HealthChoices Advisory Committee Meeting Lehigh/Capital Zone
Tuesday, July 6, 2021
10:00 AM – 12:30 PM
Teleconference

Meeting Agenda
10:00am

Welcome & Introductions – Deronta Creed
• Deronta Creed welcomed and thanked everyone for attending.
• Deronta Creed informed everyone to mute themselves that way there will not be
any background noise. Participants that joined by internet audio can mute and
unmute themselves by clicking the microphone icon on the left-hand side at the
bottom of your screen. If calling in via phone participants can press *6 to
mute/unmute themselves.
• Deronta Creed reminded everyone that the meeting ware being recorded for the
purpose of meeting minutes only. The audio/video clip and minutes will be posted
on enrollnow.net once they are finalized. Committee members will be sent a copy of
the minutes to review.
• Deronta Creed did roll call for the committee members.

o Roll Call Committee:
• Present: Peggy Mulligan (Aetna); Lauren Marshall (CCBH); Sonia Rivera
(Consumer/Parent Advocate); Anita Rich (Consumer/Parent Advocate); Mikel
Andrade (Consumer/Parent Advocate); Paula Hunter (Parent Advocate); Rosemary
Andrade (Consumer/Parent Advocate); Erin Moore (Gateway); Dawn Horst (Healthy
Beginnings); Tom Walker (Magellan); Tia Whitaker (PA CHC); Anthony House
(PerformCare); Barbara Huggins (Inglis/SDHP); Patricia Canela-Duckett (United
HealthCare); Jen Basom for Sandra Skvasik (UPMC); Deronta Creed (PA EAP)
10:03 am

10:05 am

Absent: Henry Hernandez (AmeriHealth Caritas); Marnella Witherspoon
(Consumer/Parent Advocate); Sherice Witherspoon (Consumer/Parent Advocate).

April 2021 Meeting Minutes
• Deronta Creed asked if there was any other revision or corrections that needed to be
made to the April minutes. No revisions or corrections were brought up.
• Dawn Horst motioned to approve; Tia Whitaker seconded the motioned to approve
meeting minutes.
Enrollment Assistance Program Report – Bobbie Jo Comes
o Updates- – We continue to be fully operational at Pennsylvania Enrollment Services. A
majority staff continue to work remotely with a few staff in the office as necessary for

mail, and IT support. We are processing all enrollments and plan transfers through the
mail, calls to the call center, and those done through the website.
o Data Review – Refer to Report.

Q: I would have thought that enrollments would have really seen a giant spike with the
emergency declaration, but that does not actually play out, I just find that interesting.

A: This data is only for one zone, so we do have four other zones as well. This is only the
Lehigh Capital zone, but I believe DHS will go over their numbers for the increase that
that has occurred, they will be presenting shortly on that.

o 2021 Webinar Series
• Previous Webinars:
 Tuesday, May 11, 2021 The Women, Infant and Children Program (WIC);
Presenter: Candance Sanderson, WIC State Outreach Coordinator & Melissa
Maust, WIC State Trainer – Attendees: 90
 Tuesday, June 8, 2021 The Medical Assistance Transportation Program
(MATP); Presenter: Daphne Simeonoff, Program Manager – Attendees: 260
•

10:15 am

Upcoming Webinars: To be announced.

DHS Report
o BMCO Report – Nan Mavor

Gov. Wolf Signs Bills Extending COVID-19 Emergency Regulation Suspensions,
Expanding Family Caregiver Supports
 On June 11, Governor Tom Wolf signed legislation that extends the most critical
components of the COVID-19 disaster declaration emergency.
 House Bill 854 extends the emergency regulation suspensions under the COVID-19
emergency until September 30, 2021, unless sooner terminated. It also amends the
Administrative Code to require an executive agency to preserve all records in their
possession relating to the COVID-19 disaster emergency declaration in accordance
with the agency’s existing record retention policy.
 Governor Wolf also signed legislation that expands the Family Caregiver Support
Program to provide much needed supports to individuals who are providing care for
their loved ones.
 House Bill 464 amends the Family Caregiver Support Act to reflect current federal
eligibility standards, remove provisions that limit available support for home
modifications and assistive devices, and prohibit primary caregivers from receiving
benefits if they are a perpetrator in a substantiated case of abuse.

 May 12, 2021 Parents can now begin to schedule their children ages 12 and up through
any vaccine provider administering Pfizer. You can find a vaccine provider
administering Pfizer near you at www.vaccines.gov.
 The authorization follows a Phase 3 clinical trial with 2,260 participants. Data from this
trial showed that the vaccine was 100 percent effective in preventing cases of COVID19, and the immune response was just as strong, and potentially stronger, when
compared to clinical trial participants aged 16 through 25 years considered in the
vaccine’s initial authorization.



More information about the Pfizer vaccine’s extended emergency authorization is
available from the FDA and through a fact sheet for recipients and caregivers.

May 7, 2021 Governor Tom Wolf signed the 14th renewal of his January 2018 opioid
disaster declaration to help the state fight the opioid and heroin epidemic.



Under the disaster declaration, work to address the opioid crisis focuses on three areas:
prevention, rescue, and treatment.
For more information on Pennsylvania’s response to the opioid crisis
visit www.pa.gov/opioids.

In an effort to reduce the number of topics presented in the DHS update, here are some of the sources
used with a brief dec=scription of the information provided by the source.
•

Department of Human Services > HealthChoices > HealthChoices Services > Physical
HealthChoices-Publications
• Here you can view the weekly numbers to see how many Pennsylvanians are enrolled in
Medicaid due to the expansion. This report includes a breakdown of the numbers by county.
 With Medicaid Expansion, as of June 11, 2021 there are 961,255 newly eligible
individuals in HealthChoices receiving the new Adult benefit package. These are
individuals who would not have received health care coverage if Pennsylvania did not
expand Medicaid.
 This page also provides:
• 2021 HealthChoices Agreement and Exhibits
• Flyer: How to Apply — English
• Flyer: How to Apply — Spanish
• Medical Assistance Citizenship Frequently Asked Questions
• Flyer: MCO Special Needs Units

 Pennsylvanians who need health insurance who do not qualify for Medicaid can explore coverage
options through Pennie, the commonwealth’s health insurance exchange. Pennsylvanians can
learn more at www.pennie.com. Applicants not financially eligible for Medicaid are automatically
referred to Pennie for eligibility review.


DHS COVID-19 PROVIDER RESOURCES> Quick Tips // OMAP
• 252 - Medical Assistance Benefits for Beneficiaries Turning 21 During the COVID19 Emergency
• 251 - Medical Assistance Benefits for Beneficiaries Turning 21 During the COVID19 Emergency
• 249 - New MA ACCESS Card
• 247 - Nonemergency Ambulance Transportation Related to COVID-19
• 244 - MA Eligibility During COVID-19 Emergency Disaster Declaration

•



COVID-19 testing and treatment continues to be covered by both Medicaid and
CHIP.

