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ID #:  ________________

Category: _____________

State: ________________

1. Program Name 

Florida: A Healthy State

2. Administering Agency

Florida Agency for Health Care Administration (AHCA)

3. Contact Person (Name & Title)

Bob Sharpe, Deputy Secretary for Medicaid

4. Address

Agency for Health Care Administration

2727 Mahan Drive

Tallahassee, FL  32308

5. Telephone Number

850.488.3560

6. FAX Number

850.488.2520

7. E-mail Address

sharpeb@fdhc.state.fl.us

8. Please provide a two-sentence description of the program.

Florida:  A Healthy State is a public-private collaboration between AHCA and Pfizer Inc designed to address the critical health care needs of the State’s Medicaid population suffering from Diabetes, Hypertension, Heart Failure and Asthma.  This initiative is investing in the care of the Florida Medicaid chronically ill population with three distinct programs: 

· The Florida Disease Management Program is a technology based care management program for more than 12,000 patients with asthma, hypertension, heart failure or diabetes, and educational interventions for more than 86,000 patients

· The Florida Health Literacy Study (FHLS) is an investigation of the effectiveness of Health Literacy Interventions for patients with Type 2 Diabetes and/or Hypertension in 27 Federally Qualified Health Centers across the State.  In the FHLS, researchers from the University of South Florida (USF) College of Public Health will determine to what extent the interventions are associated with improved control of blood sugar and blood pressure, knowledge of Diabetes and Hypertension management, self efficacy and enactment of self care behaviors. The FHLS will also estimate the indirect effects of these interventions on disease complications and ultimately health care costs.

· An Expanded Product Donation Program at 11 Federally Qualified Health Centers across the State comprising 60 delivery sites.  All Pfizer products are provided free of charge to eligible Medicaid patients cared for at facilities throughout the State.

9. How long has this program been operational (month and year)?

· Commenced in July 2001

· Demonstration complete on 30 June 2003

· Partners are working on an extension agreement through 2005

10. Why was the program created? (What problem[s] or issue[s] was it designed to address?)

The State of Florida operates the fourth largest Medicaid program in the US, and experienced a double-digit increase in healthcare expenditures FY 2001.  Given the increasing expenditures and the State’s overall budget issues, Florida was interested in pursuing a new approaches to managing health care for the Medicaid population to address the specific issues common to Medicaid programs throughout the State.  These issues included:

· Inefficient and more expensive use of hospital Emergency Departments (ED) as primary care centers
utilization estimated to be twice the rate of the non-Medicaid population.

· Growing prevalence of costly chronic diseases with high rates of co-morbid conditions that require improved care coordination. Among
 Florida residents with heart failure, 23% have diabetes, 55% have hypertension, and 14% have asthma.  Among residents with diabetes, 42% have hypertension, and 10% have asthma.  

· Lack of compliance with medication regimens and physician orders due to cultural, communication, and general health literacy challenges. In Florida, as in the rest of the US, 50% of the adult population reads at or below the 8th grade level while most health care documents are written at or above the 10th grade level.  Patients with low health literacy are more likely to be hospitalized, less likely to obtain preventive services like flu shots and regular check-ups, and more likely to have poor health outcomes.

11. Describe the specific activities and operations of the program in chronological order.

Florida Disease Management Program

· The Disease Management portion of the project is a joint effort developed and managed by Florida’s Agency for Health Care Administration and Pfizer Inc.

· The disease management portion manages 4 disease conditions; congestive heart failure, diabetes, hypertension and asthma

· The program commenced in July 2001 and the first of the eleven sites was live  November 2001.

· The program consists of 60 care managers at eleven sites, 10 hospitals in Florida and a call center located out of state.

· High-risk care managed beneficiaries receive ongoing care management, educational mailings, durable medical equipment and access to the 24/7 nurse advice line.  All materials are in English and in Spanish.

· Low risk beneficiaries receive educational mailings and access to the 24/7 nurse advice line.

Flow of DM Activities and Operations
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Florida Health Literacy Study

· Pfizer Inc developed the intervention program(s) and materials for Type 2 Diabetics and Hypertensives.  These intervention programs combined health education strategies with health literacy principles. All materials were available in English and Spanish.

