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Testimony	of	Victoria	Veltri	
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Before	the	Appropriations	Committee	
Governor’s	Budget	Proposal	


March	6,	2015	
	
	
	
Good	evening,	Senator	Bye,	Representative	Walker,	Senator	Kane,	Representative	Ziobron,	


and	members	of	the	Appropriations	Committee.		For	the	record,	I	am	Vicki	Veltri,	State	


Healthcare	Advocate	with	the	Office	Healthcare	Advocate	(“OHA”).		OHA	is	an	independent	


state	agency	with	a	three‐fold	mission:	assuring	managed	care	consumers	have	access	to	


medically	necessary	healthcare;	educating	consumers	about	their	rights	and	


responsibilities	under	health	insurance	plans;	and,	informing	you	of	problems	consumers	


are	facing	in	accessing	care	and	proposing	solutions	to	those	problems.		


	


I	appreciate	the	opportunity	to	comment	on	the	Governor’s	Human	Service	budget	


proposal.		There	is	no	question	that	the	budget	climate	is	extremely	difficult	this	year.		


However,	I	must	oppose	many	of	the	proposed	cuts	in	the	Department	of	Mental	Health	and	


Addiction	Services	(DMHAS)	budget,	as	I	believe	that	they	will	create	an	impediment	to	our	


state’s	efforts	to	achieve	increased	access	to	care,	develop	responsive	care	models	and	


improved	quality	of	care.			


	


Reducing	Funding	for	the	Regional	Action	Councils	


Regional	Action	Councils	(RAC)	serve	a	critical	function	in	our	communities,	fostering	a	


very	productive	and	collaborative	partnership	of	community	leaders	to	develop	behavioral	


health	services	in	each	region	that	are	responsive	to	the	needs	of	the	citizens	that	they	
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represent.		RACs	provide	invaluable	insight	into	the	unique	needs	of	each	subregion,	


applying	their	local	knowledge	to	best	identify	areas	where	behavioral	health	awareness,	


education	and	prevention	initiatives	are	most	needed.	


The	funding	reduction	for	the	RACs	in	the	Governor’s	proposed	budget	will	significantly	


impact	the	ability	of	these	organizations	to	effectively	fulfill	their	mandate,	and	jeopardize	


the	ability	of	communities	and	advocates	to	effectively	continue	the	important	work	of	


raising	awareness	and	promoting	education	of	behavioral	health	issues	in	each	region	in	a	


way	that	responds	to	the	needs	of	local	consumers.		At	a	time	when	efforts	to	promote	


awareness	of	and	access	to	behavioral	health	services,	and	initiatives	for	the	


transformation	of	our	healthcare	delivery	system	emphasize	the	importance	and	benefits	


of	community	based	services	and	intervention,	limiting	these	programs	is	contrary	to	the	


positive	policy	initiatives	Connecticut	has	undertaken	in	recent	years	to	tackle	the	deficits	


in	our	behavioral	health	system.	


Reducing	Funding	for	the	Regional	Mental	Health	Boards	


The	Regional	Mental	Health	Boards	(RMHB)	represent	another	crucial	tool	in	our	efforts	to	


promote	consumer	awareness	of	and	access	to	behavioral	health	resources.		These	boards	


compliment	the	work	of	the	RACs	in	important	ways,	and	include	consumers	from	each	


region,	ensuring	that	citizens	from	across	Connecticut	may	actively	participate	in	the	


evaluation	of	each	region	and	town’s	behavioral	health	needs.		This	model	promotes	the	


design	and	delivery	of	more	cost	effective	services,	with	members	from	each	component	of	


the	community	sharing	their	insight	into	the	distinctive	needs.	


	


The	proposed	reduction	would	essentially	defund	these	crucial,	community	based	and	


highly	effective	resources	at	a	time	when	Connecticut	is	shifting	the	focus	of	its	healthcare	


delivery	system	to	be	more	community	based.		Without	the	invaluable	support	from	the	


RMHBs,	consumers	will	lose	an	important	tool	that	supports	the	integral	role	that	they	play	


in	their	community’s	well	being.	
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Reducing	Funding	for	the	Legal	Service	


The	legal	services	community	in	Connecticut	is	one	of	the	only	options	that	many	of	our	


state’s	low	income	citizens	have	for	legal	assistance	with	many	issues	including	education,	


housing,	access	to	healthcare,	employment,	disability	and	many	more.		Without	adequate	


funding,	this	trusted	legal	resource	may	have	to	limit	these	valuable	services,	restricting	its	


ability	to	zealously	advocate	for	and	represent	the	needs	and	interests	of	those	who	would	


otherwise	have	no	opportunity	to	be	heard.	


	


Although	I	understand	that	the	challenges	posed	by	this	year’s	budget	are	significant,	the	


reductions	funding	for	these	crucial	programs	jeopardizes	the	future	benefits	that	each	of	


them	can	deliver	as	integral	parts	of	our	state’s	initiative	to	promote	expanded	community	


based	interventions,	and	I	respectfully	submit	that	these	funds	be	restored.	


	


Thank	you	for	providing	me	the	opportunity	to	deliver	OHA’s	testimony	today.		If	you	have	


any	questions	concerning	my	testimony,	please	feel	free	to	contact	me	at	


victoria.veltri@ct.gov.		
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Testimony of Victoria Veltri 
State Healthcare Advocate 


Before the Appropriations Committee 
Governor’s Budget Proposal 


February 27, 2015 
 
 
Good evening, Senator Bye, Representative Walker, Senator Kane, Representative Ziobron, and 


members of the Appropriations Committee.  For the record, I am Vicki Veltri, State Healthcare 


Advocate with the Office Healthcare Advocate (“OHA”).  OHA is an independent state agency 


with a three‐fold mission: assuring managed care consumers have access to medically 


necessary healthcare; educating consumers about their rights and responsibilities under health 


insurance plans; and, informing you of problems consumers are facing in accessing care and 


proposing solutions to those problems.  


 


I appreciate the opportunity to comment on the Governor’s Human Service budget proposal.  


There is no question that the budget climate is extremely difficult this year.  However, I must 


oppose many of the proposed cuts in the Department of Social Services budget, as I believe 


they will increase the uninsured rate in our state and dampen efforts to achieve increased 


access to care, improved quality of care and reduced healthcare costs.   


 


Although I am the vice chair of the Access Health CT Board of Directors, it should be noted that 


the testimony that follows reflects my position and not that of the Board of Directors.   


 


Removing HUSKY A Adults from Medicaid 


OHA opposes removing HUSKY A adults with incomes between 138% and 185% of the federal 


poverty level from Medicaid.  There are multiple reasons for our opposition to this proposal.   
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1)   First and foremost, OHA believes that while Access Health CT is positioned to mechanize 


healthcare coverage to the adults in this income category, the plan options offered to this 


income group are more likely than not to be unaffordable from a premium and cost sharing 


perspective, despite substantial subsidies from the federal government.  This cut will translate 


into a higher uninsured rate and potential increased healthcare costs as people resort to higher 


cost care options when they cannot afford premiums and/or cost sharing. 


 


This is no fault of Access Health CT.  While the committees that advise the Access Health CT 


Board of Directors were able to come to consensus on the platinum and gold and two silver 


standard plan designs, consensus could not be reached on the cost sharing reduction options 


for people in the 185‐200% FPL income bracket and the 138‐185% FPL income bracket.  Despite 


the outstanding efforts of the staff of Access Health CT and the efforts of the advisory 


committees, the constraints of the federal actuarial value (AV) calculator—a formula that 


calculates actuarial value based on various inputs of cost‐sharing across service categories‐‐ 


prevent adjustments that in OHA’s view would allow for affordability protections for the lowest 


income populations that approach those offered in the current Medicaid program.    Actuarial 


value (AV) is the measure of out of pocket costs, excluding premium, a plan will pay.  Platinum 


plans have a 90% AV, meaning the plan will pay about 90% of the out of pocket costs of the 


plan while a consumer would pay 10%.  Gold plans have an AV of 80%, silver, 70%, and bronze, 


60%.  Lower AV plans have lower premiums and higher cost‐sharing.  Access Health CT must use 


the AV calculator to develop plan designs. At this point, early on in the federal and state 


exchanges, the AV calculator offers little flexibility.  In out years, this will hopefully change.   


 


The federal government offers two forms of assistance to people in lower income categories—


advance premium tax credits or APTCs  (offered to all individuals and families between 138‐
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400% FPL) that are based on the costs of the second lowest silver plan, and cost sharing 


subsidies to individuals below 200% FPL.  Cost sharing subsidies are available only at the silver 


level while APTCs can be used at any level—platinum, gold silver or bronze.  Therefore, for an 


individual or family at a lower income, an APTC goes farther to offset premium in a bronze plan 


than in a silver plan, but a bronze plan does not offer cost‐sharing reductions.  The best silver 


cost sharing reduction plan designs for people at the lowest income ranges that the Access 


Health CT staff, through diligent effort and multiple requests to try to reduce out of pocket 


costs, could develop within the limits of the AV calculator, resulted in, in addition to a 


substantially reduced monthly premium: 


 A family maximum of $1600 


 $10 PCP co‐pay 


 $30 specialist co‐pay 


 $75 co‐pay per day for hospital admission up to a maximum of $300 


 Co‐pays for laboratory and radiology services 


 Co‐pays for prescription drugs of $5 per generic, $10 for Tier 2, $30 for Tier 3  and 20% 


co‐insurance up to a maximum of $601 


 


These cost‐sharing requirements will substantially affect low‐income individuals’ ability to 


access providers and needed (and perhaps maintenance) medications that could prevent 


unnecessary hospital admissions or other higher cost care options.  If a caregiver in this income 


category chooses a bronze plan because he or she faces a premium in the silver cost‐sharing 


reduction plans, the caregiver will face a $5000 deductible before accessing a generic 


maintenance medication with a $5 copayment.2 As co‐payments are not waiveable (and cost 


                                                            
1 See http://www.ct.gov/hix/lib/hix/IND_plans_approved_by_ACs_amended_2-16-15.pdf, accessed February 25, 
2015.  (The consumer committee could not vote on the final plan designs because of lack of a quorum.  The Board 
approved the designs at its February 19, 2015 board meeting.  The Healthcare Advocate voted against the Silver 
87% and 94% plan designs and the bronze plan design.) 
2 Ibid. 
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sharing reductions are not available in bronze plans) and more practices and facilities require 


payments of deductibles in advance of treatment, people may find themselves with no 


meaningful healthcare option of a regular source of care and instead rely on higher cost 


emergency departments, leaving hospitals unfunded for that care.  OHA believes that the risks 


of imposing premiums and cost sharing at the silver levels and the added risk of individuals 


choosing bronze plans are too great to the low‐income population to support such an option. 


OHA is also very concerned that the budget proposal will inadvertently undo the good work 


done by DSS to ensure a regular source of care for HUSKY recipients, access to the Behavioral 


Health Partnership, care coordination and intensive case management, all at low cost with a big 


return in terms of access, quality and cost‐containment. 