DHS Physical HealthChoices Resources page for member and providers.
• Pa Enrollment Services link
• How to Apply
• HealthChoices Managed Care Organizations
• HealthChoices Publications
• Contact Information
• Medical Assistance Information
• Medical Assistance Programs Dictionary
• Information for Former Foster Youth

 May 3, 2021 At End of LIHEAP Season, Department of Human Services Encourages
Pennsylvania Renters to Apply for Utility Assistance Through the New Emergency
Rental Assistance Program
 Department of Human Services (DHS) Acting Secretary Meg Snead reminded Pennsylvanians
that the Low-Income Home Energy Assistance Program (LIHEAP) season has ended, but
assistance with utility bills remains available through the Emergency Rental Assistance
Program (ERAP) to individuals and families who live in rental properties.
 About two-thirds of Pennsylvania counties have partnered with DHS to make ERAP
applications available to their residents online at www.compass.state.pa.us. The remaining
counties opted to accept applications from county residents through their own application
process.
To qualify for assistance, a household must be responsible to pay rent on a residential property
and meet each of the following criteria.
• One or more people within the household has qualified for unemployment benefits, had a
decrease in income, had increased household costs, or experienced other financial
hardship due directly or indirectly to the COVID-19 pandemic; AND
• One or more individuals in the household can show a risk of experiencing homelessness or
housing instability; AND
• The household has an income at or below 80 percent of area median income, which varies
by county. Income limits by county are available on the DHS website. Resources (like bank
accounts and cars) are not relevant to ERAP eligibility.
• For more information assistance programs available to help Pennsylvanians, visit
www.dhs.pa.gov. MEDIA CONTACT: Erin James, ra-pwdhspressoffice@pa.gov
 What is Enterprise Case Management?
• Enterprise Case Management (ECM) is a new way to provide enhanced case
management for the Department of Human Services (DHS) and its business partners
through the implementation of a common platform to help plan and deliver
individual/participant services for multiple DHS supervised programs.

•

•

•

•

ECM allows for:
 Easier sharing of information among DHS Program Offices, counties,
individuals/participants, and providers to enable better decision making for
improved individual/participant outcomes.
 Increased ability to understand performance across programs and make
continuous improvements.
 Enhanced data security including expanded access to information based on
individual/participant consent.
 Reduced effort and cost to maintain systems because of the use of a common
platform.
ECM will most affect the offices of Administration (OA), Children, Youth and Families
(OCYF), Child Development and Early Learning (OCDEL), Mental Health and Substance
Abuse Services (OMHSAS), Long-Term Living (OLTL), and Developmental Programs
(ODP).
When implemented, ECM will support a statewide child welfare case management
system; enrollment and case management for Home and Community-Based Services
(HCBS); intake and management for hearings and appeals; application, enrollment, and
support services for programs administered by OLTL.
More information will be shared as DHS and its partners prepare for the initial launch.
Resources

 Governor Wolf Signs Renewal to COVID-19 Disaster Declaration
o MEDIA CONTACT: Lyndsay Kensinger, Governor’s Office, RA-GVGOVPRESS@pa.gov

 Parents can now begin to schedule their children ages 12 and up through any vaccine provider
administering Pfizer.
o You can find a vaccine provider administering Pfizer near you at www.vaccines.gov.

 Medical Eligibility During Disaster Period:
Commonwealth of PA Health Insurance Exchange www.pennie.com

 All Pennsylvania Facilities Providing Treatment and Recovery Services Have Access to Resources
to Support Tobacco-Free Recovery.
o MEDIA CONTACT: Nate Wardle, Health – 717-787-1783 or ra-dhpressoffice@pa.gov
o Erin James, DHS – 717-425-7606 or ra-pwdhspressoffice@pa.gov
o Rachel Kostelac, DDAP – 717-547-3314
 Mental Health and Substance Use Disorder Resources DHS, DOH, US Department of Veterans
Affairs, DDAP
o Persevere PA 1-855-284-2494; TTY 724-631-5600
o National Suicide Prevention Lifeline 1-800-273-8255; Spanish 1-888-628-9454
o Crisis Text Line: Test “PA” to 741-741

o
o
o
o

Veterans Crisis Line 1-800-273-8255; TEXT 838255; CHAT www.veteranscrisisline.net
Get Help Now Helpline 1-800-662 HELP (4357); www.ddap.pa.gov
www.pa.gov/opioids for Naloxone
MEDIA CONTACT: Erin James, DHS - ra-pwdhspressoffice@pa.gov; Joseph Butera, DMVA, 717903-6791

 MMIS- The direct link to the MMIS 2020 homepage is:
https://www.dhs.pa.gov/MMIS/Pages/default.aspx.

 EVV -The DHS link for information
 https://www.dhs.pa.gov/providers/Billing-Info/Pages/EVV.aspx

 SDOH Resource and Referral Tool: https://www.media.pa.gov/pages/DHS_details.aspx?newsid=565
Archived meeting at Maximus Enrollment Broker: www.enrollnow.net
 COVID-Alert PA

https://www.pa.gov/covid/covid-alert-pa/

 Health Care -In order to stay up to date with public health issues, you can sign up for the
Pennsylvania Health Alert Network (PA-HAN) at https://han.pa.gov/

 Food Security
o Pennsylvanians who need immediate help feeding themselves or their family can also find and
contact their local food bank or pantry through Feeding Pennsylvania and Hunger-Free
Pennsylvania to access food resources in their community.
o Visit pa.gov for a “Responding to COVID-19” guide or the Pennsylvania Department of Health’s
dedicated Coronavirus webpage for the most up-to-date information regarding COVID-19
 Office of Long-Term Living (OLTL)
www.dhs.pa.gov/coronavirus/Pages/OLTL-Interim-Guidance-for-PCH-ALR-ICF.aspx
 Children and Youth
o Kinship Care: www.kinconnector.org; MEDIA CONTACT: Erin James, DHS rapwdhspressoffice@pa.gov
o Learning Pods: https://www.pakeys.org/sacc-coronavirus-resources/
o Guidance for All Sports: https://www.governor.pa.gov/covid-19/#SchoolsandRecreation
o Child Care Providers: MEDIA CONTACT: Lyndsay Kensinger, Governor’s Office, ragvgovpress@pa.gov; Erin James, DHS, ra-pwdhspressoffice@pa.gov; Eric Levis, PDE -elevis@pa.gov
o WIC: https://www.pawic.com, 1-800-WIC-WINS

o Childline: 1-800-932-0313; www.keepkidssafe.pa.gov
o Immunizations: 1-877-PA-HEALTH (1-877-724-3258)
https://www.health.pa.gov/topics/disease/coronavirus/Pages/Guidance/TemporaryRegulatory-Suspension-Immunizations.aspx;
o MEDIA CONTACTS: Erin James, DHS -- ra-pwdhspressoffice@pa.gov
o Nate Wardle, DOH – ra-dhpressoffice@pa.gov
o Lead Poisoning: Lead Information Line (1-800-440-LEAD)
o Lead Poisoning FAQs
https://www.health.pa.gov/topics/disease/Lead%20Poisoning/Pages/FAQ.aspx
o Centers for Disease Control and Prevention: https://www.cdc.gov/nceh/lead/

 Employment & Training
o MyCOMPASS PA, the mobile app for benefits issued by the CAO, can be used by participants to
send in verifications.
o Additionally, forms can be faxed/emailed/mailed directly to providers or CAO.
o Information for Providers and Participants can be access from this media release on the
DHS.gov website.

o For E&T Providers:
https://www.dhs.pa.gov/providers/Providers/Documents/Coronavirus%202020/COVID19%
20Provider%20Letter%20031620.pdf

 Unemployment
 For regular UC questions: Email uchelp@pa.gov OR
o Call 888-313-7284 Monday through Friday from 8:00 AM to 4:00 PM
o LiveChat (call 888-313-7284 for a secure 6-digit code) Monday through Friday from 8:00 AM to
5:00 PM
o For Pandemic Unemployment Assistance (PUA) questions:
o Email ucpua@pa.gov
o Call 855-284-8545 Monday through Friday 8:00 AM to 3:00 PM
o For more information, including COVID-19 employment opportunities in the commonwealth, visit
www.pacareerlink.pa.gov.
o MEDIA CONTACT: Penny Ickes, dlipress@pa.gov; Sarah DeSantis, L&I dlipress@pa.gov; Erin
James, DHS – ra-pwdhspressoffice@pa.gov; Philip Falvo, United Way of Pennsylvania –
pfalvo@uwp.org

o OMHSAS Report – Sierra Bilous
• Update on the Tele-health report: The Behavioral Health Tele-Health report was
published and sent out in May. This this report was developed in collaboration with the
OMHSAS Tele-health Steering Committee and Mercer Government Services Consulting.
This report provides recommendations for the future of telehealth after the resolution
of the COVID-19 public health emergency.
• Funding opportunities through the Community Mental Health Services Block Grant
COVID- 19 response funding that was granted to states through the Consolidated