· The interventions were pilot tested at 2 sites in the State.  Output from the pilot allowed modification of the materials by Pfizer and USF the ability to obtain feedback from Health Center staff on implementation, design and structure the data collection tools.

· USF staff visited and profiled approximated 50 Federally Qualified Health Centers in the State to determine eligibility for study participation based on aggregate patient data, the Center’s capabilities and their specific needs.

· 27 Centers were chosen to participate in the FHLS, 14 study sites (those who received the intervention) and 13 comparison sites (those who continued with usual and customary care) as provided by their Center.

· 14 Health Educators, and 13 Data Coordinators were then identified, hired by each of the 27 Centers and trained by the USF Implementation Team.  The funding for the Health Educators and Data Coordinators was provided by AHCA to each Center via a grant from Pfizer Inc. 

· USF has implemented this study in all 27 Centers, which was initiated on 29 March 2002.  The study includes 9 months of active enrollment with 6 months of follow-up.  The study will complete in November 2003, with study results available in 1Q04.
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Pfizer Florida Medicaid Product Donation Program

· The Program was initiated in September 2001 at 19 FQHCs sites with in-house pharmacies.

· In order to be eligible for participation in the Program, the FQHC must be funded under sections 330(e), 330(g) or 330(h) of the Public Health Service Act or be a certified Federally Qualified Health Center Look-Alike.

· After receipt at Pfizer of each participating FQHC’s completed Program registration application, the Agency for Health Care Administration in the State of Florida amends each Center’s provider agreement to include participation in the Donation Program.  

· Pfizer then ships an initial inventory to each Center based on their past utilization as well as any additional products requested by each Center in their initial registration application. 

· Each pharmacy is reimbursed a dispensing fee from the State of Florida, and Pfizer ships product at no-charge to the pharmacy based on all Medicaid prescriptions verified and approved by AHCA in the State of Florida.  

· Pfizer also replenishes utilized product on a weekly basis for prescriptions approved by AHCA for any Medicaid patient currently registered at each participating Center and approved for participation in the Program.  

· Pfizer reports all Donation Program activity to each Center and AHCA on a weekly and quarterly basis.  

· In order to make the overall process simple for the participating Centers, Pfizer has developed a secure Internet Web-based Reporting tool to allow each Center to access their weekly utilization for this Program via a secure connection.  
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12. Why is the program a new and creative approach or method?

Facing the need to deliver better quality health care to Medicaid patients with chronic illnesses while reducing expenditures for their unnecessary hospitalizations and emergency room visits, the State of Florida initiated Florida: A Healthy State, a 2-year health management demonstration initiative guaranteed to deliver $33 million in Medicaid savings. Only innovative measures can make a real impact on this health care budget crisis. Many cost containment strategies and lower reimbursement for services provide only short-term benefits, and fail to address the root cause of rising healthcare costs – the deteriorating underlying health of the population.  Healthy State’s innovative community care management approach, delivered through AHCA, addresses health at the patient level, and provides support at the local level.  Coordinating care across multiple providers, proactive services for the chronically ill, durable medical equipment and health literate patient education and tools encourage self-management and can together help the chronically ill to live longer, more productive lives.  

AHCA and Pfizer are committed to addressing the needs of at-risk populations and to being part of the solution to the fiscal crisis facing our country’s health care system.  The Florida program can deliver one model for consideration.  

13. What were the program’s start-up costs? (Provide detail about specific purchases for this program, staffing needs and other financial expenditures, as well as existing materials, technology and staff already in place.)

	Program Component
	FY 2001-02 
Start-Up Costs

	Florida: A Healthy State Care Management
	$ 2,400,000

	Florida: A Healthy State Call Center
	$ 1,400,000

	Florida Health Literacy Study
	$    700,000

	Misc. AHCA Administration
	$    100,000

	TOTAL
	$ 4,600,000


14. What are the program’s annual operational costs?

	Program Component1
	FY 2002-03 Costs

	Florida: A Healthy State Care Management
	$  5,900,000

	Florida: A Healthy State Call Center
	$  3,800,000

	Florida Health Literacy Study
	$     700,000

	Evaluations
	$     450,000

	Misc. AHCA Administration
	$     400,000

	TOTAL
	$11,250,000


1 Based on projected expenses FY 2002-03

15. How is the program funded?

Florida:  A Healthy State is funded through a grant from Pfizer Inc.

