037 302,001

y cutoff date. Plan change numbers reflect the plan
ges are individuals who went into the plan due to a plan change and
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CMS letter authorizing Connecticut EQR exemption for FY 2003)
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[image: image8.png]STATE OF CONNECTICUT

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

April 04, 2003

Ms. Margaret Leone..

Acting Regional Administrator

HHS.CMS Division of Medicaid and State Operatlons
John F. Kennedy Federal Bldg.-Room 2350

Boston, MA 02203

RE: EPSDT 416 Report FFY 2002
Dear Ms. Leone, |

Attached please find the HCFA 416 report covering Federal Fiscal Year 2002.
Most of the data for this report came from encounter data submitted by Medicaid
managed care plans to our subcontractor. Services provided under fee-for-service
Medicaid make up a very small percentage of the services reported.

The figures for lead screening tests in this report are understated and will be
revised. Most lead screenings received by Medicaid beneficiaries in Connecticut are
processed free of charge by the state laboratory, and therefore do not appear in the claims
payment systems of either fee-for-service Medicaid or of our Medicaid managed care
plans. We provide a file of Medicaid beneficiaries to the Connecticut Department of
Public Health, to enable them to identify services to Medicaid beneficiaries in their -
database of lead screenings. We anticipate filing a corrected report once we receive the
report from the Department of Public Health.

If you or your staff have any questions about this report, please contact Hilary
Silver at 860-424-5130, or email hilarysilver@po.state.ct.us.



HCFA 416 Report for 2002 and 2001
[image: image9.png]Thank you very much for your attention.

Sincerely,

.

e

David S. Parrella
Director, Medical Care
Administration

cc:Commissioner Patricia Wilson-Coker
Deputy Commissioner Michael Starkowski
Deputy Commissioner Rita Pacheco
Rose Ciarcia, Director, HUSKY Program
HUSKY Division Staff
Angel Miller, CMS, Region 1
Judy Solomon, CHC
Mary Alice Lee, CHC
Mariette McCourt,, MMCAC




[image: image10.png]FORM CMS (HCFA) 416: ANNUAL EPSDT PARTICIPATION REPORT

| |
[ |
State: Connecticut FY: 2001 Revised Age Groups
—_ [Total <i 12 35 6-9 10-14 15-18 19-20
CN — 243,401 14,764 29,809 30,353 ~ 50,730 58,446 36,658 13,641
Totat Individuals Eligible [MN 662 2 5 14 11 26 75 549

1 |for EPSDT Total 244,083 14,766 29,814 39,367 50,741 58,472 36,733 14,190
State Periodicity - .

2a  |Schedule 6 4 3 3 4 4 2
Number of Years in Age

2b  |Group 1 2 3 4 5 4 2

" [Annualized State i i
2¢  |Periodicity Schedule 6 2 1 0.75 0.8 1 1
CN 2,370,238 87,758 288,805 305,716 516,002 599,246 362,657 110,054
MN 5,940 12 50 141 112 267 743 4615
3a. _{Total Months of Eligibility {Total 2,376,178 87,770 208,855 305,857 516,114 508,513 363,400 114,660
CN 1 0455 0.835 0.638 0.848) 0.854 0.824 0.672
Average Period of MN 1 0.495 0.835 0.838 0.848 0.855 0.626 0.701
3b__ |Eligibility Total 1 0.495 0.835 0.838 0.845 0.854 0.824 0.673
CN 2972 1671 0.838 0.636 0.684 0.824 0672
Expected Number of MN 2.972 1.671 0.838 0.636 0.684 0.826 0.701
4 _|Screenings per Eligible [T 2972 1671 0.838 " 0.636 0.634 0.624 0.673
CN 238,249 43,879 49,801 32,976 32,250 306,950 30,221 9,171
Expected Number of MN , 497 8 ) 8 12 7 18 62 385
§ _|Screenings Total 238,746 43,885 49,808 32,988 32,257 39,968 30,283 9,556
CN 165,243 35,328 51,500 24,310 18,736 22,855 12,162 2.261
MN 156 5 ) g 4 10 25 95
8 |Total Screens Received = [Total 165,399 35,333 51,569 243191 16,740 22,865 12,187 2356
CN 1] 80.51% 103.50% 73.12% 51.90% 57.21% 40.24% 24.66%
MN 0 80.51% 103.50% 73.02% 1.90% 57.21% 40.24% 24.66%

7__ |Screening Ratio Total 1 80.51% 103.59% 73.72% 1.90% 57.21% 40.24% ~24.66%
Total Eligibles Who CN 189,142 14,764 20,609 32976 32,250 39,950 30,221 9,171
Should Receive at Least |MN 490 2 5 12 7 18 |. 62 385
One Initial or Periodic ) :