•
•
•
•

Appropriations Act of 2020. In combination with funds from Pennsylvania’s Annual
Community Mental Health Services Block Grant award. Letters of interest for that
funding from counties have been reviewed and counties will be asked to submit
proposals if we were able to consider their projects.
New Bulletin: Contracted Delegate Services OMHSAS 21-05, this will be effective July 1.
Update on a few personnel updates within DHS: Inez Titus is now the Deputy Secretary
for the Office of Income Maintenance.
Cathy Potsinger was recently appointed as a DHS Special Advisor focusing in areas of
housing.
Sarah Goulet also recently joined the DHS Executive Team has a Special Advisor
focusing on DHS strategic planning and coordination between executive and program
office, planning a policy planning and implementation.

o MATP Report - No updates reported/staff unable to attend.
10:45 am

Regional Report – Barbara Huggins
o Inglis/SDHP - Regional Housing Coordinator Update

Self-Determination Housing of Pennsylvania
• Merged with Inglis! Our website is: www.inglis.org/SDHP
• Monthly SDHP Newsletter – Sign up here
• Like us on Facebook
811 – Project-Based Rental Assistance
•
•
•
•

Questions can be sent to SDHP811@inglis.org
Connect with your County Local Lead Agency: (Note: the counties that have 811 Units
are noted with**)
Note: Affordability stays with the unit and not the person.
Eligibility
1. Age 18-61
2. Person with a disability
3. Enrolled or Eligible for Medicaid
4. Eligible for Long Term Services & Supports (LTSS)
5. Gross Income at or below 30% Area Median Income (AMI)
6. Cannot have a criminal history that includes being a Registered Lifetime Sex
offender or includes a conviction of methamphetamine possession or
production. **a formal background check will be conducted by the property once
an individual is referred to an available unit (includes credit, criminal, housing
history check)

•

811 Properties with short to no waitlists (bolded properties have current vacancies as
of 6.29.2021.
 Bold: Have current vacancies
 Non-Bold: Have short waitlists but no current vacancy.

SDHP Home Modifications Program:
Note: This is Just a waitlist for now, if you refer an individual, they will be placed on a
waitlist.
Eligibility criteria at-a-glance:
• Applicant cannot be receiving other public funded assistance or waivers. (example:
Community Health Choices (CHC) managed care organizations - MCOs) – Please keep us
in the back pocket in case you come across a participant or family member who may
need support with Home Modifications, and you might not be able to cover it.
• Income levels must not exceed 120% of area median income (all household income must
be verified through proper documentation)
• Priority given to individuals residing in counties not receiving financial assistance
through other programs.
• Homeowners need proof of homeowners’ insurance coverage.
• Renters need a landlord letter of approval/permission for home modifications.
Applications are now being accepted!
• For more information and to receive an application, please call (610) 873-9595 or email
Beth at beth.mckeown@inglis.org
• Learn more about this program here
•

SDHP Trainings – Training calendar
These are the trainings we have available:
o Eviction Prevention and Processes
o Home Modifications

o
o
o
o
o
o

PREP Train the Trainer
Navigating Income-Based Housing Options
Tenants’ Rights: Fair Housing and Beyond
Addressing a Housing Crisis
Housing Choice Vouchers: Explained
Assistance Animals Explained

Helpful Resources

Please find along with these minutes an attached Home Modifications Resource Handout.

•

811 Mainstream Vouchers - Check with your County Housing Authority
o Eligibility: Eligible population. Mainstream Vouchers (also formerly known as
Mainstream 5- Year Vouchers or Section 811 Vouchers) are tenant-based vouchers
that serve a special population of households. All Mainstream Vouchers will now
serve households that include a non-elderly person(s) with disabilities, defined as
any family that includes a person with disabilities who is at least 18 years old and
not yet 62 years old at the effective date of the initial Housing Assistance Payment
(HAP) Contract.
o HUD List of Counties who are participating with Mainstream Vouchers (PA starts on
page 14)

•

PA Utilities Commission: Energy Assistance Programs - Before using this resource,
contact the utility company

•

Eviction Moratorium & Cares Funding – Emergency Rental Assistance Program (ERAP)

•
•

•

CDC Guidance: Extended to July 31st
o CDC Declaration
o Housing Alliance Webinar
o National Low-Income Housing Coalition Website

SHARE Housing Information:
o “Shared Housing and Resource Exchange (SHARE) is an affordable housing choice
that brings together homeowners who want to share their home with home
seekers who are looking for housing in exchange for rent, help around the house,
or a combination of both. The home seeker receives their own bedroom and
agreed upon use of the common areas. Every arrangement is unique depending
on the needs, preferences, and abilities of the participants involved. SHARE is
currently available in Pike, Wayne, Monroe, Venango, Crawford, Adams, Union,
and Snyder counties.”
o List of the eight SHARE counties

General
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•
•

11:00 am

Pennsylvania Assistive Technology Foundation (PATF)
Home and Community-Based Services Waiver Programs (HCBS)
Pennsylvania Department of Aging: Help at Home (OPTIONS)
Pennsylvania Office of Vocational Rehabilitation
PA Accessible Housing Program
Technology for Our Whole Lives (TechOwl)
Center for Independent Living
Life Settlements or Viatical Settlements
Recycled Medical Equipment
Senior Discounts
Long Term Care Policy
Area Agency on Aging
Local community service organizations such as Kiwanis, Lions Club, Elk Club, Jaycees,
Knights of Columbus, Masonic Lodge and Rotary clubs
Specific injury or disease that is supported by an association, contact them directly to ask
about funding (e.g., Multiple Sclerosis Society, Cerebral Palsy Association, Spinal Cord
Association, Arthritis foundation)
National Organizations such as the United Way and National Easter Seals
Church or other religious institution
Local municipal government, housing authority programs
Insurance
Private Medical Insurance Provider
Medicare
Medicaid
Homeowners
Pennsylvania Housing Finance Agency (PHFA): Access Home Modification Program
USDA Rural Development Repair Loan and Grants
Veterans’ Disability Housing Grants
Rebuilding Together
Home Modification Tax Deductions
Green Tax Credits
Reverse Mortgage

Physical Health/Behavioral Health Manage Care Organizations (MCOs) & Provider
Presentations on Maternity Services

o PerformCare – Anthony House

Magellan Behavioral Health – Thomas Walker
Internal Focus
• Magellan’s clinical discussions with providers include assessment of a member’s
circumstances, which may impact treatment and resource planning. This includes
assessment of social determinants of health, as well as physical health needs, such
as pregnancy. Iden�ﬁca�on of a maternity member results in a referral to our clinical
team for review through Magellan’s internal specialty review process.This review
process looks for opportuni�es to improve supports oﬀered to members.
− Intens i ve Ca re Coordi na �on
− Communi ty i ntegra ted hea l th provi ders
- Communi ty ba s ed progra ms provi ded to members wi th both
beha vi ora l a nd phys i ca l hea l th fa ctors to promote coordi na �on of s ervi ces a nd i mprove a member
whol e hea l th.
− Cl i ni ca l revi ew wi th a phys i ca l hea l th ma na ged ca re orga ni za �on

HealthChoicesRegional
Consumer Advisory Board

• Magellan completes clinical coordina�on calls with physical health managed care
organiza�ons (PH-MCOs) to ensure coordinated services to best support members
and assist with ﬁnding gaps in care. Magellan has clinical rounds with targeted PHMCOs speciﬁcally to review our joint maternity popula�on.Improved behavioral
health and physical health supports con�nues to be a focus along with follow up
ac�vi�es with members, as appropriate, to oﬀer referrals.