 


2)  The cost of covering a current HUSKY A recipient is approximately $600 per individual per 


year of which the state pays $300.  That $600 cost will be eclipsed for a family in half a year in 


premiums in private coverage while exposing families to substantial out of pocket costs above 


that amount.  OHA is aware that Connecticut may be the last remaining state in the country to 


offer Medicaid up to 185% FPL for families (and higher for pregnant women).  However, 


Connecticut’s widest in the country income gap between the top fifth and bottom fifth, 


substantial rates of poverty in the state, and Connecticut’s high cost of living, warrant extending 


Medicaid to 185% FPL for families.  There is no available option on the Exchange that will hold 


adults in this income category harmless. 


 


3) Health insurance coverage under the Exchange does not include dental coverage as part of 


the package for adults.  Adults in HUSKY A have dental coverage as part of the HUSKY plan.  


While that coverage is not as robust as OHA would like it to be, it is by far superior to having no 


coverage.  To access dental coverage on the Exchange, one has to purchase a dental policy, 


paying a separate and unsubsidized premium.  Neither APTCs nor cost sharing reductions 


Commented [DF1]: This is different from Arielle’s numbers.  
She has $349 pmpm for Husky A 
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extend to dental coverage.  Current HUSKY A adults will be without dental coverage if they lose 


eligibility for Medicaid as a result of the budget proposal.  Lack of access to dental coverage 


results in lack of access to dental care, which in turn can lead to serious health conditions, 


including heart disease.  OHA has repeatedly opposed the removal of dental coverage for adults 


on Medicaid for this reason. 


 


4) Advocates have presented ample evidence that putting adults in one type of coverage and 


their kids in another jeopardizes access to care for both caregivers and the children in that 


family. 


 


5)  Finally, OHA believes that including the HUSKY A adult cohort in the Exchange also runs the 


risk of increasing health insurance premiums for all individual policyholders on the Exchange. 


Premiums for individual insurance are based on one risk pool.   Everyone is included.  If history 


is any lesson, utilization patterns of low‐income people reflect higher than average medical 


needs and higher levels of utilization and medication, which will be reflected in higher 


insurance premiums for all purchasers on the Exchange.  In OHA’s view, this not only 


jeopardizes the ability of low‐income individuals to purchase policies on the Exchange, even 


with a subsidy, but could also contribute to increased premiums across the board, jeopardizing 


overall enrollment and sustainability of the Exchange, particularly for the non‐APTC purchasers 


of insurance. 


Lowering Eligibility for Pregnant Women to 133% FPL 


For the same reasons articulated above and for public health reasons, OHA opposes reducing 


the income eligibility for pregnant women for Medicaid.  It is not wise public policy to erect 


barriers that will prevent pregnant women from receiving medically necessary preventive 


screenings and prenatal care.  While most preventive care is covered at no cost under the ACA 


to individuals enrolled in insurance plans and non‐grandfathered group health plans, accessing 


Commented [DF2]: Does this contradict the message re low cost 
for the Husky A pop?  Husky C is the highest cost by far. 
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health coverage on the private market still requires payment of premium dollars to access 


health coverage.  For the reasons stated above, OHA believes that even subsidized premiums 


will be out of reach for people at low incomes, making healthcare coverage, even for preventive 


services, inaccessible for pregnant women at this income level. 


Medicaid Provider Rate Reduction will hurt access to care and increase cost shifting – see 


facility fees discussion.  The proposal is ambiguous at best. 


Reduced eligibility for CHCPE and increased cost‐sharing for CHCPE ‐ BAD, Freezing intake-bad – 


prevents people from staying at home and containing costs.  Again, this is an easy cut if we are looking at a two year 


budget.  It’s a bad cut if we are thinking of the future. 


Duals demonstration removed funding  


Medicare co‐pays for duals = WE negotiated a wrap around a long time ago that has continually been eroded.  
Drug costs are too much for this population 


 


Performance payments – cuts against what we are trying to do with health reform—lost incentive 


 


Personal needs allowance in nursing homes—reduced—BAD and cruel 
 


Loss of funding for legal services under the SSBG 


Reduce funding for “various programs” – what does this mean? 


 


Like reimbursement for detox services at substance use residential programs 
 


 


Thank you for providing me the opportunity to deliver OHA’s testimony today.  If you have any 


questions concerning my testimony, please feel free to contact me at victoria.veltri@ct.gov.  
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State Healthcare Advocate 


Before the Insurance and Real Estate Committee 
Opposing HB 5193 
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Good	afternoon,	Representative	Megna,	Senator	Crisco,	Senator	Kelly,	Representative	Sampson,	and	


members	of	the	Insurance	and	Real	Estate	Committee.		For	the	record,	I	am	Vicki	Veltri,	State	Healthcare	


Advocate	with	the	Office	Healthcare	Advocate	(“OHA”).		OHA	is	an	independent	state	agency	with	a	three‐


fold	mission:	assuring	managed	care	consumers	have	access	to	medically	necessary	healthcare;	educating	


consumers	about	their	rights	and	responsibilities	under	health	insurance	plans;	and,	informing	you	of	


problems	consumers	are	facing	in	accessing	care	and	proposing	solutions	to	those	problems.		


	


I	appreciate	the	opportunity	to	comment	on	HB	5193,	which	would	eliminate	the	statutory	requirement	


that	gender	reassignment	surgery	be	required	to	be	covered	by	insurers	in	the	state.			I	must	respectfully	


oppose	the	passage	of	this	bill,	since	to	do	so	would	violate	current	law	concerning	mental	health	parity.		


Gender	dysphoria,	a	condition	listed	in	the	Diagnostic	and	Statistical	Manual	of	Mental	Disorders	(DSM)	


and	where	the	individual	identifies	psychologically	and	emotionally	as	a	gender	different	from	that	


assigned	at	birth.		Mental	health	parity	requires	that	services	for	the	treatment	of	a	mental	condition	


identified	in	the	DSM	be	treated	no	differently	than	medically	necessary	services	for	medical,	surgical	or	


other	behavioral	health	conditions.			


	


The	General	Assembly	codified	this	premise	in	P.A.	11‐55,	where	gender	identity	was	included	as	a	class	


entitled	to	protection	from	discrimination,	and	the	Connecticut	Insurance	Department	issued	Bulletin	IC‐
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37	which	states,	in	relevant	part,	that	insurance	policies	may	not	include	provisions	that	discriminate	


“against	insured	individuals	with	gender	dysphoria	and	ensure	that	individuals	are	not	denied	access	to	


medically	necessary	care	because	of	the	individual’s	gender	identity	or	gender	expression.”	


	


Thank	you	for	providing	me	the	opportunity	to	deliver	OHA’s	testimony	today.		We	look	forward	to	


continuing	to	collaborate	and	advocate	for	the	consumers	of	Connecticut	in	this	important	matter.			


If	you	have	any	questions	concerning	my	testimony,	please	feel	free	to	contact	me	at	


victoria.veltri@ct.gov.		
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Testimony of Victoria Veltri 
State Healthcare Advocate 


Before the Insurance and Real Estate Committee 
In support of HB5259 


February 5, 2015 
 
 
 
 
 
Good	afternoon,	Representative	Megna,	Senator	Crisco,	Senator	Kelly,	Representative	Sampson,	and	


members	of	the	Insurance	and	Real	Estate	Committee.		For	the	record,	I	am	Vicki	Veltri,	State	Healthcare	


Advocate	with	the	Office	Healthcare	Advocate	(“OHA”).		OHA	is	an	independent	state	agency	with	a	three‐


fold	mission:	assuring	managed	care	consumers	have	access	to	medically	necessary	healthcare;	educating	


consumers	about	their	rights	and	responsibilities	under	health	insurance	plans;	and,	informing	you	of	


problems	consumers	are	facing	in	accessing	care	and	proposing	solutions	to	those	problems.		


	


I	would	like	to	thank	you	for	the	opportunity	to	comment	on	HB5259,	An	Act	Expanding	Health	Insurance	


Coverage	for	the	Treatment	of	Mental	or	Nervous	Conditions,	and	to	applaud	the	positive	impact	it	


promotes	for	Connecticut’s	citizens.			Although	we	have	seen	unprecedented	collaboration	among	


stakeholders	in	efforts	to	improve	Connecticut’s	behavioral	healthcare	system	and	consumer	access	to	


much	needed	services,	more	work	remains.		HB	5259	addresses	a	couple	of	these	areas,	promoting	


increased	consumer	access	to	appropriate	behavioral	health	providers	and	greater	deference	to	the	


treatment	recommendations	of	the	treating	provider.		Adequate	provider	networks	and	clinically	


appropriate	duration	of	treatment	are	fundamental	to	positive	outcomes	for	those	with	behavioral	health	


needs.		HB	5259	continues	the	exploration	of	opportunities	for	improvement	and	collaboration. 
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Thank	you	for	providing	me	the	opportunity	to	deliver	OHA’s	testimony	today.		We	look	forward	to	


continuing	to	collaborate	and	advocate	for	the	consumers	of	Connecticut	in	this	important	matter.			


If	you	have	any	questions	concerning	my	testimony,	please	feel	free	to	contact	me	at	


victoria.veltri@ct.gov.		
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Testimony	of	Victoria	Veltri	
State	Healthcare	Advocate	


Before	the	Public	Health	Committee	
Re	HB	5626	
March	4,	2015	


 
 
Good	afternoon,	Representative	Ritter,	Senator	Gerratana,	Senator	Markley,	Representative	


Srinivasan,	and	members	of	the	Public	Health	Committee.		For	the	record,	I	am	Vicki	Veltri,	


State	Healthcare	Advocate	with	the	Office	Healthcare	Advocate	(“OHA”).		OHA	is	an	


independent	state	agency	with	a	three‐fold	mission:	assuring	managed	care	consumers	


have	access	to	medically	necessary	healthcare;	educating	consumers	about	their	rights	and	


responsibilities	under	health	insurance	plans;	and,	informing	you	of	problems	consumers	


are	facing	in	accessing	care	and	proposing	solutions	to	those	problems.		


	


I	appreciate	this	opportunity	to	comment	on	House	Bill	5626,	An	Act	Concerning	


Prescription	Drugs	for	Psychiatric	Patients.		While	the	spirit	behind	the	bill	addresses	some	


important	issues	in	the	development	of	a	patient’s	treatment	plan,	barring	providers	from	


writing	prescriptions	for	longer	than	one	month	for	the	treatment	of	a	psychiatric	


condition,	as	written,	HB	5626	would	limit	providers’	ability	to	develop	and	manage	their	


patient’s	clinical	needs	in	the	most	appropriate	manner.				