16. Did this program require the passage of legislation, executive order or regulations?  If YES, please indicate the citation number.

The 2001 Florida Legislature passed SB 792 that authorized the Agency to establish a Medicaid Preferred Drug List and supplemental pharmaceutical manufacturer rebates.  As an alternative for qualifying for PDL coverage, the Legislature authorized the Agency to enter into agreements with pharmaceutical manufacturer for value-added programs via s.409.912 (37)(a)(7), F.S. for programs such as “…disease management programs, drug product donation programs, drug utilization control programs, prescriber and beneficiary counseling and education, fraud and abuse initiatives and other services or administrative investments with guaranteed savings to the Medicaid program in the same year the rebate reduction is included in the General Appropriations Act.”

17. What equipment, technology and software are used to operate and administer this program?

Patient information and interactions with care managers are documented by Pfizer’s case management system, the Clinical Management System (CMS®).  CMS also prompts care managers with treatment recommendations and provides them with clinical guidelines and educational materials to support patient interactions.

18. To the best of your knowledge, did this program originate in your state?  If YES, please indicate the innovator’s name, present address and telephone number.

This unique public-private partnership was conceptualized during discussions between Florida’s Governor Jeb Bush and Dr. Hank McKinnell, CEO of Pfizer, Inc.
regarding the need for innovative intervention to positively impact Medicaid costs. 

	The Honorable Jeb Bush
	Henry McKinnell, PhD, Chair and CEO

	Executive Office of the Governor
	Pfizer, Inc.

	The Capitol
	250 East 42nd Street

	Tallahassee, Florida 32399-0001
	New York, New York 10017


19. Are you aware of similar programs in other states?  If YES, which ones and how does this program differ?

The Healthy State disease management program is unique due to:

Scale – Florida: A Healthy State is the largest ever DM program being done with        Medicaid:

· 12K high-risk patients working with 60 care managers across the state to address their chronic conditions

· 74K lower-risk patients (up from 50K) being touched by educational interventions and having access to enhanced services (such as a 24/7 nurse support hotline)

Scope – This program offers a wide range of services:

· Care Management 

· Patient Outreach 

· Health Literacy 

· Patient Education 

· Durable Medical Equipment (health aids such as blood pressure cuffs, weight scales)

Support of Community

· We have touched over 300 community organizations and are actively working with groups such as the United Way, the Urban League, the American Diabetes Association, the American Cancer Society, the American Lung Association and the American Heart Association to touch patients and their physicians.

· Dedication of the Agency for Health Care Administration and the State of Florida

· Strong partnership among all 10 hospitals and McKesson Call Center

Reach

· Patient-focused “community care management” model reaches patients in their communities through organizations that they know and trust.

· Built a strong infrastructure quickly, stretching broadly across the state

· We have built a unique health care system in Florida that involves coordination of care, education, outreach, patient involvement, addressing patient health as a whole rather than acute events.

· This program gives patients the opportunity to spend concentrated time with a health care professional. This presents a significant opportunity they may not have outside of this program to make an impact on and improve their health.

· Florida: A Healthy State involves patients’ providers to augment patient care. Physicians are seeing the effect of these interventions on patients every day.

20. Has the program been fully implemented?  If NO, what actions remain to be taken?

Yes, it has been fully implemented.  

21. Briefly evaluate (pro and con) the program’s effectiveness in addressing the defined problem[s] or issue[s].  Provide tangible examples.

Early indicators support that the FAHS program has made a positive impact on the health behaviors of Medicaid beneficiaries enrolled in the program.  An independent analysis will not be complete until after the second year of the program (ending June 2003).  The following information is based on data for beneficiaries enrolled in the program during the first year and includes information on all beneficiaries regardless of disease state as well as beneficiaries enrolled in the asthma, hypertension, diabetes and congestive heart failure programs specifically.