JULY 2021

2

External Focus

Provider Supports
• Magellan contracts with providers for pregnancy and/or mother/baby programs to
our members.

• Federally Qualiﬁed Health Clinics
• PCP Toolkit - Magellan developed and oﬀers physical health providers, as well as
behavioral health providers, access to a Primary Care Provider Toolkit (PCP
Toolkit). Magellan adver�ses this online toolkit to the physical health provider
community as a resource for improved educa�on on behavioral health needs, as
well as screening tools. Within this toolkit there is informa�on on how a physical
health provider can request a consulta�on with a member of Magellan’s medical
team.

3

• Magellan is ac�vely working on contrac�ng with behavioral health providers who
specialize in suppor�ng Maternal Care.

4

Conﬁden�ality Statement

The information presented in this presentation is conﬁdential and expected to be used solely in support of the delivery of s ervices to Magellan members. By
receipt of this presentation, each recipient agrees that the information contained herein will be kept conﬁdential and that the information will not be
photocopied, reproduced, or distributed to or disclosed to others at any time without the prior written consent of Magellan Health, Inc.

5

o Community Care Behavioral Health –Lauren Marshall
Community Based Care Management (CBCM)

Pre/Post Natal Care Management
and
Community Health Workers

Ac�vi�es and funding must focus on:
– Improving behavioral health outcomes
– Increasing partnerships with Community -Based Organiza�ons (CBOs)

Community Care Behavioral Health Organiza�on

– Encouraging the use of preventa�ve services and addressing health
dispari�es

Community Based Care Management
2021

– Mi�ga�ng social determinants of health barriers
– Performing Community Based interven�ons to support members
– Suppor�ng members with post partum depression
2

Pre/Post Natal Care Management Role
Social Determinants of Health

 Licensed, Community Based Care Managers with prior clinical experience working in
behavioral health services
Pre/Post Natal Care Managers will work with members who:
• have unmet iden�ﬁed behavioral health treatment needs
• have had frequent readmissions to emergent, acute inpa�ent mental health
facili�es or substance use facili�es
• have diﬃculty with engaging with/a�ending community based behavioral health
services
• are engaged with high level behavioral health services

3

4

No�ﬁca�on of Pregnancy

Pre/Post Natal Care Management Du�es

U�liza�on reviews with Behavioral Health Providers
Post hospital discharge outreach calls
Ongoing member follow up calls
Triage calls when pregnant members call for referrals and assistance
Customer Service New Member Welcome Calls
Pregnant Members iden�ﬁed from the Behavioral Health Homes, other
Behavioral Health Providers, and CBOs
• Integrated Care Plan Pay for Performance (ICP P4P) data sharing
• Other data sharing from the physical health MCOs
•
•
•
•
•
•

5

• Meet the member in their home/by phone/video conference to thoroughly assess for social determinant needs during
pregnancy and post delivery
• Refer members to and meet with members at their behavioral and physical health appointments to assist with
engagement and warm hand oﬀs
• Complete a PHQ9 screening during pregnancy and post delivery to iden�fy behavioral health service needs or
coordinate with current behavioral health service providers
• Complete a Substance Use Screening during pregnancy and post delivery and coordinate with current behavioral health
services or refer/warm hand oﬀ member to services
• Refer members to and meet with members at Community Based Organiza�ons (CBOs) and other Community Resource
Programs to assist with addressing social determinant needs
• Coordinate with PH MCOs for resources OR complete a hand oﬀ to PH MCOs for members who do not have Behavioral
Health needs
• Upon determining or being informed by PH -MCO/member/provider that a member is experiencing pre/post natal
depression, Community Care will work to coordinate or link to care which is coordinated with physical health special
needs unit and ICP as appropriate

6

Examples of Community Resources for Pregnant Members
• Early Interven�on, Head Start, Early
Childhood Wellness, WIC
• Car Seat Safety Checks at local police
sta�ons
• Pregnancy and Post-Partum Support
Programs/Educa�on Classes
• Resources from member’s PH MCO
• Breas�eeding Support, Resources, and
Classes
• Local Community Based Organiza�ons
(CBOs), Faith Based Organiza�ons
• Mobile Mental Health, PCIT,
Telehealth, Medica�on Delivery
Programs

• Housing Programs for Pregnant
Members/Homeless Pregnant
Members
• Specialized Treatment Programs for
Pregnant Members
• Teen Pregnancy Resources
• Childcare
• Educa�on/GED assistance
• Crisis Resources
• U�li�es Assistance
• Transporta�on
• MAT programs that support pregnant
members

7

Community Health Workers
• Prior Behavioral Health Service experience
• May have Peer Experience (CPS and/or CRS)
• Experience working in the community and knowledge of community
resources and services
• Hired Regionally across Community Care Oﬃces
• Community based to intervene with and support members and
providers

8

Community Health Workers Du�es
• Assist with comple�on of admission, readmission, ﬁrst �me admission
interviews
• Direct work, technical assistance with CBOs
• Follow up with members post discharge to support with linkage to services
and resources (BH and CBOs)
• Follow up with members from welcome calls and post discharge outreach
calls with SDoH needs
• Complete ongoing community follow up to:
– Ensure SDOH are addressed
– Complete coordina�on with current BH providers
– Assist with linkage to BH providers if needed
9

o UPMC For You - Diana P. Byas

UPMC Health Plan
Baby Steps Maternity Program Overview

01

UPMC Health Plan Baby Steps Maternity Program

\
What Is the UPMC Health Plan Baby Steps Maternity Program?
Key Focus Areas
• Telephonic and face-to-face interac�ons
• Staﬀ available in several geographic
regions
• Voluntary, no cost to members
• Members may par�cipate in the
program at any �me before, during, or
a�er pregnancy

1. Ma terna l a nd i nfa nt hea l th promo�on a nd preven�on

• Focused on op�mizing health and
wellness while enhancing pregnancy
outcomes

2. Pa rent/ca regi ver educa �on a nd s upport
3. Hea l thy chi l d devel opment
4. Chi l d s a fety (i nfa nt s l eep s a fety, ca r s ea t s a fety, cri b a nd
cha ngi ng ta bl e s a fety, envi ronmenta l l ea d, a cci dent
preven�on, envi ronmenta l s a fety, etc.)

• Staﬀed by registered nurses and
licensed social workers

5. Iden�ﬁca �on a nd mi �ga �on of s oci a l determi na nts of
hea l th (SDOH)

• Onsite social worker embedded at
Pregnancy/Women’s Recovery Center
(PWRC) at Magee-Women’s Hospital
of Pi�sburgh

6. Increa s i ng s creeni ngs a nd referra l s to communi ty
res ources for SDOH (food i ns ecuri ty, hea l thca re
a cces s /a ﬀorda bi l i ty, hous i ng, educa �on tra ns porta �on,
chi l dca re, empl oyment, u�l i �es , cl othi ng, ﬁna nci a l s tra i n)
7. Preven�on of i n�ma te pa rtner vi ol ence
8. Reduci ng di s pa ri �es i n ma terna l a nd i nfa nt hea l th
9. Strengtheni ng fa mi l y economi c-ssuﬃci
el f ency

3
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Key Focus Areas

Staﬃng and Assignment

10. Family planning, which includes access to counseling for
available contracep�ve op�ons, childbirth
-spacing
educa�on, and support to a�ain contracep�ves
11. Increasing postpartum health care visits
12. Increasing screenings for maternal/caregiver depression
and anxiety

•
•
•
•

13. Increasing screenings for substance use disorder (SUD)
14. Increasing follow
-up care on posi�ve postpartum
depression screenings and/or other behavioral health ca
needs
15. Increasing rates of well
-child visits and follow up on Early
and Periodic Screening, Diagnos�c and Treatment (EPSDT)
appointments

•
•
•
•

Mobile Team
10 RN care managers
Two health managers (LCSW)
Focused on Medicaid LOB
Regionally assigned

Onsite Staﬀ
Health manager (LCSW) onsite at Pregnancy/Women’s Recovery Center
located at Magee-Women’s Hospital of Pi�sburgh

16. Increasing plans of safe care for all infants born aﬀected
substance abuse, neonatal abs�nence syndrome (NAS), a
fetal alcohol syndrome disorders (FASD).
5

Telephonic Team
15 RN care managers
One outreach representa�ve
All lines of business (LOB)
Regionally assigned

6

Program Eligibility

What Does a Maternity Health Coach Do?