	


It	is	important	that	providers	have	the	ability	to	prescribe	medications	for	their	patients	in	


a	manner	most	consistent	with	that	patient’s	individual	needs	and	interests.		Sometimes,	


that	will	be	a	simple	matter	of	identifying	the	most	affordable	course	of	treatment	for	that	
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individual	and	accounting	for	their	specific	clinical	history.			For	example,	routine,	


maintenance	medications	with	minimal	risk	for	abuse,	90	day	prescriptions	frequently	


offer	significant	cost	savings	to	consumers,	and	HB	5626	would	remove	this	option	for	


those	patients.		This	could	have	significant,	unintended	consequences	of	making	


compliance	with	the	medication	regimen	unaffordable	for	patients,	leaving	them	without	


the	necessary	medication	for	their	condition.	


	


There	are	circumstances	where	limiting	the	quantity	of	medication	dispensed	would	be	


appropriate,	including	trial	medications	or	those	that	pose	a	risk	for	abuse,	either	by	the	


patient	or	a	family	member.		However,	this	should	be	at	the	provider’s	discretion,	and	I	


would	advocate	for	allowing	providers	to	specify	when	their	patients	need	to	receive	30	


day	prescriptions,	in	appropriate	circumstances,	without	additional	cost	sharing	burdens	


that	may	be	imposed	by	some	plans.		This	mitigates	the	risk	of	rendering	treatment	


unaffordable,	while	enabling	the	provider	and	patient	to	effectively	develop	and	adhere	to	a	


treatment	plan	based	on	the	patient’s	clinical	needs,	and	not	cost.	


	


HB	5626	seeks	to	promote	patient	safety	by	minimizing	the	occurrences	where	large	


quantities	of	psychiatric	medications	are	available	to	patients,	and	the	inherent	risk	of	


abuse	and	overdose,	but	unintentionally	jeopardizes	those	same	patients’	ability	to	afford	


and	comply	with	their	individual	treatment	plan.	


		


Thank	you	for	providing	me	the	opportunity	to	deliver	OHA’s	testimony	today.		We	look	


forward	to	continuing	to	collaborate	and	advocate	for	the	consumers	of	Connecticut	in	this	


important	matter.			


If	you	have	any	questions	concerning	my	testimony,	please	feel	free	to	contact	me	at	


victoria.veltri@ct.gov.		








 


 P.O. Box 1543 • Hartford, CT 06144 • 1-866HMO-4446 • www.ct.gov/oha 
 


NOW YOU’LL BE HEARD 


	


	


	


Testimony	of	Victoria	Veltri	


State	Healthcare	Advocate	


Before	the	General	Law	Committee	


In	support	of	HB	5771	


	 February	17,	2015	 	


	


Good	afternoon,	Representative	Baram,	Senator	Leone,	Senator	Witkos,	Representative	Carter,	and	


members	of	the	General	Law	Committee.		For	the	record,	I	am	Vicki	Veltri,	State	Healthcare	Advocate	with	


the	Office	Healthcare	Advocate	(“OHA”).		OHA	is	an	independent	state	agency	with	a	three‐fold	mission:	


assuring	managed	care	consumers	have	access	to	medically	necessary	healthcare;	educating	consumers	


about	their	rights	and	responsibilities	under	health	plans;	and,	informing	you	of	problems	consumers	are	


facing	in	accessing	care	and	proposing	solutions	to	those	problems.		


	


I	appreciate	the	opportunity	to	comment	on	HB	5771,	An	Act		Authorizing	Pharmacists	To	Dispense	


Ninety	Day	Prescriptions.		While	I	appreciate	the	intent	behind	this	concept,	which	would	promote	


consumer	cost‐savings,	it	is	important	that	the	treating	provider	and	the	patient	remain	integral	to	this	


process.		In	particular,	it	is	crucial	that	any	such	act	by	a	pharmacist	comply	with	the	prescriber’s	


treatment	plan,	including	affirmation	that	any	quantity	dispensed	does	not	exceed	the	total	amount	of	


medication	prescribed,	including	refills,	and	a	prohibition	on	dispensing	the	greater	quantity	if	the	


prescriber	indicated	on	the	prescription	“No	change	to	quantity,”	or	words	of	similar	meaning.		


However,	it	is	important	to	note	that	medications	prescribed	for	behavioral	health	conditions	should	not	


be	dispensed	in	any	quantity	other	than	those	prescribed	by	the	treating	provider.			


	


Thank	you	for	providing	me	the	opportunity	to	deliver	OHA’s	testimony	today.		If	you	have	any	questions	


concerning	my	testimony,	please	feel	free	to	contact	me	at	victoria.veltri@ct.gov.		
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Testimony	of	Victoria	Veltri	


State	Healthcare	Advocate	


Before	the	General	Law	Committee	


In	support	of	HB	5782	&	HB	5784	


	 February	17,	2015	 	


	


Good	afternoon,	Representative	Baram,	Senator	Leone,	Senator	Witkos,	Representative	Carter,	and	


members	of	the	General	Law	Committee.		For	the	record,	I	am	Vicki	Veltri,	State	Healthcare	Advocate	with	


the	Office	Healthcare	Advocate	(“OHA”).		OHA	is	an	independent	state	agency	with	a	three‐fold	mission:	


assuring	managed	care	consumers	have	access	to	medically	necessary	healthcare;	educating	consumers	


about	their	rights	and	responsibilities	under	health	plans;	and,	informing	you	of	problems	consumers	are	


facing	in	accessing	care	and	proposing	solutions	to	those	problems.		


	


I	would	like	to	express	my	support	for	HB	5782,	An	Act	Allowing	Pharmacists	To	Dispense	Or	Administer	


An	Opioid	Antagonist	To	Treat	Or	Prevent	A	Drug	Overdose.		This	bill	begins	to	address	the	growing	


problem	in	our	state	and	nation	of	substance	abuse	and	addiction	to	opioid	drugs.		Nearly	120	million	


Americans	struggle	to	manage	their	chronic	pain,	with	an	estimated	annual	cost	of	$635	billion	in	both	


medical	costs	and	decreased	work	productivity.1		Opioid	analgesics	are	a	highly	effective	treatment	


option	for	these	individuals.		However,	the	risk	for	abuse	of	these	medications	is	significant.		Rates	of	


drug	abuse	in	our	nation	quadrupled	between	1990	and	2000,	and	the	rate	of	deaths	due	to	drug	abuse	


more	than	doubled	from	1999	to	2013.2			
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In	response	to	this	increasing	trend,	easing	barriers	to	highly	effective	and	safe	treatments	against	opioid	


drug	overdoses	can	significantly	increase	the	chance	of	survival	for	individuals	who	have	overdosed	on	


opioid	drugs.			


	


The	concept	promoted	by	HB	5782	is	not	new.			New	Mexico,	Washington,	New	York,	Rhode	Island,	and	


Vermont	and	California	already	have	enacted	laws	making	opioid	antagonists	available	from	pharmacists	


without	a	prescription,	and	the	Drug	Policy	Alliance	actively	supports	such	an	initiative	as	a	crucial	tool	in	


the	fight	against	opioid	abuse	and	resulting	fatalities.		Permitting	pharmacists	to	play	a	role	in	these	


initiatives	acknowledges	their	level	of	expertise	and	training,	and	provides	another	ally	in	this	crisis	that	


costs	our	state	and	nation	countless	lives	each	year.	


	


HB	5784,	An	Act	Concerning	Pharmacists	And	Abuse‐Deterrent	Opioid	Prescriptions,	addresses	a	related	


issue	in	this	crisis	–	the	growing	incidents	of	addiction.		The	availability	of	opioids	and	the	ease	with	


which	people	become	addicted	to	these	medications,	whether	obtained	legitimately	or	not,	is	fueling	the	


crisis.		The	increasing	availability	of	alternate	opioid	medications	with	abuse‐deterrent	properties	can	


help	to	mitigate	this	risk.		HB	5784	seeks	to	ensure	that	an	individual	can	continue	their	prescribed	


course	of	treatment	with	an	opioid	that	has	abuse	deterrent	properties,	as	ordered	by	their	treating	


provider	who	undoubtedly	has	the	greatest	insight	into	the	patient’s	risks,	needs	and	condition.		As	costs	


and	insurance	plan	designs	increasingly	seek	to	reduce	costs	by	promoting	cheaper	alternatives,	this	can	


result	in	consumers	bring	driven	to	use	a	non‐abuse	deterrent	opioid	for	treatment,	increasing	the	risk	of	


abuse	and	addiction,	with	all	of	the	associated	health,	social	and	economic	impacts.		HB	5784	promotes	


the	provider’s	treatment	plan	and	access	to	these	abuse	deterrent	opioids,	a	concept	that	has	been	


championed	by	the	FDA,	CDC,	SAMHSA,	as	well	as	two	of	the	pharmaceutical	industries	largest	trade	


groups3	and	the	members	of	the	U.S.	Senate4.	


	


Thank	you	for	providing	me	the	opportunity	to	deliver	OHA’s	testimony	today.		We	look	forward	to	


continuing	to	collaborate	and	advocate	for	the	consumers	of	Connecticut	in	this	important	matter.			


If	you	have	any	questions	concerning	my	testimony,	please	feel	free	to	contact	me	at	


victoria.veltri@ct.gov.		


                                                           
1	http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3411218/"	\l	"b1‐ptj3707412	
2	http://www.cdc.gov/homeandrecreationalsafety/overdose/facts.html	
3	http://raps.org/Regulatory‐Focus/News/2015/01/20/21120/Should‐FDA‐Pull‐Non‐Abuse‐Deterrent‐Generic‐Opioids‐off‐the‐Market‐
PhRMA‐Bio‐Say‐Yes/	
4	http://www.raps.org/regulatoryDetail.aspx?id=18578	








 


 P.O. Box 1543 • Hartford, CT 06144 • 1-866HMO-4446 • www.ct.gov/oha 
 


NOW YOU’LL BE HEARD 


	


	


	


	


	


Testimony	of	Victoria	Veltri	


State	Healthcare	Advocate	


Before	the	Labor	and	Public	Employees	Committee	


In	support	of	HB	6566	


	 February	17,	2015	 	


	


	


	


Good	afternoon,	Representative	Tercyak,	Senator	Winfield,	Senator	Hwang,	Representative	Rutigliano,	


and	members	of	the	Labor	and	Public	Employees	Committee.		For	the	record,	I	am	Vicki	Veltri,	State	


Healthcare	Advocate	with	the	Office	Healthcare	Advocate	(“OHA”).		OHA	is	an	independent	state	agency	


with	a	three‐fold	mission:	assuring	managed	care	consumers	have	access	to	medically	necessary	


healthcare;	educating	consumers	about	their	rights	and	responsibilities	under	health	plans;	and,	


informing	you	of	problems	consumers	are	facing	in	accessing	care	and	proposing	solutions	to	those	


problems.		