	Program Outcomes: All Conditions1

	Health Behaviors
	Baseline
	Program Impact

	Non-Smokers (n=949)
	73.2%
	(3.7%

	In Process of Quitting Smoking (n=949)
	22%
	(35.4% 

	Following a Special Diet (n=1,011)
	48.4%
	(13%

	Regular Physical Activity (n=982)
	58.2%
	(13.9%

	Medication Compliance2 (n=457)
	1.7
	(3.5%

	General Health Status3
	
	

	Physical Health (n=1,082)
	35.0
	(4.3%

	Mental Health (n=1,082)
	46.8
	(4.7%



	Program Outcomes: Asthma

	Health Behaviors
	Baseline
	Program Impact

	Non-Smokers (n=58)1
	82.8%
	(9.9%

	In Process of Quitting Smoking (n=58)
	20%
	(11% 

	Using Peak Flow Meter (n=511)
	25.6%
	(134%

	Medication Compliance2 (n=23)
	1.5
	(20%

	General Health Status3
	
	

	Physical Health (n=81)
	40.4
	(7.9%

	Mental Health (n=81)
	48.0
	(3.3%

	Clinical Outcomes 
	
	

	Asthma Symptom Severity (n=160)
	
	

	           Mild Intermittent
	21.3%
	(70%

	Mild Persistent
	15.0%
	(4%

	Moderate
	44.4%
	(26.8%

	           Severe
	19.4%
	(19.6%

	Utilization Rate4
	
	

	Inpatient Stays
	11%
	(2%

	ER Visits5
	52%
	(3%

	Office Visits6
	83%
	(1%



	Program Outcomes: Hypertension

	Health Behaviors
	Baseline
	Program Impact

	Non-Smokers (n=503)1
	72.2%
	(4.3%

	In Process of Quitting Smoking (n=503)
	26.4%
	(27.3% 

	Following a Special Diet (n=503)
	25.6%
	(134%

	Regular Physical Activity (n=526)
	58.4%
	(16.6%

	Medication Compliance2 (n=168)
	1.9
	(1.6%

	General Health Status3
	
	

	Physical Health (n=465)
	35.7
	(0.4%

	Mental Health (n=465)
	47.8
	(4.2%

	Clinical Outcomes
	
	

	Blood Pressure Control4 (n=650)
	69.5%
	(9.5%

	Body Mass Index (BMI)5 (n=238)
	32.4%
	(1.5%

	Utilization Rate6
	
	

	Inpatient Stays
	19%
	(1%

	ER Visits7
	58%
	(2%

	Office Visits8
	88%
	No change



	Program Outcomes: Diabetes

	Health Behaviors
	Baseline
	Program Impact

	Non-Smokers (n=323)1
	73%
	No Change

	In Process of Quitting Smoking (n=323)
	11%
	(100% 

	Following Special Diet (n=327)
	54.7%
	(10.8%

	Regular Physical Activity (n=323)
	56.7%
	(7.6%

	Self Foot Exam Weekly (n=875)
	87%
	(10.1%

	Blood Sugar Monitoring2
	
	

	· Any Monitoring at Home (n=875)
	89.3%
	(5.5%

	· Daily Monitoring at Home (n=875)
	83.7%
	(4.3%

	Medication Compliance3 (n=216)
	1.6
	(25%

	General Health Status4
	
	

	Physical Health (n=405)
	35.7
	(0.4%

	Mental Health (n=405)
	47.8
	(4.2%

	Clinical Outcomes
	
	

	Blood Pressure Control5 (n=238)
	69.5%
	(9.5%

	Body Mass Index (BMI)6 (n=238)
	34.5%
	(2.0%



	Program Outcomes: Congestive Heart Failure

	Health Behaviors
	Baseline
	Program Impact

	Non-Smokers (n=65)1
	76.9%
	(6.9%

	In Process of Quitting Smoking (n=65)
	46.7%
	(54.2% 

	Following Special Diet (n=73)
	51.9%
	(20%

	Regular Physical Activity (n=73)
	52.1%
	(20%

	Monitoring Weight at Home (n=308)
	22.1%
	(238%

	Monitoring Weight Daily (n=308)
	12.7%
	(287%

	Medication Compliance2 (n=50)
	1.3
	(7.7%

	General Health Status3
	
	

	Physical Health (n=131)
	34%
	(5.9%

	Mental Health (n=131)
	47.7%
	(6.9%

	Clinical Outcomes
	
	

	Heart Failure Symptoms4 (n=322)
	
	

	Mild (No Limitation of Physical Activity)
	25.2%
	(31.7%

	Mild (Slight Limitation of Physical Activity)
	45.3%
	(13%

	Moderate
	13.4%
	(40%

	Severe
	16.1%
	(53.4%

	Blood Pressure Control5 (n=97)
	78.4%
	(33.3%



22. How has the program grown and/or changed since its inception?

The original enrollment target for the entire Florida: A Healthy State care management program was 50,000 high-risk patients, with 10,000 high-risk patients working closely with care managers.  Since inception, the program has grown to 86,000 patients, 12,000 of whom are high-risk and are working with care managers.