• Collaborate and coordinate care with
OB/BH/Pediatric and specialty providers,
My Connected Care/ICP process as needed

• Educates the member about chronic health
condi�ons and changes that may require
interven�on

• Completes comprehensive assessment
(includes BH/GAD/NIDA screenings)

• Links the member with appropriate
community resources to support mom and
baby

• Assesses for social determinants of health
risk factors that may impact overall health
and wellness
• Iden�ﬁes modiﬁable risk factors and
engages member in lifestyle and health
management programs

•

Any pregnant member with UPMC
Health Plan (Commercial),
UPMC for You
(Medicaid), UPMCfor Kids (CHIP), or
UPMC for You Advantage (SNP)
insurance coverage

•

Targeted outreach to ﬁrst
-�me mothers,
African American women, and women
iden�ﬁed as high
-risk for adverse
pregnancy outcomes

• Reinforces provider educa�on about health
pregnancy behaviors
• Warm transfers members to pediatric care
management (Healthyst Steps)
1
for ongoing
follow-up for ﬁrst three years of life

8
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Member Incen�ves and Beneﬁts
How Are Members Iden�ﬁed?

Commercial members may be eligible for
incen�ves for program par�cipa�on
• Employer group speciﬁc
• UPMC employees can receive
Take a Healthy
Step points

• OBNAF (obstetrical needs assessment forms)
• OB provider oﬃce (SPA line, Prescrip�on for Wellness)
• Workpartners’ short
-term disability integra�on
• U�liza�on (inpa�ent, observa�on)
• Referrals from internal departments

Commercial member reimbursement for
prenatal classes
• Must prepay and submit reimbursement form
• Lamaze/Prepared Childbirth, Lamaze
Refresher, and Breas�eeding
• Can be reimbursed up to $65 per class

• Referrals from community agencies
• Self-referrals

All members can receive breast pumps a�er
delivery

Medicaid members are eligible to a�end
prenatal classes
• Lamaze/Prepared Childbirth, Lamaze
Refresher, Breas�eeding, and Paren�ng
All members can receive breast pumps a�er
delivery

10
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What Services Are Oﬀered to Our Members?

What Services Are Oﬀered to Our Members?

Referrals toLifeSolu�ons/EAP
•

Childcare, behavioral health couns eling,
ﬁnancial/legal as s is tance

• Educa�on to op�mize health and prevent
complica�ons

Referrals to lifestyle, behavioral health, and health
management programs

• Coordina�on of care with OB and ancillary
providers

•

• Comprehensive needs assessment
• Social worker at Magee
-Women’s Hospital
PWRC

• Assistance with scheduling appointments

Referrals to community resources and agencies

• Assistance with return
-to-work transi�on

•

• Face-to-face interac�ons via mobile
maternity team

• Appropriate referrals/resources to
op�mize health and wellness a�er delivery
(inter-concep�on care)

Coordinate outpa�ent services

• Extensive OB nursing exper�se
• Ongoing support prior to pregnancy, during
pregnancy, and postpartum

• Breas�eeding support

11

Medicaid members enrolled in the program
and meet certain criteria are eligible for an
incen�ve gi�
• Current incen�ves: car seat, play yard, or
stroller

•

12

Tobacco Ces s a�on, Weight Management, Stres s ,
Behavioral Health, Diabetes
MATP, WIC, NFP
PCP, Behavioral health, dental, DME equipment

The UPMC Health Plan Baby Steps Maternity Program Does Not:
Member Engagement Strategies

Our program does not:
Provide speciﬁc
informa�on about
member beneﬁts

Provide
informa�on
about
payment or
reimbursement

Provide
authoriza�on or
precer�ﬁca�on
of services

• Extended hours of opera�on

Determine
medical
appropriateness

• Chat available onMyHealth Online and Health Plan
mobile app

Provide
authoriza�on for
ancillary services
such as DME,
respiratory therapy,
home health care

• Maternity program email
ma terni tycoa ches @upmc.edu
• Maternity program microsite
upmchea l thpl a n.com
/ma terni ty/
• Lacta�on support ⎼ UPMC employees
l a cta �ons upport@upmc.edu
• Provider site educa�on/materials

• Prescrip�on for Wellness ⎼ maternity provider referrals

13
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UPMC Health Plan Baby Steps Maternal/Child Home Visi�ng Program

What Services Are Oﬀered to Our Providers?

• Assist with member
-related ques�ons or concerns
• Assist with complex coordina�on of care needs
• Onsite care manager support
• Reinforce provider educa�on and established plan of care
• Referrals to internal Lifestyle and HM programs

Programma�c changes 2021; DHS focus
maternal/child home visi�ng ini�a�ve

Stra�ﬁca�on redesigned for new home visi�ng
criteria

Focus on ﬁrst-�me moms, infants/families
iden�ﬁed as at risk for nega�ve outcomes

• First-�me moms, BH concerns, SUD, SDOH
insecuri�es , African American popula�on,
other complex medical/psychosocial issues ,
NICU admission, NAS diagnosis

• Staﬀ available in several geographic regions

• Coordina�on with network physicians who specialize in
high-risk pregnancies

• Maternity mobile
— 10 RNs/two health
— two RNs/three
managers ; Pediatric mobile
health managers

• Provider updates available in provider newsle�er and
provider portal

• Assigned to mobile maternal/child staﬀ
(by county)

• Most staﬀ haveCCM cer�ﬁca�on

• Pay for Performance Plan (P4P) for OB provider and Family
Prac�ce sites for OBNAF submissions

• Coverage available in the following
coun�es : Allegheny, Beaver, Berks, Butler,
Crawford, Dauphin, Erie, Faye�e,
Lancaster, Lawrence, Mercer, Washington,
Westmoreland, and York

• Referred to evidence
-based maternal/child
home visi�ng programs if Health Plan mobile
staﬀ not available (NFP, Early Head Start,
Healthy Families America, Family Check Up,
Parents as Teachers)

16
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UPMC Health Plan Baby Steps Maternity Program Contact Informa�on

17

Queue Line

SPA Line

EPIC

EPIC

866-778-6073

855-772-8762

Prescrip�on for
Wellness
Maternity

Prescrip�on for
Wellness
Pediatrics

Thank You
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o United HealthCare Community Plan – Paula D. Roberts

Maternity
Programs for
Medicaid
Members

UnitedHealthcare
Community Plan
Medicaid & CHIP

July 2021

© 2020 United HealthCare Services, Inc. All rights reserved.