	


I	appreciate	the	opportunity	to	comment	on	the	merits	of	HB	6566,	An	Act	Establishing	A	Tax	Credit	For	


Employers	Who	Provide	Paid	Family	And	Medical	Leave	In	Excess	Of	The	Leave	Required	By	Law.		This	


concept	continues	Connecticut’s	tradition	of	leadership	in	promoting	equity	and	fairness	for	its	citizen,	


and	partners	with	advocate’s	efforts.		The	Connecticut	Campaign	for	Paid	Medical	Leave,	created	by	the	


Permanent	Commission	on	the	Status	of	Women	and	the	Connecticut	Women’s	Education	and	Legal	Fund,	


and	of	which	OHA	has	been	an	active	participant,	has	championed	this	concept.	
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The	Family	and	Medical	Leave	Act	(FMLA)	recognizes	the	importance	of	being	able	to	care	for	oneself	or	


family	in	situations	where	the	additional	time	is	essential	to	a	positive	outcome.		FMLA	eliminates	some	


of	the	stress	associated	with	qualifying	conditions,	including	a	personal	or	family	illness,	family	military	


leave,	adoption,	birth	or	foster	care	placement	of	a	child.			


	


While	HB	6566’s	current	language	incentivizes	employers	to	expand	the	availability	of	paid	family	and	


medical	leave,	current	law	also	does	not	require	that	this	leave	period	be	paid.		Hence,	any	paid	leave	


would	qualify	for	this	tax	credit.			


	


In	order	to	maximize	the	benefit	of	this	concept,	I	respectfully	submit	that	HB	6566	be	expanded	to	


require	the	creation	of	a	plan	that	provides	paid	family	and	medical	leave	for	Connecticut’s	employees.		A	


minimal	assessment	on	employees’	pay	would	provide	funding	for	the	pool,	and	the	CT	Dept.	of	Labor	


would	administer	its	operation.		Although	opponents	may	argue	that	such	an	arrangement	would	unfairly	


burden	many	of	those	it	presumes	to	help,	the	Institute	for	Women’s	Policy	Research	estimates	that	less	


than	0.25%	of	each	employees	pay	would	be	necessary	to	fund	an	effective	and	comprehensive	program.	


In	addition,	the	impact	of	administering	the	program	on	businesses	would	be	minimal,	with	significant	


promise	of	benefits.		Employees	who	are	sick,	or	who	have	family	members	who	are	sick,	frequently	fail	


to	achieve	their	maximum	potential.		A	recent	study	by	the	Integrated	Benefits	Institute	estimates	that	


illness	costs	the	U.S.	economy	$576	billion	a	year,	with	$227	billion	of	that	due	to	“lost	productivity”	from	


employee	absenteeism	due	to	illness	or	from	presenteeism,	when	employees	continue	to	work	but	


function	at	a	lower	capacity	due	to	illness.		In	addition,	sick	employees	increase	the	risk	of	spreading	their	


illness	to	their	co‐workers,	further	adversely	impacting	the	business’	productivity.	


	


Clearly,	healthy	employees	are	more	productive,	and	the	promotion	of	paid	family	and	medical	leave	will	


help	to	ensure	that	people	have	an	opportunity	to	heal,	or	care	for	a	loved	one,	without	the	fiscal	


concerns	associated	with	unpaid	leave,	and	will	be	able	to	return	to	work	sooner	than	if	they	attempted	


to	work	while	still	in	recovery.	


	


This	concept	is	not	without	basis	in	Connecticut.		When	the	General	Assembly	enacted	paid	sick	leave	in	


2011,	employers	were	understandably	concerned	about	the	economic	impact	that	such	a	policy	would	


have	on	their	business,	productivity	and	profit.		However,	research	has	demonstrated	that	this	policy	not		
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only	has	had	minimal	or	no	effect	on	most	businesses,	but	that	the	abuse	opponents	feared	would	happen	


has	not	materialized.		Further,	employee	morale	has	increased	in	many	businesses,	with	fewer	employees	


showing	up	to	work	sick.		The	concept	promoted	by	HB	6566	and	the	recommended	changes	to	the	bill	


represents	a	logical	extension	of	this	idea	–	that	employees	need	to	have	the	ability	to	recovery	from	


illness,	or	to	care	for	a	loved	one,	and	not	worry	about	job	security	or	finances,	for	an	appropriate	amount	


of	time.				


	


Thank	you	for	your	leadership	and	foresight	in	this	important	matter,	and	thank	you	for	providing	me	the	


opportunity	to	deliver	OHA’s	testimony	today.	If	you	have	any	questions	concerning	my	testimony,	please	


feel	free	to	contact	me	at	victoria.veltri@ct.gov.		


	








	
	
	


	
Testimony of Victoria Veltri 
State Healthcare Advocate 


Before the Insurance and Real Estate Committee 
In support of HB 6847 


March 3, 2015 
 
 
 
Good	afternoon,	Senator	Crisco,	Representative	Megna,	Senator	Kelly,	Representative	


Sampson,	and	members	of	the	Insurance	and	Real	Estate	Committee.		For	the	record,	I	am	


Victoria	Veltri,	State	Healthcare	Advocate	with	the	Office	Healthcare	Advocate	(“OHA”).		


OHA	is	an	independent	state	agency	with	a	three‐fold	mission:	assuring	consumers	have	


access	to	medically	necessary	healthcare;	educating	consumers	about	their	rights	and	


responsibilities	under	health	plans;	and,	informing	you	of	problems	consumers	are	facing	


in	accessing	care	and	proposing	solutions	to	those	problems.		


	
I	appreciate	the	opportunity	to	comment	on	HB	6847,	An	Act	Enhancing	Access	To	


Behavioral	Health	Services	and	Services	For	Youths	With	Autism	Spectrum	Disorder.		This	


bill	represents	commonsense	initiatives	that	promote	increased	access	to	medically	


necessary	services	for	the	treatment	of	autism	spectrum	disorder	(ASD),	as	well	as	


providing	enhanced	and	responsive	standards	for	stakeholders.	


	


Individuals	diagnosed	with	ASD	may	experience	difficulty	with	communication,	social	


interaction,	and	certain	activities,	in	addition	to	problems	with	sensory	processing	and	the	


associated	impact	on	their	ability	to	process	information	and	learn.		Since	our	


understanding	of	the	nature	and	treatment	of	ASD	is	continually	evolving,	with	ongoing	







insights	into	this	diagnosis,	implications	for	and	the	impact	on	those	people	on	the	


spectrum,	implementing	policies	consistent	with	the	promotion	of	equitable,	effective	and	


efficient	outcomes	for	consumers	is	crucial.			Multiple,	independent	assessments	of	


Connecticut’s	system	of	autism	services	and	providers	in	recent	years	have	highlighted	


these	barriers	and	promoted	discreet	policy	initiatives	to	address	these	gaps.		HB	6847	


incorporates	many	of	these	concepts	and	embodies	the	innovative	vision	that	Connecticut	


has	demonstrated	in	the	past.	


	


By	redefining	what	ASD	means	to	be	consistent	with	the	American	Psychiatric	Association’s	


Diagnostic	and	Statistical	manual	of	Mental	Disorders,	HB	6847	incorporates	the	most	


current	and	dynamic	understanding	of	this	condition,	Connecticut	law	may	remain	


consistent	with	the	most	comprehensive	clinical	understanding	of	ASD	as	it	continues	to	


evolve.		In	addition,	expanding	coverage	for	those	diagnoses	with	ASD	from	those	up	to	age	


15	to	those	up	to	age	21	includes	the	Department	of	Children	and	Families’	(DCF)	


recommendations	in	the	Connecticut	Children’s	Behavioral	Health	Plan	that	they	produced	


pursuant	to	P.A.	14‐178.		This	concept	is	furthered	by	the	augmentation	of	the	Department	


of	Developmental	Services’	(DDS)	integral	role	in	this	area,	requiring	them	to	identify	and	


produce	a	list	of	evidence‐based	services	and	interventions	that	“demonstrate	empirical	


effectiveness	for	the	treatment	of	autism	spectrum	disorder.”			This	provides	consistency	


for	stakeholders	across	payers,	enabling	consumers	and	providers	to	effectively	develop	


treatment	plans	consistent	with	these	practices	and	in	the	best	interest	of	the	individual	


patient.			


	


HB	6847	provides	further	benefits	for	consumers	in	need	of	ASD	services	by	increasing	the	


types	of	providers	who	may	provide	autism	services,	and	affirms	equitable	coverage	of	


such	services	in	compliance	with	the	Mental	Health	Parity	and	Addiction	Equity	Act	of	


2008.	


	


Finally,	the	provision	that	the	Insurance	Department	convene	a	working	group	to	develop,	


in	consultation	with	stakeholders	including	partner	agencies	and	insurers,	standards	for	


the	effective	and	uniform	collection	and	reporting	of	behavioral	health	utilization	and	







quality	measures	data	from	payers	supports	the	need	for	clarity	concerning	behavioral	


health	utilization	trends	and	other	relevant	factors.		This	section	affirms	the	legislature’s	


intent	when	it	enacted	P.A.	14‐58,	which	required	insurers	to	expand	the	data	it	reports	to	


the	CID	concerning	behavioral	health	utilization	and	networks.		Detail	about	the	frequency,	


duration,	and	level	of	care	of	member	treatment	for	these	conditions	enhances	our	


understanding	of	consumer’s	needs,	as	well	as	gaps	in	the	ability	of	Connecticut’s	mental	


health	system	to	meet	those	needs.		Seeking	greater	granularity	in	the	utilization	review	


and	adverse	determination	process	for	these	disorders	augments	our	ability	to	understand	


the	true	costs	of	mental	health	and	substance	use	treatment,	and	better	design	cost	


effective,	complimentary	systemic	reforms	to	address	these	needs,	and	the	convening	of	


the	working	group	under	HB	6847	ensures	that	comprehensive	and	reasonable	standards	


are	ultimately	produced.		


	


Thank	you	very	much	for	your	foresight	and	dedication	to	this	timely	and	critical	issue.			


If	you	have	any	questions	concerning	my	testimony,	please	feel	free	to	contact	me	at	


victoria.veltri@ct.gov.		
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Testimony of Victoria Veltri 
State Healthcare Advocate 


Before the Program Review and Investigations Committee 
In support of HB 6854 


February 27, 2015 
 
 
 
Good	afternoon,	Senator	Fonfara,	Representative	Carpino,	Senator	Kissel,	Representative	Mushinsky,	and	


members	of	the	Program	Review	and	Investigation	Committee.		For	the	record,	I	am	Vicki	Veltri,	State	


Healthcare	Advocate	with	the	Office	Healthcare	Advocate	(“OHA”).		OHA	is	an	independent	state	agency	


with	a	three‐fold	mission:	assuring	managed	care	consumers	have	access	to	medically	necessary	


healthcare;	educating	consumers	about	their	rights	and	responsibilities	under	health	plans;	and,	


informing	you	of	problems	consumers	are	facing	in	accessing	care	and	proposing	solutions	to	those	


problems.		


 
Thank	you	for	the	opportunity	to	comment	in	support	of	HB	6854,	An	Act	Implementing	the	


Recommendations	of	the	Legislative	Program	Review	and	Investigations	Committee	Concerning	the	


Reporting	of	Certain	Data	By	Managed	Care	Companies	and	Health	Insurance	Companies	to	the	Insurance	


Department.			