Additional changes were made to the program to address enrollment challenges listed below.

23. What limitations or obstacles might other states expect to encounter if they attempt to adopt this program?

Florida: Healthy State is growing rapidly, engaging and assessing hundreds of patients every week, while continuing to manage the enrolled population of over 12,000.  Innovative reach and engagement tactics are required to meet the continual challenges of working with a high turnover, culturally and demographically diverse population.

Reaching program enrollees has been one of the greatest challenges for many reasons, among them invalid contact information, difficulties reaching enrollees during regular business hours and negative enrollee perceptions of the program.  Of those eligible for the program, almost 40% had invalid contact information. 

Just under 40% of high-risk enrollees are successfully contacted, but only about three quarters complete a clinical assessment with a care manager.  At the time of the contact, 6% have exclusions identified and 13% decline to participate.  Reasons for enrollees to opt out of the program include denial that they have the condition and perceptions of no benefit from participation.   

Strategies to obtain accurate contact information and increase enrollment include: 

· “Flex hours,” for care managers to contact patients in the evenings and on weekends

· Use of non-clinical staff (half Spanish-speaking) to make initial calls to explain the benefits of the program and encourage participation

· Access to emergency room and inpatient data to identify potential new program enrollees and to update contact information 

· Direct mail directed at “unable to contact” program enrollees offering incentives such as a grocery store gift coupons.  Mailings have yielded an 18% response from previously unable to contact recipients.  

Throughout the life of the program the partners will continually seek new high-risk members to manage while concurrently managing an increasing number of patients.  

Add space as appropriate to this form.  When complete, return to: 

CSG Innovations Awards 2003
The Council of State Governments

2760 Research Park Drive, P.O. Box 11910

Lexington, KY 40578-1910

innovations@csg.org 

DEADLINE: All original applications must be postmarked or e-mailed by April 11, 2003, to be considered for an Innovations Award for 2003.
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1 N is the number of Beneficiaries with an initial health risk assessment for which a follow-up assessment has been completed.  A response to the question related to the measure at both initial and follow-up, with a minimum thirty-day period between them, is required.  A total of 12,365 beneficiaries have completed an initial assessment.


2 Medication Compliance is measured on a 12-point scale (0 = very compliant, 12 = very non-compliant).


3 General health status is based on the SF12, a validated measure of general health status.  A higher value indicates better health.








1 N is the number of Beneficiaries with an initial health risk assessment for which a follow-up assessment has been completed.  A response to the question related to the measure at both initial and follow-up, with a minimum thirty-day period between them, is required.


2 Medication Compliance is measured on a 12-point scale (0 = very compliant,


 12 = very non-compliant).


3 General health status is based on the SF12, a validated measure of general health status.  A higher value indicates better health.


4 Pre-program timeframe is April 2001 – September 2001.  For beneficiaries who received care-management services the comparison program timeframe is April 2002 – September 2002.    


5 The utilization rate for inpatient, emergency, and office visits is the percentage of unique eligible beneficiaries having an inpatient visit, hospital outpatient visit, or office visit.


6 Office visits include any outpatient visit.








1 N is the number of Beneficiaries with an initial health risk assessment for which a follow-up assessment has been completed.  A response to the question related to the measure at both initial and follow-up, with a minimum thirty-day period between them, is required.


2 Medication Compliance is measured on a 12-point scale (0 = very compliant, 12 = very non-compliant).


3 General health status is based on the SF12, a validated measure of general health status.  A higher value indicates better health.


4 Blood pressure control goal is <140/90.


5 Body Mass Index measures weight appropriate for height -- <25 kg/m2 = normal, 25-29 kg/m2 = overweight, >30 kg/m2 = obese.  


6 Pre-program timeframe is April 2001 – September 2001.  For beneficiaries who received care-management services the comparison program timeframe is April 2002 – September 2002.    