2

Maternity Programs for Medicaid Members

Wellhop for
Mom & Baby

Healthy First Steps®

• Connect with other expectant
moms.
Earn

Appointment

Access to

Referrals to

Giftcards

Reminders

Transportation

Community Services

• Join other Moms to be in
group video conversations
every other week lead by a
health coach
• To sign up, download the
Wellhop for Mom & Baby app
or visit
momandbaby.wellhop.com

© 2020 United HealthCare Services, Inc. All rights reserved.
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UnitedHealthcare Community Plan

P3 Program:
Prematurity
Prevention
Program

FAMILY VISITING PROGRAM

4

Key Contact Information

Resource for Healthy First Steps Nurses:

Heart Safe
Motherhood

Paula D Roberts, RN OB CM: 952-406-6566
Christy Graziano, RN OB CM: 763 -361-0417
Resources for Members:
Member Services: 1 -800-414-9025, TTY 711
Member portal: www.myuhc.com/communityplan
Healthy First Steps: 1-800-599-5985
www.UhcHealthyFirstSteps.com
© 2020 United HealthCare Services, Inc. All rights reserved.
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o Gateway Health Plan – Cheryl Holtzman, Gaye Crowell
Gateway Health MHV Program

Factors driving maternal mortality are also drivers of infant mortality. “Healthy
Mom Healthy Baby”

• Goal: improve maternal and infant
health outcomes and reduce
maternal and infant mortality and Gateway Health’s MHV
morbidity, especial those families at Program is oﬀered from
risk
the prenatal period
through the child’s ﬁrst 24
months of life
• Focus: ﬁrst-�me parents and
parents/caregivers of children who
have been iden�ﬁes as having
addi�onal risk factors

GATEWAY HEALTH
MATERNITY SERVICES

Cheryl Holtzman, Manager
Gaye Crowell, Supervisor

1

2

CONNECTION CENTER PURPOSE
Gateway has deployed strategically placed Connection Centers across the zones we serve in order to
achieve the below objectives.

GATEWAY HEALTH
CONNECTION CENTERS

Centers will manifest a localized Gateway community presence in order to
meet members where they are, make connections, and build trust in the
community.
Centers will augment clinical care through holistic, face-to-face care
management and SDOH support that drives targeted clinical outcomes.

Centers will provide high touch member support services to address
questions about navigating membership and clinical needs, making the
complex health care environment less complicated in order to drive
member satisfaction.

7

GATEWAY CONNECTION CENTER OFFERINGS

Gateway’s services include the existing care management community team, Member Services,
and support for local SDOH resources available to Gateway members.

CARE MANAGEMENT
SUPPORT
Face-to-face holistic care
management
Pharmacy Education & Medication
Therapy Management

Disease-related Wellness &
Nutrition Education

Select care gap closures

Behavioral Health Navigation
through Gateway CM support

oﬀerings to implement at launch

ADDRESSING SOCIAL
BARRIERS
Race, ethnicity, & Language
Sensitive SDOH Referral
Services
Self-service computers for
Wholecare Resource
Center (Aunt Bertha) or
other internet use
Workforce Development
Services

MEMBER SERVICES

Pi�sburgh Loca�on-Eastern Loca�on
6033 Broad Street

Accessible, locally sourced staﬀ
familiar with community needs and
resources

Pi�sburgh, PA
Servicing communi�es of Homewood, Wilkinsburg, East Liberty and
Garﬁeld/Bloomﬁeld
Harrisburg Loca�on-Downtown near Allison Hill

Resource to address administrative
health plan membership needs.

1426 N. 3rd Street
Harrisburg, PA

Health & Fitness Resources
Financial Counseling
Services

Connec�on Center Loca�ons

Member Common Area with Free Wi -Fi

potential oﬀerings to enhance eﬀectiveness and impact

o AmeriHealth Caritas – Iris Delgado (power point included but not presented)
Bright Start Maternity Program

Bright Start Maternity Program

• AmeriHealth Caritas Pennsylvania’s Bright Start® Maternity Program is comprised of a
team of associates who are dedicated to helping members receive early and regular
prenatal care that will result in healthy birth outcomes.
• Care Managers- RN health care professionals who telephonically support members
through every step of their pregnancy by:
o Connec�ng member to maternity care specialists.
o Iden�fying risk factors.
o Encouraging appropriate prenatal behavior.
o Coordina�ng access to resources, such as behavioral health services, dental care,
and federal or local support programs.
• Care Coordinators
o Support Bright Start Nurse Care Managers.
o Provide assistance with making/keeping appointments, including postpartum
visit.
o Facilitate access to transporta�on for appointments.
o Social Determinants of Health assessments and referrals.
AmeriHealth Caritas Pennsylvania

2

Addi�onal Maternity Support Services

Bright Start Maternity Incen�ve Programs

• Partner with Community Based Organiza�ons (CBOs) that provide home
visi�ng programs from pregnancy up to the child’s 6 th birthday

Keys To Your Care Maternity Program:

• Community Baby Showers - an opportunity to provide informa�on for new
moms, perform health screenings, and provide prenatal and postnatal
educa�on.

• Incen�ve program for pregnant members to receive interac�ve text messages
throughout their pregnancy.

• Lacta�on Support
o
Provide access to high -quality, easily obtainable manual or electric
breast pumps
o
Connects members to cer�ﬁed lacta�on consultants.

• Member enrolls into the program either via text, phone or online: receives $10 gi�
card for enrolling
• Encourages members to a�end OB appointments throughout their pregnancy.

• Behavioral Health/Substance Use Disorder - Integrated Care Plan (ICP) for
pregnant members with serious persistent mental illness (SPMI).

• Members who are enrolled in the KTYC program and a�end 8 of their prenatal
appointments are eligible to receive a Pack ‘n’ Play portable crib.

• Food Programs
o
MANNA- “food as medicine” program for pregnant members with
gesta�onal diabetes
o
Mom’s meals - meals for pregnant members who test COVID19 +
and/or quaran�ning due to symptoms of COVID19.

Postpartum Gi� Card-Members who a�end their Postpartum visit within the
postpartum period are eligible for a $25 Walmart gi� card.

AmeriHealth Caritas Pennsylvania

3

Keys to Your Care – Healthy Baby Program

AmeriHealth Caritas Pennsylvania

Drive Through Community Baby Showers

• A tex�ng program that the parent/guardian can enroll the baby into and receive
incen�ves throughout the child’s ﬁrst 15 months.

Community Baby Showers are open to thepublic, and provide moms-to-be with an
opportunity to learn more about the agencies in their areas that can help support them
in their journey through motherhood. The a�endees are served lunch and have an
opportunity to win door prizes.

• Parent/Guardian can enroll the member into the program either via text, phone or
online: receives $10 gi� card for enrolling into the program.

2021 Drive Through Baby Shower Schedule
6/2 Lancaster
6/4 Reading
6/8 Bethlehem
9/1 East Stroudsburg
9/8 Williamsport
9/14 Lehighton
9/21 Chambersburg
10/7 Po�sville
10/12 Erie

• Incen�ves are provided for the following Well Child visits being met:







2 months ($10 gi� card)
4 months ($10 gi� card)
6 months ($10 gi� card)
9 months ($10 gi� card)
12 months ($10 gi� card)
15 months ($20 gi� card)

AmeriHealth Caritas Pennsylvania
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*Due to Covid-19, baby showers for 2021 are by appointment only in order to
ensure proper protocol is followed.
5

AmeriHealth Caritas Pennsylvania
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Health Educa�on Programs
Maternal health: Before, during, anda�er: steps to a healthy pregnancy
This program is for women who are either expec�ng or wish to become pregnant. The
program addresses the importance of early and regular prenatal appointments, the use
of prenatal vitamins, risk factors for a premature birth, how to follow a healthy diet, how
to be physically ac�ve, and good dental care. The program also describes our Plans’
signature prenatal program, Bright Start®, and shares important phone numbers.

Ques�ons?