	


As	we	continue	the	important	work	of	assessing	our	state’s	behavioral	health	system,	it	is	ever	more	


important	that	we	have	clarity	about	the	utilization	of	and	availability	of	access	to	these	services.		


Expanding	the	data	that	insurers	report	to	the	Insurance	Department	(“CID”)	concerning	member	


utilization	of	services	for	the	treatment	of	substance	use,	co‐occurring	and	mental	health	disorders	will	


provide	this	clarity	to	the	issues	concerning	consumer	access	to	treatment	for	these	conditions.				
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Detail	about	the	frequency,	duration,	and	level	of	care	of	member	treatment	for	these	conditions	


enhances	our	understanding	of	consumer’s	needs,	as	well	as	gaps	in	the	ability	of	Connecticut’s	mental	


health	system	to	meet	those	needs.		Seeking	greater	granularity	in	the	utilization	review	and	adverse	


determination	process	for	these	disorders,	as	well	as	the	additional	requirement	that	insurers	report	to	


CID	the	per	member	per	month	cost	for	treatment	of	substance	use	disorders,	augments	our	ability	to	


understand	the	true	costs	of	mental	health	and	substance	use	treatment,	and	better	design	cost	effective,	


complimentary	systemic	reforms	to	address	these	needs.	


	


For	consumers	seeking	behavioral	health	services,	identifying	appropriate,	in‐network	clinicians	


continues	to	be	a	challenge.		Last	year,	the	General	Assembly	enacted	P.A.	14‐115,	which	prompted	the	


creation	of	a	Behavioral	Health	Clearinghouse,	which	shall	serve	as	an	information	and	referral	resource	


for	consumers.		A	key	component	of	this	effort	is	the	development	of	a	comprehensive,	accurate	and	


searchable	directory	of	behavioral	health	providers.		HB	6854’s	inclusion	of	the	geographic	and	clinical	


composition	of	each	insurer’s	provider	network	bolsters	this	effort,	enhancing	our	ability	to	identify	and	


prioritize	those	areas	of	greatest	need.		In	addition	to	providing	invaluable	insight	into	the	nature	of	our	


behavioral	health	system,	consumer	access	to	treatment	may	also	be	enhanced	by	the	information	


concerning	each	insurer’s	mental	health	and	substance	disorder	facility	and	provider	network,	promoting	


greater	transparency	and	aiding	consumers	in	making	an	informed	decision	concerning	plan	selection	


and	utilization.	


	


HB	6854	champions	the	legislature’s	vision	as	demonstrated	by	P.A.	14‐58,	which	required	identical	data	


reporting	enhancements,	and	passed	the	General	Assembly	unanimously,	but	was	ultimately	vetoed	by	


the	Governor.		However,	in	the	spirit	of	P.A.	14‐58,	the	Governor’s	office	has	agreed	to	work	with	


stakeholders	to	ensure	that	effective,	consumer‐focused	data	reporting	becomes	a	reality.		


	


Thank	you	for	providing	me	the	opportunity	to	deliver	OHA’s	testimony	today.		We	look	forward	to	


continuing	to	collaborate	and	advocate	for	the	consumers	of	Connecticut	in	this	important	matter.			


If	you	have	any	questions	concerning	my	testimony,	please	feel	free	to	contact	me	at	


victoria.veltri@ct.gov.		
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Testimony of Victoria Veltri 
State Healthcare Advocate 


Before the Insurance and Real Estate Committee 
In support of HB 6867 


March 3, 2015 
 
 
 
Good	afternoon,	Representative	Megna,	Senator	Crisco,	Senator	Kelly,	Representative	


Sampson,	and	members	of	the	Insurance	and	Real	Estate	Committee.		For	the	record,	I	am	


Vicki	Veltri,	State	Healthcare	Advocate	with	the	Office	Healthcare	Advocate	(“OHA”).		OHA	


is	an	independent	state	agency	with	a	three‐fold	mission:	assuring	managed	care	


consumers	have	access	to	medically	necessary	healthcare;	educating	consumers	about	


their	rights	and	responsibilities	under	health	insurance	plans;	and,	informing	you	of	


problems	consumers	are	facing	in	accessing	care	and	proposing	solutions	to	those	


problems.		


	


I	appreciate	the	opportunity	to	support	House	Bill	6867,	An	Act	Concerning	Healthcare	


Provider	Network	Adequacy.		With	tens	of	thousands	of	newly	insured	individuals	entering	


the	commercial	healthcare	marketplace,	it	becomes	more	critical	than	ever	that	plans	


maintain	provider	networks	that	are	adequate	to	meet	the	needs	of	its	members.			


	


HB	6867	amends	existing	statute	by	increasing	the	transparency	of	the	network	review	


process	and	emphasizing	the	importance	that	consumers	have	timely,	as	well	as	
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geographically	and	clinically	appropriate	access	to	medical	providers	and,	should	a	


network	be	found	lacking,	provide	opportunity	and	direction	for	health	plans	to	correct	any	


identified	deficits.		As	in	other	states	that	have	adopted	network	adequacy	standards,	


statutory	standards	provide	clarity	for	consumers	and	insurers	plans,	and	ensure	that	


these	plans	will	be	operating	under	transparent	and	uniform	standards	that	do	not	leave	


consumers	at	a	disadvantage	when	purchasing	a	product.		The	standards	in	this	bill	are	not	


so	rigid	as	to	not	allow	for	innovation	in	networks	and	products	but	instead	serve	to	


promote	equitable	and	transparent	disclosure	of	one	of	the	most	critical	elements	in	the	


plan	selection	process.			


	


Accurate	listing	of	health	plan	networks	is	important	not	only	for	those	already	insured,	


but	also	for	those	seeking	alternate	coverage,	so	that	consumers	can	make	reasonably	


informed	decisions	concerning	their	healthcare	choices	based	on	transparent,	accurate	and	


intuitive	information.		Current	law	does	not	require	transparency	of	network	adequacy	


standards,	but	instead	only	requires	the	submission	of	verification	of	URAC	or	NCQA	


accreditation,	which	does	nothing	to	directly	evaluate	a	plan’s	network.			


	


An	assurance	through	accreditation	that	networks	are	adequate	is	insufficient	without	


accompanying	transparency	of	those	standards	and	monitoring	of	the	networks.		In	cases	


where	our	office	believes	that	a	network	doesn’t	provide	adequate	provider	access,	we	


evaluate	whether	the	plan	should	cover	the	service	as	in	network.		However,	the	research	it	


takes	to	prove	that	the	network	is	inadequate,	or	conversely,	that	it	is	adequate,	is	difficult	


without	an	understanding	of	the	network	standards	and	some	assurance	that	there	is	


transparent	and	ongoing	monitoring	to	assure	that	provider	panels	are	not	closed.			


	


HB	6867	creates	explicit	authority	for	enforcing	network	adequacy,	but	is	not	so	inflexible	


as	to	not	allow	for	innovations	in	network	development.			That	consumers	will	have	access	


to	an	adequate	network	is	fundamental	to	the	decision‐making	process	in	the	selection	of	


an	insurance	plan.		The	fact	that	a	consumer	may	have	a	health	plan	that	allows	them	to	


receive	services	from	out	of	network	providers	should	not	mitigate	the	requirement	and	


expectation	that	there	are	available	providers,	in‐network,	from	which	consumers	can	
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receive	the	services	that	they	are	entitled	to	under	their	plan.		Out	of	network	services	have	


a	much	higher	cost	share	associated	with	them,	in	addition	to	the	fact	that	consumers	are	


liable	for	the	full	charges	for	these	providers’	services.	


	


Given	the	landscape	today	with	changing	networks,	transparency	of	network	adequacy	is	


critical	not	just	in	the	number,	but	also	in	quality.			The	state	should	not	be	in	a	position	of	


endorsing	plans	to	provide	virtually	no	notice	or	demonstration	to	consumers	of	network	


adequacy	when	plans	decide	to	trim	networks	or	when	they	offer	their	products.		As	we	


learned	previously,	it’s	not	the	number	of	providers	in	a	network	that	is	paramount,	it	is	


accessibility	that	matters	most.	Transparency	to	insurers	concerning	expectations	of	


provider	participation	is	also	a	critical	component	of	trust	in	the	network	and	value	to	


consumers.		While	each	consumer’s	clinical	needs	and	utilization	will	be	distinct,	and	their	


idea	of	an	adequate	network	may	be	specific	to	their	medical	condition	or	town,	without	


clear	expectations	concerning	what	does	constitute	an	adequate	network,	how	can	


consumers	effectively		


	


OHA	is	happy	to	participate	in	any	discussions	to	finalize	language	on	this	bill	that	would	


provide	consumers	with	the	assurance	that	network	adequacy	is	monitored	on	a	regular	


basis.	


	


As	the	agency	whose	only	mission	is	healthcare	advocacy	for	Connecticut’s	consumers’	


healthcare	needs,	I	thank	you	for	providing	me	the	opportunity	to	deliver	OHA’s	testimony	


today.		If	you	have	any	questions	concerning	my	testimony,	please	feel	free	to	contact	me	at	


victoria.veltri@ct.gov.		
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Testimony	of	Victoria	Veltri	


State	Healthcare	Advocate	


Before	the	Labor	and	Public	Employees	Committee	


In	support	of	HB	6932	


March	5,	2015	


	


	


Good	afternoon,	Representative	Tercyak,	Senator	Winfield,	Senator	Hwang,	Representative	


Rutigliano,	and	members	of	the	Labor	and	Public	Employees	Committee.		For	the	record,	I	


am	Vicki	Veltri,	State	Healthcare	Advocate	with	the	Office	Healthcare	Advocate	(“OHA”).		


OHA	is	an	independent	state	agency	with	a	three‐fold	mission:	assuring	managed	care	


consumers	have	access	to	medically	necessary	healthcare;	educating	consumers	about	


their	rights	and	responsibilities	under	health	plans;	and,	informing	you	of	problems	


consumers	are	facing	in	accessing	care	and	proposing	solutions	to	those	problems.		


	


Thank	you	for	the	opportunity	to	comment	on	HB	6932,	AAC	Paid	Family	Medical	Leave.		


Connecticut	has	long	been	a	leader	promoting	equity	and	fairness	for	employees,	enacting	


the	first	family	medical	leave	act	in	the	nation,	and	most	recently	providing	for	the	first	


paid	sick	leave	law	in	the	United	States.		HB	6932	continues	this	tradition	and	represents	


not	only	true	equity	for	employees,	but	will	help	employers	realize	increased	productivity.		


This	concept	has	been	championed	by	the	Connecticut	Campaign	for	Paid	Medical	Leave,	
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created	by	the	Permanent	Commission	on	the	Status	of	Women	and	the	Connecticut	


Women’s	Education	and	Legal	Fund,	and	of	which	OHA	has	been	an	active	participant.	