8 |Screen Total 189,632 14,766 20,814 32,988 32257 | 39968 30,283 9,556
Total Eligibles Receiving |CN 102,690 10,924 21,634 21,062 15,552 20,963 10,616 1,940
atLeast One Iniialor  [MN 126 1 4 71 3 9 22 81

9 |Periodic Screen Total 102,818 10,925 21,638 21,069 15,555 20,872 10,638 2,021

CN 1 73.99% 72.56% 63.87% 48.22% 2.47% 35.13% 21.15%
MN 0 73.99% 72.58% 63.87% 48.22% 52.41% 35.13% 21.15%
10._|Participant Ratio Total 1 73.99% 72.58% 63.87% 48.90% 52.47% 35.13% 21.15%
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State: Connecticut FY: 2001 Revised Age Groups
Total <1 12 35 59 10-14 15-18 19-20

CN__[NA NA NA NA NA NA NA NA

Total Eligibles Referred [MN___[NA NA NA NA NA NA NA NA

11__for Corrective Treatment [Total |NA NA NA NA NA —[NA NA NA
, CN 67,666 37 1,435 11,313 20,140 22,271 10,088 2,402
Total Eligibles Receiving [MN 140 0 0 4 — 4 10 21 101
12a_|Any Denta Services Total 67,826 37 | 1435 1317 20,144 22281 10,109 2,503
Total Eligibles Receiving |CN 52,008 4 042 0,492 16,563 16,823 6,952 1,233
Preventive Dental [MN 81 [ ] 3 — 4 7 4 52
12b_iServices Total 52,089 4 942 9,495 16,567 16,830 6,966 1,285
Total Eligibles Receiving. |CN 28,621 5 165 2,955 8,308 10,207 5,633 1,347
Dental Treatment [MN 75 0 0 7 — 2 5 12 56
12¢_|Services Total 98,696 5 165 2,956 8,310 10,212 5,645 1,403
' CN 298,523 12,742 28,353 37,261 48,063 55,420 34,723 11,952
Total Eligibles Enrolled in [MN 627 2 5 13 10 25 71 501
13 |Managed Care Total 229,150 12,744 28,358 37,274 48,073 55,454 34,794 12,453
Total Number of CN 31,751 876 15,929 13,450 1,287 150 52 7
Screening Blood Lead  [MN 8 0 3 5 0 0 0 0
14 |Tests Total 31,759 876 15,032 13,455 1,987 150 52 7
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~ Ms. Margaret Leone

Acting Regional Administrator

HHS.CMS Division of Medicaid and State Operations -
John F. Kennedy Federal Bldg.-Room 2350

Boston, MA 02203

RE: EPSDT 416 Report FFY 2001

Dear Ms. Leone,

Attached please find the revision to the HCFA 416 report covering Federal Fiscal Year 2001. The
revision includes changes to Line 14 “Total Number of Screening Blood Lead Tests.” The figures
for lead screening tests in the previous report were understated as, most lead screenings received by
Medicaid beneficiaries in Connecticut are processed free of charge by the state laboratory, and
therefore do not appear in the claims payment systems of either fee-for-service Medicaid or of our
Medicaid managed care plans. We had provided a file of Medicaid beneficiaries to the Connecticut
Department of Public Health, to enable them to identify services to Medicaid beneficiaries in their
database of lead screenings. The revisions to the 416 Report for FFY 2001 reflect the data received
from the Department of Public Health regarding Lead Screenings for Medicaid recipients.

If you or your staff have any questions about this report, please contact Hilary Silver at 860-424-
5130, or email hilary silver@po.state.ct.us.

Thank you very much for your attention.