Child’s health: Your child’shealth: be prepared
This presenta�on focuses on ﬁve common childhood illnesses: fever, colds, ear
infec�ons, dental pain, and stomach aches. Parents and caregivers of young children are
educated on basic facts about these illnesses, when to call the doctor, and steps to take
at home.

AmeriHealth Caritas Pennsylvania

7

AmeriHealth Caritas Pennsylvania
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o

Aetna Better Health Plan – Erin O’Brien

Maternal Health Program
• Improved revised version of what was formerly known as the Bright Expecta�ons
Program
• Comprehensive
• Standardized
• Reducing and/or managing risk factors
• Decrease NICU births

Maternal Health Program
Erin O’Brien, Maternity Program Coordinator

July, 2021

Health Equity
• Text messaging
– Content customized to include elements of condi�ons more prevalent in the African American
popula�on
•

Pre-eclampsia in prenatal/postpartum campaigns

•

High blood pressure in Comprehensive Diabetes campaign

• Wellness materials
– Maternity care and early childhood wellness
– Chronic disease management
– Empowering the member to take ac�ve role in selec�ng provider, discussions regarding family
planning

2

©2020 Aetna Inc.

Maternity Case Management
• All iden�ﬁed pregnant members must be assigned to alevel of CM for ongoing monitoring and/or
support.*
• Members iden�ﬁed as high risk are assigned to adedicated“high risk” case manager with exper�se,
creden�als and/or training in perinatal/postpartum care.*
• Members who are ini�ally determined to be low risk are contacted each trimester by non
-clinical staﬀ
to complete the Trimester Screener to iden�fy new or worsening risk factors. These members are
moved to a higher level of services when indicated.

• Interven�ons
– Doulas Services for pregnant African American Members

3

©2020 Aetna Inc.

4

©2020 Aetna Inc.

Maternity Case Management
Integra�on of Community Health Worker
CHW
• Trusted member of the community
• Close understanding of the community served
• Builds community capacity by increasing health knowledge and self
-suﬃciency
• Ini�ates post partum contact to address coordina�on of care

5

©2020 Aetna Inc.

• All iden�ﬁed pregnant members must be assigned to alevel of CM for ongoing monitoring and/or
support.*
• Members iden�ﬁed as high risk are assigned to adedicated“high risk” case manager with exper�se,
creden�als and/or training in perinatal/postpartum care.*
• Members who are ini�ally determined to be low risk are contacted each trimester by non
-clinical staﬀ
to complete the Trimester Screener to iden�fy new or worsening risk factors. These members are
moved to a higher level of services when indicated.

6

©2020 Aetna Inc.

Perinatal Ini�a�ves
Maternal Infant Home Visi�ng

•

Aetna staﬀ will coordinate with any MHVP that our member is enrolled with to ensure coordina�on of care

•

Maternity Quality Measures
• The goal is to improve the following 4 HEDIS measures:
• Prenatal and Post Partum Care (PPC) – �meliness of ﬁrst prenatal checkup

Executed contract with Maternity Care Coali�on as of 03/1/2021

•

Pending contract with Nurse Family Partnership

•

Pending contract discussion with Parents as Teachers (statewide)

•

Increased MHVP referrals in Q1 2021: 493 compared to 388 total in 2020 (go live date as of 07/1/2021)

Philadelphia Focused Ini�a�ves

•

• Frequency of Ongoing Prenatal Care (FPC)–14 prenatal checkups

•

Pacify App

•

• Prenatal and Post Partum Care (PPC) – 1 postpartum checkup within 7- 84 days

•

• Well-Child Visits (W15– 6+)- well-child visits for an infant’s ﬁrst 15 months of life

•

7
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©2020 Aetna Inc.

Integra�on of Complimentary Programs

Lacta�on Consul�ng App to provide on-demand access to lacta�on specialists
*pending additional discussions*

• Doula Program targe�ng African American women
(community doulas) oﬀer continuous physical, emotional, and informational support to expecting mothers before, during, andmmediately
i
following childbirth, as
well as during the postpartum period.

©2020 Aetna Inc.

Maternity Member Incen�ves
Performance Measure

Members Eligible

Preven�ve Screening to be Completed

Reward Earned

• Medicaid Next Best Ac�on (NBA) Maternal Campaigns
• Educational campaign targeting approx. 90,000 members to promote health behavior changes and choices
with our expecting members.

• Remote Pa�ent Monitoring (RPM) *in process*

Timeliness of Prenatal Care(PPC–Timeliness)

Members who are pregnant between5/1/21and
12/31/21

Complete 1 prenatal visit in thest trimester
1
or within 42 days of enrolling with the
plan.

$30gi� card

Postpartum Care (PPC– Postpartum)

Members who deliver between5/1/21and
10/07/21

Complete a postpartum visit
7 to 84days a�er delivery

$50 gi� card

• The program was designed to more eﬀectively manage women challenged with high
-risk pregnancy and the
potential complications associated with the pregnancy and low birth weights

9 ©2020 Aetna Inc.
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©2020 Aetna Inc.
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©2020 Aetna Inc.

Healthy Beginnings – Dawn Horst

Healthy Beginnings Plus
 Healthy Beginnings is a PA State creden�aled program available to all prenatal pa�ents
that qualify for Medicaid(215% F.P.I.G.). Services available from the first prenatal
visit to 8 weeks post-partum.

Healthy Beginnings Plus
A FREE program for eligible pregnant women

 Program oﬀered at some delivering hospitals in Pennsylvania.
https://www.dhs.pa.gov/providers/Providers/Pages/Medical/Healthy -Beginnings.aspx

 A pro-ac�ve, comprehensive prenatal care approach to decrease preterm and low-birth

weight deliveries.
 Recognizes that psychosocial factors as well as medical risk factors can nega�vely eﬀect
pregnancy outcomes.

2021

1

2

Outcomes Measured
Benefit and Goal

‣ Early Access/Entry to Care
‣ Decrease Low Birth Weight Deliveries
‣ Decrease Pre-Term Birth Rates
‣ Increase Post Partum Visit Rates
‣ Increase Breastfeeding Duration
‣ Contraception Use/Inter -conception Care
‣ Assess Barriers to Care and Social Determinants of Health

‣ How does it help?

• By providing a pro -active, comprehensive, relationship based, culturally sensitive prenatal
care approach. An add -on to traditional prenatal care.

• Care team includes an RN Care Coordinator, MSW, Dietician, & Lactation counselor

‣ The Goal

• To enhance prenatal care and improve outcomes.

3
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Penn Medicine LGH Providers & Locations
 LGHP Practices:
Family Medicine Downtown
Family & Maternity Medicine
Family Medicine Twin Rose
Walter L. Aument Family Health Center
Family Medicine Strasburg
Family Medicine Abbeyville
 Union Community Care(Lancaster Health Center)
 May Grant Associates (at some locations)

Healthy Beginnings Plus Initiatives
‣ Centering Pregnancy Groups
‣ Safe Sleep Education —Cribs for Kids Program
‣ Car Seat Safety
‣ Smoking Cessation
‣ Classes: childbirth, breastfeeding, baby care, nutrition, exercise
‣ STEPS Program

 All new appointments can be made by calling Healthy
Beginnings Plus at 717 -544-4305

6
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‣ Nurse Family Partnership is: An evidence based home visitation

program transforming the lives of vulnerable first timemothers living in
poverty.

‣ Home visits by a specially trained RN from before 28 weeks of
pregnancy and until the child is 2 years old.

‣ First time mother of any age, voluntary and free, may have private
insurance

7

8
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KEY GOALS

Nurse-Family Partnership ® is an evidence-based,
community health program with over 40 years of
evidence showing significant improvements in the
health and lives of first-time moms and their
children living in poverty.