	


The	Family	and	Medical	Leave	Act	(FMLA)	acknowledges	the	importance	of	being	able	to	


care	for	oneself	or	family	in	situations	where	the	additional	time	to	recover	is	essential	for	


a	positive	outcome.		FMLA	eliminates	some	of	the	stress	associated	with	an	illness	or	other	


qualifying	condition,	including	a	personal	or	family	illness,	family	military	leave,	adoption,	


birth	or	foster	care	placement	of	a	child,	by	permitting	a	qualified	employee	to	take	the	


time	necessary	to	care	for	themselves	or	a	loved	one,	without	the	added	fear	of	job	


insecurity	due	to	this	absence.			However,	current	law	does	not	require	that	such	leave	be	


paid,	which	significantly	disincentivizes	utilization,	because	many	people	cannot	afford	to	


lose	income.	


	


HB	6932’s	creation	of	a	plan	that	provides	paid	family	and	medical	leave	for	Connecticut’s	


employees	is	a	logical	extension	of	this	benefit,	and	brings	Connecticut	in	line	with	the	


majority	of	the	developed	world	in	promoting	this	essential	benefit.		Currently,	the	United	


States	is	the	only	developed	nation	without	universal	paid	family	leave,	and	one	of	only	


three	nations	(we	are	joined	by	Swaziland	and	Papua	New	Guinea)	without	paid	maternity	


leave.			


	


Clearly,	healthy	employees	are	more	productive,	and	the	promotion	of	paid	family	and	


medical	leave	will	help	to	ensure	that	people	have	an	opportunity	to	heal,	or	care	for	a	


loved	one,	without	the	fiscal	concerns	associated	with	unpaid	leave,	and	will	be	able	to	


return	to	work	sooner	than	if	they	attempted	to	work	while	still	in	recovery.	


	


This	concept	is	not	without	basis	in	Connecticut.		When	the	General	Assembly	enacted	paid	


sick	leave	in	2011,	employers	were	understandably	concerned	about	the	economic	impact	


that	such	a	policy	would	have	on	their	business,	productivity	and	profit.		However,	research	


has	demonstrated	that	this	policy	not	only	has	had	minimal	or	no	effect	on	most	


businesses,	but	that	the	abuse	opponents	feared	would	happen	has	not	materialized.		


Further,	employee	morale	has	increased	in	many	businesses,	with	fewer	employees	
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showing	up	to	work	sick.		The	concept	promoted	by	HB	6932	represents	a	logical	extension	


of	this	idea	–	that	employees	need	to	have	the	ability	to	recovery	from	illness,	or	to	care	for	


a	loved	one,	and	not	worry	about	job	security	or	finances,	for	an	appropriate	amount	of	


time.				


	


A	minimal	assessment	on	employees’	pay	would	provide	funding	for	the	pool,	and	the	CT	


Dept.	of	Labor	would	administer	its	operation.		Although	opponents	may	argue	that	such	an	


arrangement	would	unfairly	burden	many	of	those	it	presumes	to	help,	the	Institute	for	


Women’s	Policy	Research	estimates	that	less	than	0.25%	of	each	employees	pay	would	be	


necessary	to	fund	an	effective	and	comprehensive	program.		The	impact	of	administering	


the	program	on	businesses	would	be	minimal,	with	significant	promise	of	benefits.		


Employees	who	are	sick,	or	who	have	family	members	who	are	sick,	frequently	fail	to	


achieve	their	maximum	potential.		A	recent	study	by	the	Integrated	Benefits	Institute	


estimates	that	illness	costs	the	U.S.	economy	$576	billion	a	year,	with	$227	billion	of	that	


due	to	“lost	productivity”	from	employee	absenteeism	due	to	illness	or	from	presenteeism,	


when	employees	continue	to	work	but	function	at	a	lower	capacity	due	to	illness.		In	


addition,	sick	employees	increase	the	risk	of	spreading	their	illness	to	their	co‐workers,	


further	adversely	impacting	the	business’	productivity.	


	


The	benefits	of	implementing	a	paid	family	medical	leave	system	are	plentiful,	morally	as	


well	as	economically,	but	HB	6932	could	make	this	system	even	stronger	and	more	


comprehensive.		Some	modifications	to	the	language	and	design	of	the	program	to	fund	this	


effort	are	necessary	to	promote	full	realization	of	the	potential	of	this	bill.		First,	the	


required	enrollment	may	be	construed	as	a	requirement	that	employees	must	opt‐in	to	


utilize	the	program.		The	outreach	and	education	necessary	to	help	many	consumers	


understand	how	to	enroll	presents	a	significant	barrier,	since	many	people	may	not	have	


the	resources	or	assistance	to	fully	understand	these	requirements	under	the	program.		


Because	the	Department	of	Labor	(DOL)	would	automatically	begin	withholding	the	


assessment	from	all	of	Connecticut’s	employees,	people	should	merely	be	required	to	


satisfy	the	eligibility	requirements	in	order	to	receive	the	benefit	under	this	plan,	and	not	


to	have	to	opt‐in.		In	addition,	the	timeline	proposed	in	HB	6932	may	present	a	challenge,	
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with	the	DOL	beginning	to	collect	funds	in	July	2016	and	eligibility	for	payment	under	the	


fund	beginning	a	mere	3	months	later,	in	October	2016.		Instead,	as	noted,	the	enrollment	


requirement	should	be	eliminated,	with	automatic	program	enrollment	for	all	employees,	


followed	by	a	full	year	of	contributions	collected	by	the	DOL	prior	to	accepting	applications	


for	compensation.		This	will	provide	stakeholders	the	time	necessary	to	develop	effective,	


intuitive	and	culturally	and	linguistically	appropriate	outreach	and	resources	so	that,	when	


the	program	begins	to	accept	applications,	every	employee	is	aware	of	their	rights	and	


options	under	this	plan.	


	


Thank	you	for	your	leadership	and	foresight	in	this	important	matter,	and	thank	you	for	


providing	me	the	opportunity	to	deliver	OHA’s	testimony	today.	If	you	have	any	questions	


concerning	my	testimony,	please	feel	free	to	contact	me	at	victoria.veltri@ct.gov.		
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Testimony of Victoria Veltri 
State Healthcare Advocate 


Before the Judiciary Committee 
In support of HB 7015 


March 17, 2015 
 
 
 
 
Good afternoon, Senator Coleman, Representative Tong, Senator Kissel, Representative 


Rebimbas and members of the Judiciary Committee.  For the record, I am Vicki Veltri, 


State Healthcare Advocate with the Office Healthcare Advocate (“OHA”).  OHA is an 


independent state agency with a three-fold mission: assuring managed care consumers 


have access to medically necessary healthcare; educating consumers about their rights 


and responsibilities under health plans; and, informing you of problems consumers are 


facing in accessing care and proposing solutions to those problems.  


 


I appreciate the opportunity to share my perspective on the merits of HB 7015, An Act 


Concerning Aid in Dying for Terminally Ill Patients.  This complicated issue polarizes 


society like few others, and yet it is fundamentally about one thing – self-determination. 


As an advocate for many years, even prior to my roles at OHA, a key principle of my 


work has always been to ensure that consumers have the information and opportunity 


necessary to make their own decisions in their healthcare.  However, when people are 


faced with the reality of their own mortality, and medical science has exhausted their 
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options, we persist in denying them one of the most important and personal decisions 


that they can make. 


 


Throughout the course of medical treatment, people weigh options for treatment that 


may have significant impact on their likelihood of survival.  People receiving diagnoses 


of advanced cancer or other terminal illnesses may choose to forgo chemotherapy and 


surgery if the prognosis for success is low, and we accept that as a reasonable and 


personal decision, in spite of the fact that such a decision will inevitably result in their 


death far sooner than if they had tried all other medical interventions.   This emphasizes 


a desire to focus on quality of life instead of quantity, and is recognized as critical to the 


maintenance of the principles of personal autonomy and self-determination.   Medical 


providers do not argue that these patients are incapable of making rational decisions 


because they are essentially opting to die in the manner that they choose.  Instead, it is 


considered a fundamental component of the medical decision-making process and this 


right has been zealously protected. 


 


There is very little difference from a patient’s perspective between a person choosing to 


forgo months of painful, dehabilitating treatment for a terminal illness with little 


likelihood of success and a person who has decided that they do not want to spend their 


few remaining days or weeks in pain, incapable to care for themselves, burdening their 


loved ones with the dual role of caregiver as they too try to process the coming loss.  It 


is understandable that providers may view this issue through a different lens, where the 


difference between inaction and action is important, but is clear that pain medications 


are currently prescribed to terminal patients in high enough doses to cause death for 


palliative purposes.  HB 7015 would not impose any additional burden on providers 


who choose not to participate, and affirms provider choice as to whether to prescribe 


medications to a terminal patient for this purpose. 


 


Watching a loved one slowly deteriorate, losing the ability to eat, move, care for 







 


 P.O. Box 1543 • Hartford, CT 06144 • 1-866HMO-4446 • www.ct.gov/oha 
 


NOW YOU’LL BE HEARD 


themselves, communicate, with no hope of recovery and everyone praying that they not 


suffer is a life-altering experience. None of us is immune to that experience.  One might 


choose hospice and palliative care, but one might also choose the option allowed under 


HB 7015.   Indeed, these choices are not mutually exclusive.   


 


HB 7015 protects the most basic right of self-determination for people suffering with 


incurable, terminal illness and preserves it throughout the entirety of their life, instead 


of limiting choice when it most matters.  Its criteria protect the patient, their loved ones 


and the medical provider through stringent measures for determining eligibility and 


methods, and prevent the risk of abuse of this practice.  Modeled after the Oregon law, 


which has not created a great demand for the right to access medications to end life 


immediately, this bill strikes the right balance by allowing patients and physicians a 


choice.  And as many point out, it is critical that measures are in place to ensure that 


those with disabilities are protected. However, at its root, the bill preserves each 


person’s right to make decisions concerning their lives at a point when hope of recovery 


is gone.  Many of us believe people should have that choice. Ultimately, HB 7015 is less 


about how those with terminal illness die, but how they choose to live. 


 


I thank you for providing me the opportunity to deliver OHA’s testimony today.  If you 


have any questions concerning my testimony, please feel free to contact me at 


victoria.veltri@ct.gov.  
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Good	morning,	Senator	Looney,	Senator	Fasano	and	members	of	the	Roundtable	on	


Hospitals	and	Healthcare.		For	the	record,	I	am	Vicki	Veltri,	State	Healthcare	Advocate	with	


the	Office	Healthcare	Advocate	(“OHA”).		OHA	is	an	independent	state	agency	with	a	three‐


fold	mission:	assuring	consumers	have	access	to	medically	necessary	healthcare;	educating	


consumers	about	their	rights	and	responsibilities	under	health	plans;	and,	informing	you	of	


problems	consumers	are	facing	in	accessing	care	and	proposing	solutions	to	those	


problems.		