Sincerely, -

David S. Parrella -
Director, Medical Care Administration

cc:Commissioner Patricia Wilson-Coker
Deputy Commissioners Michael Starkowski and Rita Pacheco
Rose Ciarcia, Director, HUSKY Program and HUSKY Division Staff
Angel Miller, CMS, Region 1
Judy Solomon, CHC and Mary Alice Lee, CHC
Mariette McCourt,, MMCAC
Hilary Silver, HUSKY Unit
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State: Connecticut FY: 2002 Age Groups
. ! .
Total <1 1-2 3-5 6-9 10-14 15-18 19-20
CN 248,782 15,162 29,874 40,840 52,462 60,860 37,875 11,709
Total Individuals Eligible [MN 847 1 1 5 8 3 70 761
1__ |for EPSDT Total 249,629 15,163 29,875 40,845 52,468 60,863 37,945 12,470
State Periodicity .
2a_ |Schedule 8 4 3 3 4 4 2
TNumber of Years in Age
2b |Group 1 2 3 4 5 4 2
Annualized State
2c__|Periodicity Schedule 6 2 1 0.75 0.8 1 1
CN 2,548,469 93,215 320,356 436,279 562,038 653,530 379,478 103,574
MN 8,069 6 11 53 64 32 703 7,199
__3a.__{Total Months of Eligibility {Total 2,556,538 93,221 320,367 436,332 562,102 653,562 380,181 110,773
CN 0.854 .512 0.894 0.880 0.893 0.895 0.835 0.737
|Average Period of MN 0.794 512 0.894 0.890 0.893 0.895 0.836 0.788
3b__[Eligibility Total 0.853 512 0.884 0.890 0.893 0.895 0.835 0.740/
CN- 3.074 1.787 0.890 0.670 0.716 0.835 0.737
Expectod Numberof  |MN 3.074 1.787 0.890 0.670 0.716 0.836 0.788|
4 _ |Screenings per Eligible  [Total 3.074 _1.787 0.890 0.670 0.716 0.835 0.740
CN 255,307 46,607 53,393 36,357 35,127 43,569 31,623 8,631
Expected Number of MN 674 3 2 4 4 2 .59 600
§__|Screenings Total 255,981 46,811 53,395 36,361 35,131 43,571 31,682 9,231
CN 185,630 40,149 55,061 26,904 18,115 25,054 17,557 2,789
) MN - 237 3 2 3 2 1 33 194
6 [Total Screens Received |Total 185,867 40,152 55,063 26,907 18,117 25,055 17,580 2,983
CN 72.711% 86.14% 103.12% 74.00% 51.57% 57.50% 55.52% 32.31%
MN 35.23% 86.14% 103.12% 74.00% 51.57% 57.50% 55.52% 32.31%
7__iScreening Ratio Total 72.61% 86.14% 103.12% 74.00% 51.57% 57.50% 55.52% 32.31%
Total Eligibles Who CN 200,343 15,162 29,874 36,357 35,127 43,569 31,623 8,631
Should Receive at Least {MN 671 1 1 4 4 2 59 600
One Initial or Periodic ]
8 __|Screen Total 201,014 15,163 29,875 36,361 35,131 43,571 31,682 9,231





[image: image14.png]State: Connecticut FY: 2002 Age Groups
Total < 12 35 Pé-s 10-14 15-18 16-20

Total Ehigibles Receiving [CN 113,007 12,154 23,508 23016 17128 23,337 10,5622 | - 2,352
atLeast One initlalor ~ |MN 181 1 1 3 2 1 19 163
9 __|Periodic Screen Total 112,198 12155 23,500 23919 17,131 23,338 10,541 2,615
CN 56.41%| __ 80.16%] 78.95% 65.78% 48.76% 53.56% 33.27% 27.24%]
[N 28.40% 80.16% 78.95% 85.76% 48.76% 53.56% 33.21% 27.24%
10__|Participant Ratio Total 56.31% 80.16% 76.99% 5.76% 48.76% 53.56% 33.21%] 27.24%

CN__|NA NA I_NA INA 4}0\ NA NA NA

Total Eligibles Referred  [MN__ [NA NA NA NA NA NA NA NA

11__{for Comective Treatment [Total |NA NA NA NA NA NA _|NA NA
o CN 79,055 64 1826 13,684 22,854 25,784 12,165 2,677
Total Eligibles Recelving [MN 214 [ 0 2 3 1 23 186
. 12a_{Any Dental Services Total 79,269 64 1,826 13,686 22,657 25,785 12,188 2.863
Total Eligibles Receiving [CN 63,214 7 1,205 11,553 19417 20,738 8,852 1,443
Preventive Dental MN 121 0 0 1 ) 1 16 100
Total 63,335 7 1,205 11,554 19,419 20,739 8,868 1543
CN 34,170 5 285 3,806 9,82 11,865 6,802 1,526
[MN 121 0 0 Kl 1 13 108
[Total 34,231 5 285 3806 0822 11,866 6,815 1,632
CN 250,542 13,714 30,089 "40,630 50,149 60,288 43,107 12,555
Total Eligibles Envolied in [MN 517 1 - 1 5 6 2 43 480
Total 251050 15,715 36,090 4054 50,155 60,260 43,150 13,015
CN_ 7174 80 3161 3,188 482 172 &7 5
[MN 1 0 0 0 0 0 0 0
Total 7475 80 3,161 368 452 172 87 5
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Attachment: Section A, IV. Program Impact, d Services, 1. and 7.

MCO Utilization Reports
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