• Improve Pregnancy
Outcomes
• Improve Child Health
and Development
• Improve Economic
Self -Sufficiency of the
Family

9
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Services Offered:

STEPS

‣ A compassionate and nonjudgmental treatment team (Nurse, Social Worker, and Community
Health Worker) with experience treating Substance Use Disorders.

Supporting women in their recovery journey
A journey starts with a single step
A program designed to support pregnant and post partum women with a history of opioid use. The program
works alongside the patient to empower her with the tools and knowledge to have a healthy pregnancy and
be the best parent she can be.
STEPS offers case management, nurse navigation and support services from a community health worker to
guide expectant and new mothers in their journey of pregnancy and opioid use recovery.

Women & Babies Hospital

‣ The team works with patients to improve their Social Determinants of Health. This includes:
‣ Education and support prenatally and through 1 year postpartum
‣ Care coordination with patient’s medical providers and community partners.
‣ Referral and coordination with local resources.
‣ Weekly STEPS group that allows patients to meet with other mothers who are in recovery.

Women & Babies Hospital

Healthy Beginnings Plus

Healthy Beginnings Plus
12

Educational and Therapeutic Topics Include:

STEPS Outcomes

‣ Comfort techniques during labor and delivery, preferred pain management.
‣ Understanding Eat, Sleep, Console.
‣ Infant CPR and safety.
‣ Understanding infant developmental milestones and healthy parenting skills.
‣ Relapse prevention and recovery planning.
‣ Initiate Plans of Safe Care

Began in October 2019 with DDAP funding
(numbers through May 2021)
138 referrals received
97 patients admitted to the program for services
10-15 patients participate in the weekly virtual support/education group
75% MAT (50% Buprenorphine, 25% Methadone)
26% age 19-25
74% age 26-45

Women & Babies Hospital

Healthy Beginnings Plus
13
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Outcomes continued

STEPS Outcomes

‣ Decrease in NICU admissions with increased understanding and participation

Began in October 2019 with DDAP funding
(numbers through May 2021)

with Eat Sleep Console

‣ Increased participation with Plans of Safe Care. Even mothers that were not
able to parent were engaged in choosing kinship care or selecting adoptive
families. “No surprises”
‣ Treatment for the family—partners also provided resources to engage in
treatment.
‣ Increased compliance with post partum care
‣ Increased compliance with well child care
‣ Case management to eliminate barriers to care such as transportation.

138 referrals received
97 patients admitted to the program for services
10-15 patients participate in the weekly virtual support/education group
75% MAT (50% Buprenorphine, 25% Methadone)
26% age 19 -25
74% age 26 -45
14
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For more information:
Dawn R. Horst, MSW, LSW
Manager of Women and Children’s Community Health
Penn Medicine Lancaster General Health
Healthy Beginnings Plus / STEPS Program
Nurse Family Partnership
531 N. Lime Street, Lancaster Pa 17602
717-544-5262 Office
717-490-0484 Cell
Dawn.Horst@pennmedicine.upenn.edu
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Q: Are these services shared with all pregnant members?

A: Patrice Faust- Aetna Better Health:

For Aetna- all pregnancy women are covered

Q: What arrangements are made for interpretation in these programs for example for home visits?
A: Gaye Crowell: Language Line is utilized for translation and arrangements for Language line
appointment to be available during the visits.
Patrice Faust- Aetna Better Health: Language line and we utilize a vendor for those who require sign
language services in person.
Anthony House: With PerformCare's program, tools are used to determine behavioral health needs
in pre/postpartum Mothers. So, any Mom's with BH needs can be involved either in the program
mention or with clinical follow up.

Q: Question for Diana Byas - York/Adams is one contract for us. Does the Home Visiting Program
include our members living in Adams County?
A: We provide support with BH, community support and doulas and great expectations guide for all
of our pregnant moms.

Q: If there is a tragedy with a high risk pregnancy, how is the client supported and what tools do
you have in order support that person or those families, and if the mother with high risks has
concerns and identifies that to the agency how do they address the concerns as important or real
concern if not address or taken seriously by medical physician and infant mortality does occur?
A: Lauren Marshall: CCBH - Our Pre/Post Natal Care Managers and Community Health Workers are
able support mothers with finding bereavement options/groups.
Gaye Crowell: We would contact the member and provide the mom with the loss the connection to
the BH, as well as continue to work with the member. They are able to call into member
sericeservices and they can be directed to special needs and or maternity. Additionally, we have a
navigator that has a subspecialty of maternal loss, and she is able to work with any member that
has support needs after a loss. Doulas are also an amazing resource for members.
Gaye Crowell: https://www.postpartum.net/locations/pennsylvania/
The link above has some connections to support mom's with loss.

Q: Do patients get a guidebook that lists these benefits so they are not dependent on professionals
who may not be aware of these programs but can self refer to the services they feel they need
A: Lauren Marshall: We are working on a trifold (which will also be able to be accessed
electronically) that’s specific to mothers, resources, and treatment.
Q: Does any of the agencies provide funeral assistance for the grieving mothers experiencing a lost,
or families, experiencing lost during pregnancy especially if baby is fullterm. While grieving the
lost of life, it's hard to assimilate what needs to be done, and still in shock.
A:Diana Byas: We provide Referral to LifeSolutions that includes behavioral health counseling,
financial/legal assistance in addition to our ongoing case management support.

12:20pm

12:30 pm

Consumer & Family Feedback/Open Discussion

Adjourn
o A survey link will be sent to you after the meeting from survey monkey, please take
some time to complete the survey, your feedback is very important to us.

MCO Initiatives, Upcoming Events Received:
AmeriHealth: HealthChoices Summer Session Updates July 2021
•

•

•

•

•

•

Wellness & Opportunity Centers:
o Hazleton opened Dec. 6, 2019 & closed due to COVID-19 on March 13, 2020. Reopening pending.
o Reading Wellness & Opportunity Center is pending.
Expanding to a total of 10 drive-through baby showers this year; last year we did 5. Did
3 in Lehigh-Cap in June and planning several in Northeast and Northwest for the fall,
including in Lycoming, Schuylkill, and Carbon counties.
Expanded community garden project for summer. Last year, we did 13 gardens. This
year, we are doing at least 20 gardens with many of the same sites in Northeast and
Northwest zones. Adding several gardens this year in Lehigh-Capital zone, including in
Reading and Lancaster. The gardens help meet the food insecurity issues we’ve seen
due to the pandemic.
Emergency response calls to members to assist addressing SDOH needs continue, as
well as MA Work Supports calls. We have referred a number of members to the Mission
GED program through these calls and had our first graduate in February.
Did rebrand on Jan. 1, 2021 for AmeriHealth Caritas Northeast to change to
AmeriHealth Caritas Pennsylvania, which has been the brand name in Northwest and
Lehigh-Capital zones.
Led a Covid-19 vaccine campaign effort to give members opportunities to get the
vaccine. Partnering with a paramedicine program in Lancaster to do vaccines for the
homebound. Also calling members for opportunities with several major health

networks in Western PA as well as members in the Lancaster area for the Vaccinate
Lancaster initiative. In May, partnered with Latino Connection to bring their mobile unit
to several of our community partner sites in the Lehigh-Capital and Northeast zones.

Attendance: 63 participants

Committee Meeting minutes and presentations available at www.enrollnow.net
Next Meeting: Location Tentative based on COVID-19 and Governor’s mandates at the
time. May be held by teleconference.
HealthChoices Advisory Committee Meeting - Lehigh/Capital Zone
October 2021
Date, Time, Location: Tuesday, October 6, 2021
10:00am – 12:30pm
12:30pm – 1:00pm (Lunch & Networking)
St. Luke’s Sacred Heart Campus
421 Chew Street
Allentown, PA 18102