	


I	would	like	to	thank	you	for	convening	this	work	group	to	continue	the	important	


discussion	about	healthcare	in	our	state.		Connecticut	has	long	been	a	national	leader	in	


promoting	health	and	healthcare	access	for	its	citizens,	and	the	legislature	is	to	be	


commended	for	its	foresight	and	work	in	this	area.		However,	there	remains	much	work	to	


do	in	order	to	ensure	that	the	vision	of	equitable	and	appropriate	access	to	care	becomes	a	


reality	for	all	stakeholders	engaged	in	Connecticut’s	healthcare	system.	
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As	healthcare	reform	efforts	continue	to	impact	the	consumer’s	experience,	issues	of	


transparency	and	timely	access	to	appropriate	care	remain	paramount	to	this	ongoing	


discussion.			The	concept	of	transparency	might	seem	fairly	simple,	but	in	practice	has	


broad	ramifications	for	our	evolving	healthcare	system,	with	implications	for	stakeholder	


openness,	communication,	and	accountability.		The	General	Assembly	recently	reaffirmed	


the	importance	of	transparency	in	healthcare	by	passing	legislation	requiring	notice	to	


consumers	relating	to	facility	fees	(PA	14‐145),	notice	of	observation	vs.	inpatient	status	


(PA	14‐180),	notice	concerning	the	use	of	step	therapy	(PA	14‐118),	hospital	acquisitions	


and	the	certificate	of	need	(“CON”)	process	(PA	14‐168)	and	more.		These	acts	begin	to	


enhance	the	consumer’s	role	in	this	complex	relationship	that	exists	between	them,	the	


provider	and	the	insurer,	but	we	need	to	go	farther	to	promote	total	and	actionable	


transparency.	


	


As	the	cost	of	healthcare	continues	to	outpace	the	average	person’s	income	growth,	it	


becomes	increasingly	crucial	that	consumers	understand	all	of	the	available	options.		If	a	


person	needs	to	buy	a	new	TV	or	car,	they	can	do	thorough	reviews	of	the	options	and	


compare	costs	across	multiple	vendors	to	get	the	best	deal.		If	I	bring	my	car	to	the	


mechanic	for	repairs	or	have	a	plumber	look	at	a	leaky	water	heater,	I	receive	a	good	faith	


estimate	that’s	based	on	the	work	involved,	the	quality	of	the	materials	that	will	be	used	for	


the	repair,	and	a	mark	up	for	profit.			After	the	service	is	complete,	unless	I’ve	been	


informed	of	additional,	complicating	factors	that	resulted	in	an	increased	cost,	I	pay	what	


the	initial	quote	was	for.	


	


However,	the	average	person	cannot	find	out	what	a	medical	service	will	cost	until	after	the	


service	has	been	rendered,	and	in	many	cases,	the	cost	of	that	service	is	not	what	a	


reasonable	person	would	expect.		Currently,	there	is	no	clear	basis	for	what	consumers	are	


charged	for	medical	services.		The	Office	of	Healthcare	Access	noted	that,	for	2013,	


hospitals’	statewide	average	cost	to	charge	ratio	was	36%.i		That	means	that,	on	average,	in	


2013	Connecticut’s	hospitals	charged	nearly	3	times	more	for	the	services	that	they	


delivered	than	it	cost	them	to	deliver	that	care,	and	the	lack	of	advance	notice	of	these	


charges	coupled	with	the	lack	of	a	clear	basis	for	understanding	these	charges	results	in	
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barriers	to	effective	care.		The	recent	increase	in	high	deductible	plans	and	consumer	cost	


sharing	has	only	exacerbated	the	impact	of	these	charges	on	consumers.			


	


The	trend	towards	increasing	consolidation	of	provider	practices	and	hospitals,	which	


predates	the	ACA,	further	complicates	matters,	because	established	patients	will	often	


experience	significant	changes	in	liability	for	services	that	they	may	have	already	been	


receiving,	but	without	adequate	notice	or	explanation.		One	important	impact	of	the	


increase	of	hospital	systems	opting	to	consolidate	is	that	these	systems,	as	they	become	


larger	and	merge	with	regional	competitors,	gain	significant	leverage	in	their	negotiations	


with	insurers.		Merging	with	a	larger	institution,	can	help	strengthen	and	preserve	smaller,	


less	financially	viable	institutions,	potentially	preserving	the	healthcare	delivery	system	in	


these	areas		However,	the	increased	bargaining	power	of	these	large	systems	may	also	


result	in	higher	healthcare	costs	as	hospitals	demand	increased	reimbursement	for	their	


services	from	insurers.			


	


Although	hospital	consolidation	and	the	acquisition	of	provider	practices	may	have	the	


potential	to	enhance	the	system’s	capacity	to	maintain	access	and	quality	by	implementing	


consistency	in	policies	and	practice,	evidence	of	increased	quality,	as	noted	in	the	Attorney	


General’s	testimony	of	November	6th,	is	not	yet	available.			While	there	is	evidence	of	


movement	toward	value	and	integration	of	behavioral	health	in	some	systems,	as	noted	by	


the	Attorney	General,	higher	healthcare	costs	are	evident	in	these	environments.			The	


ongoing	consolidations	have	created	perverse	incentives	resulting	in	systems	competing	


for	cancer	patients	in	an	era	where	healthcare	is	moving	toward	paying	for	value	and	


incentivizing	cost	containment.		


	


Hospital	consolidations	also	have	the	potential	to	limit	provider	autonomy	and	consumer	


choice.			Although	there	was	testimony	at	the	last	task	force	meeting	about	steps	that	


systems	have	taken	to	prevent	the	loss	of	autonomy,	it	is	something	that	we	must	be	ever‐


vigilant	to	safeguard.		This	potential	risk	is	even	more	prevalent	when	non‐profit	hospitals	


convert	to	or	are	purchased	by	for‐profit	entities.		While	these	profit‐driven	models	have	


an	interest	in	maintaining	consistency	in	services	and	promoting	quality	of	care,	they	also	
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have	a	fiduciary	responsibility	to	maximize	profits,	which	could	easily	mean	the	limitation	


or	elimination	of	critical,	but	low	revenue	producing	services	that	may	not	be	easily	


replaced,	especially	as	more	and	more	providers	affiliate	with	hospitals	and	lose	the	


flexibility	to	respond	to	the	needs	of	the	community.		At	a	time	when	the	strength	and	


stability	of	our	healthcare	infrastructure	is	more	important	than	ever,	the	potential	that	


these	profit‐driven	systems	could	close,	eliminate	jobs	and	services	or	move	operations	if	a	


facility	ceases	to	be	as	profitable	as	desired	is	a	cause	for	concern.			


	


Consolidation	is	also	an	issue	for	consumers	because	as	more	providers	become	affiliated	


with	hospital	systems,	and	hospitals	merge,	there	is	greater	potential	for	significant	


disruption	in	the	individual	provider	practices,	as	seen	above,	and	also	to	provider	


networks	generally.		Accurate	listing	and	consistency	of	health	plan	networks	is	important	


not	only	for	those	already	insured,	but	also	for	those	seeking	alternate	coverage,	so	that	


consumers	can	make	reasonably	informed	decisions	concerning	their	healthcare	choices	


based	on	transparent,	accurate	and	intuitive	information.		An	adequate	network	is	


fundamental	to	the	purchase	and	utilization	of	insurance.		Since	it	is	part	of	the	bargain	in	


purchasing	insurance,	it	should	be	transparent	to	all	and	enforceable,	but	current	law	does	


not	require	transparency	of	network	adequacy	standards,	only	the	submission	of	


verification	of	URAC	or	NCQA	accreditation.			SB	392	was	considered	by	the	legislature	last	


year,	and	would	have	required	enhanced	reporting	and	analysis	of	these	networks,	but	


ultimately	was	not	enacted.	


	


This	is	particularly	important	because	we	are	seeing	an	increase	in	occurrences	of	


consumers	receiving	care	at	an	in‐network	facility,	but	receiving	treatment	by	out‐of‐


network	providers	without	notice.		Most	commonly,	this	is	happening	in	Emergency	


Departments	and	in	surgery.		Consumers	do	their	due	diligence	and	use	network	providers	


so	as	to	limit	their	out	of	pocket	liability	under	their	plan,	but	then	are	subjected	to	liability	


for	significant	charges	for	services	performed	by	an	out‐of‐network	provider	that	they	did	


not	consent	to,	received	no	notice	of	and	proactively	sought	to	avoid	by	going	to	a	network	


facility	in	the	first	place.		It	seems	counterintuitive	that	a	person	receiving	emergency	care	
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or	having	surgery	with	a	network	provider	in	a	network	facility	should	have	to	question	


each	person	who	becomes	involved	in	their	care.		


	


Provider	consolidation	impacts	this	issue	of	networks	when	hospital	systems	become	large	


enough	to	represent	a	significant	percentage	of	the	insured	in	the	state.		We	saw	the	


potential	of	this	recently	during	the	contract	dispute	between	Anthem	and	Hartford	


Hospital.		When	Hartford	Hospital’s	contract	with	Anthem	lapsed,	five	of	the	primary	


hospitals	in	central	Connecticut	were	no	longer	in	Anthem’s	network.		Given	that	Anthem	


has	the	largest	percentage	of	insured	in	the	state,	it	was	demonstrative	of	the	impact	that	


this	tendency	towards	consolidation	can	have	on	the	consumers’	ability	to	be	able	to	access	


care.			Another	example	of	the	impact	of	the	lack	of	adequate	network	transparency	


reached	a	tipping	point	this	year	with	the	cuts	to	United	Healthcare’s	Medicare	Advantage	


network.		Though	a	federal	program,	the	lessons	there	are	relevant	to	state	regulated	plans.			


Given	the	landscape	today	with	changing	networks,	transparency	of	network	adequacy	not	


just	in	number,	but	also	in	quality,	of	providers	is	critical.			The	state	should	not	be	in	a	


position	of	endorsing	plans	to	provide	virtually	no	notice	or	demonstration	to	consumers	


of	network	adequacy	when	plans	decide	to	trim	networks	or	when	they	offer	their	plans	for	


sale.		As	we	learned	previously,	it’s	not	the	number	of	providers	in	a	network	that	is	


paramount,	it	is	accessibility	that	matters	most.	Transparency	to	providers	as	to	


expectations	of	participation	is	also	a	critical	component	of	trust	in	the	network	and	value	


to	consumers.			


	


As	in	other	states	that	have	adopted	network	adequacy	standards,	statutory	standards	


create	an	expectation	that	all	plans	will	be	operating	under	transparent	and	uniform	


standards	that	do	not	leave	consumers	at	a	disadvantage	when	purchasing	a	product.			