7 The utilization rate for inpatient, emergency, and office visits is the percentage of unique eligible beneficiaries having an inpatient visit, hospital outpatient visit, or office visit.


8 Office visits include any outpatient visit.








1 N is the number of Beneficiaries with an initial health risk assessment for        which a follow-up assessment has been completed.  A response to the question related to the measure at both initial and follow-up, with a minimum thirty-day period between them, is required.


2 Beneficiaries reporting doing any and daily (>=6 times per week) blood


 sugar testing at home, using a blood-testing monitor.


3 Medication Compliance is measured on a 12-point scale (0 = very compliant, 12 = very non-compliant).


4 General health status is based on the SF12, a validated measure of general health status.  A higher value indicates better health.


5 Blood pressure control goal is <130/85.


6 Body Mass Index measures weight appropriate for height -- <25 kg/m2 = normal, 25-29 kg/m2 = overweight, >30 kg/m2 = obese.  





1N is the number of Beneficiaries with an initial health risk assessment for which a follow-up assessment has been completed.  A response to the question related to the measure at both initial and follow-up, with a minimum thirty-day period between them, is required.


2Medication Compliance is measured on a 12-point scale (0 = very compliant, 12 = very non-compliant).


3General health status is based on the SF12, a validated measure of general health status.  A higher value indicates better health.


4Heart Failure symptoms are based on the NYHA functional classification system.  Class I – mild, means no limitation of physical activity.  Class II – mild, means slight limitation of physical activity.  Class III – moderate, means marked limitation of physical activity.  Class IV – severe, means unable to carry out any physical activity without discomfort.


5Blood pressure control goal is <130/85.
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Primary Care Provider gives one copy to the patient, Health Educator and places a copy in the chart�

Health Educator gives one copy to the patient, Health Educator and places a copy in the chart�

 Health Educator retrieves completed physical assessment form from Clinic nurse�

C�

Patient returns per schedule to attend Group classes for Diabetes and/or Hypertension�

C�

Health Educator conducts 1:1 refresher 2 (or 3 ) months after group classes (Issues $15 grocery coupon)�

Health Educator conducts 1:1 follow-up 6 months after enrollment(Issues $15 grocery coupon)�

Health Educator completes For Your Health Appointment form (3 part NCR)�

Health Educator issues patient a new Passport to Health�

DIAGRAM 1.  PROCESS FLOW OF THE  For Your Health  INTERVENTION�

NMG 28FEB02�

DAY 1 - Patient Enrollment�
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Beneficiary Notification Letter 

To all

Risk Stratification

 

Beneficiaries

Identified through claims

High Risk

Low Risk

Disenroll or obtain better contact information

Educational mailing on more detailed information from clinical assessment. Provide DME as needed

All pts get upload into a Common Database CMS

Initial Care Management Assessment

Beneficiary Declines Participation

Opt out



  Follow-up contacts

 

Introductory Letter with dx specific ed. Materials and incentive to call and enroll in care management component

Outbound calling to enroll patients

successful

unsuccessful

Introductory Letter with dx specific ed. Materials. Information on 24/7 nurse advice line

Quarterly Patient Newsletter

Primary Emphasis

Secondary Emphasis

Continued Care Management
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Patient receives prescription at designated Health Center�

Patient goes to designated HC in-house pharmacy to fill prescription�

Pharmacist submits prescription�

Prescription reviewed by HC's Switch Company (if contracted)�

Prescription reviewed by ACS Consultec (AHCA)�

B�

B�

Prescription approved by AHCA?�

AHCA reimburses the HC the dispensing fee;  prescription filled by HC's in-house pharmacy�

Follow-up with other clinical protocol�

Data collated weekly by ACS Consultec according to Pfizer's required data elements�

Pfizer's vendor retrieves data via a secure transfer weekly for review�

Pfizer replenishes the designated HC based on product utilization.�

Claim denied for four-brand limit.�

No�

END�

PFIZER/FLORIDA PRODUCT DONATION PROGRAM FOR PARTICIPATING HEALTH CENTERS  
WITH IN-HOUSE PHARMACIES�

20 September 2001 NMG - FINAL�

Claim denied for clinical reasons other than formulary - Contact ACS Consultec�

Clinical Review of Patient's Therapeutic Options�

Approval - Override?�

HC pharmacist calls ASC Consultec for expedited review.�
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