	


Another	impact	of	this	practice	involves	the	dramatic	increase	in	the	prevalence	of	facility	


fees	charged,	but	of	which	consumers	were	often	unaware.		PA	14‐145	represents	a	first	


step	in	protecting	consumers	against	the	unanticipated	costs	of	facility	fees	associated	with	


hospital	based	outpatient	clinics	(HBOC),	requiring	disclosure	of	the	anticipated	costs	as	


well	as	the	option	to	seek	the	service	at	a	non‐HBOC	to	avoid	the	additional	cost	of	the	
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facility	fee,	but	doesn’t	require	the	same	level	of	disclosure	for	the	cost	of	services	


unrelated	to	facility	fees,	nor	does	it	impose	a	disincentive	for	non‐compliance.			These	


charges	allegedly	enables	the	hospital	that	now	owns	the	provider	practice	to	be	


reimbursed	for	the	general	costs	of	running	an	HBOC,	with	a	separate	fee	for	the	provider’s	


services.		However,	there	appears	to	be	no	tangible	relationship	between	the	overhead	


costs	that	facility	fees	were	intended	to	offset,	with	many	instead	being	based	on	the	


reimbursement	rate	for	the	service	delivered.			One	hospital’s	2013	chargemaster	listed	


facility	fee	rates	for	Anesthesia	services.		These	facility	fees	went	from	$97	for	15	minutes	


up	to	$4240	for	12	hours.		One	would	normally	expect	an	increase	in	overhead	the	longer	a	


service	lasts,	but	that	trend	didn’t	hold	true.		Facility	fees	for	11	½	hours	of	anesthesia	


services	cost	$3,140,	but	the	charge	for	11	¼	hours,	less	time,	cost	$4,339,	1.38	times	more	


than	the	longer	procedure.ii	


	


The	imposition	of	these	additional	charges	on	consumers,	with	no	clear	basis	to	understand	


or	anticipate	them,	represents	a	significant	barrier	to	care	for	many	people.		PA	14‐145	


requires	as	a	part	of	the	notice	provided	that	the	patient	could	receive	the	same	services	at	


a	non‐HBOC	and	no	be	subjected	to	these	additional	fees,	but	if	the	current	rate	of	merger,	


privatization	and	consolidation	continues,	consumers	may	be	less	likely	to	find	such	a	


facility	for	treatment,	and	instead	be	forced	to	pay	these	additional	costs.		Connecticut’s	


Comptroller	recognized	the	burden	that	this	practice	placed	on	consumers	and	fought	


against	these	fees,	utilizing	the	bargaining	power	of	the	state	to	eliminate	these	charges	for	


the	state	employee	plan	enrollees.		Further,	the	Medicare	Payment	Advisory	Committee	has	


recommended	that	facility	fees	no	longer	be	valid	charges	for	certain	services	performed	at	


Ambulatory	Surgery	Centers,	acknowledging	the	unintended	impact	that	this	billing	


practice	has	had	on	consumers.	


	


All	of	these	practices	have	an	impact	on	consumers’	ability	to	clearly	understand	their	


liability	for	services	for	which	they	have	no	clear	basis	to	anticipate	costs	and	that,	in	most	


cases,	they	need	to	have.		Lack	of	transparency	in	costs,	charges	and	patient	cost	sharing	


become	significantly	more	relevant	as	we	consider	the	increase	in	the		
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An	example	of	the	lack	of	transparency	that	is	endemic	in	healthcare	came	from	a	young	


mother	that	recently	attended	one	of	our	outreach	events.		She	had	scheduled	routine	


wellness	checks	for	her	twin	toddlers	with	the	pediatrician.		These	visits	were	considered	


preventative	under	the	ACA	and	would	be	covered	without	cost	sharing.		However,	during	


the	exam,	the	doctor	asked	her	if	she	had	any	questions.		She	did,	asking	about	a	small	


rough	patch	of	skin	on	her	daughter’s	neck.		The	doctor	looked	at	it	and	recommended	an	


over‐the‐counter	remedy,	writing	the	name	down	on	a	slip	of	paper	for	her.		A	month	later,	


this	woman	was	shocked	to	get	a	bill	for	$350	for	an	office	visit	for	her	child	that,	because	


she	asked	a	question,	was	no	longer	considered	to	be	preventative	and	screening,	but	


diagnostic,	and	subject	to	her	full	deductible	and	cost	sharing.	Had	she	been	informed	of	


this,	she	would	never	have	asked	the	question.	Although	this	practice	is	allowed,	


consumers	are	unaware	of	this	and	it	undercuts	the	intent	of	securing	preventive	services	


for	people.		The	practice	of	informing	consumer	of	charges	for	their	healthcare	as	a	part	of	


the	medical	decision‐making	process	rarely	occurs.			


	


Another	example	of	the	impact	on	cost	trend	comes	from	one	of	our	clients	who	contacted	


OHA	about	a	bill	for	routine	chemotherapy	injections	that	he	had	been	receiving	in	his	


provider’s	office	for	nearly	a	year.		His	injection	was	done	in	a	normal	exam	room,	and	the	


total	charge	for	the	medication	was	about	$2,500,	of	which	his	plan	paid	the	provider	the	


negotiated	amount	of	$400,	minus	his	cost	sharing.		During	the	course	of	the	client’s	


treatment,	the	practice	was	acquired	by	a	large	hospital	system.		This	patient	was	aware	of	


this	change,	but	never	received	information	that	the	charges	for	his	treatment	would	


change,	and	was	shocked	when	he	received	a	bill	for	his	first	injection	following	the	


transition.		The	charge	for	the	same	medication,	delivered	in	the	same	office,	by	the	same	


staff,	had	gone	from	about	$2,500	to	nearly	$12,000,	and	the	negotiated	amount	was	over	


$2,100,	which	had	resulted	in	a	significantly	higher	cost	share	for	him	than	he	ever	


imagined,	or	would	have	agreed	to.			


	


As	Connecticut	continues	to	refine	its	health	reform	initiatives,	the	All‐Payer	Claims	


Database	(“APCD”)	remains	a	crucial	element	in	achieving	the	goal	of	transparency	in	our	


health	care	delivery	system.		It	will	enable	us	to	identify	and	understand	healthcare	trends	
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concerning	safety,	quality,	cost‐effectiveness,	access	and	efficiency	in	much	greater	detail	


than	ever	before,	providing	information	essential	to	the	continuing	evolution	of	


Connecticut’s	healthcare	system.	


	


As	you	have	heard	from	stakeholders	and	your	constituents,	Connecticut’s	healthcare	


system	still	needs	work.		Although	we	are	on	a	path	to	reform	our	system,	network	


adequacy,	costs	and	billing	practices,	access	to	providers,	hospital	and	provider	


consolidation,	and	the	technological	evolution	of	healthcare	all	share	a	common,	


fundamental	principle	–	transparency	and	accountability.		Only	through	increased	


transparency	in	the	way	that	all	of	these	elements	of	Connecticut’s	healthcare	system	


function	and	interact	can	stakeholders	and	consumers	maximize	their	effective	use	of	the	


system.	


	


Thank	you	for	providing	me	the	opportunity	to	deliver	OHA’s	testimony	today.		If	you	have	


any	questions	concerning	my	testimony,	please	feel	free	to	contact	me	at	


victoria.veltri@ct.gov.	


	


	


	


	


	


	


	


	


	


	


		


                                                           
i http://www.ct.gov/dph/lib/dph/ohca/hospitalfillings/2013/fsreport_fy2013_final.pdf 
 
ii "2013 John Dempsey Hospital Chargemaster." Hospital Pricemaster Filings. Office of Healthcare Access, 18 Nov. 
2013. Web. 19 Nov. 2014. <http://www.ct.gov/dph/lib/dph/ohca/customer_assistance/pricemasters/dmpsy_pm.pdf>. 
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Testimony of Victoria Veltri 
State Healthcare Advocate 


Before the Public Health Committee 
Concerning SB 809, SB 810, SB 811, SB 812, SB 813, SB 687 & SB 993 


March 11, 2015 
 
 


Good afternoon, Representative Ritter, Senator Gerratana, Senator Markley, Representative 


Srinivasan and members of the Public Health Committee.  For the record, I am Vicki Veltri, 


State Healthcare Advocate with the Office Healthcare Advocate (“OHA”).  OHA is an 


independent state agency with a three-fold mission: assuring managed care consumers 


have access to medically necessary healthcare; educating consumers about their rights and 


responsibilities under health plans; and, informing you of problems consumers are facing 


in accessing care and proposing solutions to those problems.  


 


This series of proposed bills strives to address the complexities of Connecticut’s evolving 


healthcare system and the need for a robust, dynamic, transparent and sustainable model 


for the future. 


 


Transparency and consistency in healthcare costs are crucial to this goal.  Currently, 


consumers have little opportunity to understand or even be informed of the expected cost 


of their healthcare until after the service has been delivered.  These proposed bills support 


the development of a system to study and monitor healthcare costs.  In order for such an 


entity to be responsive the needs of our citizens, it must have participation from all 


stakeholders, payers, providers and consumer, and evaluate the provider charges, 
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consumer costs, payer reimbursement and quality of healthcare in our state.  The All-Payer 


Claims Database (APCD) has potential to provide significant insight into these trends to 


help guide informed policy decisions, but additional granularity in the evaluation of pricing 


trends as well as quality metrics are essential to the realization of the goals promoted here, 


and must be developed thoughtfully.  The concepts promoted by these bills continue our 


state’s discussion and commitment to our ongoing efforts.  SB 813 establishes a central 


resource for consumers to compare the cost and quality of healthcare services across 


providers and hospitals, a comprehensive educational component concerning health 


insurance and clinical terminology and concepts and requires that communications to 


consumers clearly state the charges.  While many of these functions already exist and are 


done well, by both public and private entities, there is no one singular resource for 


consumers to refer to when seeking information or clarity about their healthcare options. 


 


Additional measures must be undertaken to provide consumers with accurate and timely 


information concerning their healthcare needs.  SB 809, SB 993 and SB 687 all seek to 


enhance transparency and equity in the charges for these services.   Hospital mergers and 


provider practice acquisition have augmented the trend of increasing utilization of hospital 


based outpatient departments, but consumers may not always be aware of the additional 


costs that can be associated with the delivery of care in these settings, in particular, the 


imposition of facility fees.  The Medicare Payment Advisory Commission (MedPAC) 


recently modified its position concerning the imposition of these fees and developed a test 


that assesses several distinct criteria for a given service to determine if reimbursement 


should be site-neutral, meaning that the reimbursement should be the same regardless of 


where the service is delivered.  This test assesses whether the additional quality measures 


inherent in a hospital setting are necessary for the safe and effective delivery of a given 


service – which is the reason facility fees were originally permitted.  MedPAC’s test 


considers: if the service is performed at least 50% of the time in a physician office setting, 


an indicator of the safety of providing the service in a non-hospital setting, whether there 


are minimal differences across service locations in how the service is provided, if the 


typical patient acuity is no different across settings and whether the service does not have 


a 90-day surgical code.  Services meeting these criteria are deemed to be clinically safe and 
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appropriate to perform in a physician office setting and the additional level of care that 


facility fees presume to compensate for is unnecessary.  MedPAC’s findings identified a 


series of services, listed as Group 1 of the Medicare payment classification system, as such 


services, and recommended the elimination of facility fee charges for these services when 


delivered in hospital based setting.  The inclusion of this group of services, as amended 


from time to time, represents an important measure to promote effective, high quality 


healthcare while reducing unnecessary costs.  These criteria should serve as a baseline for 


our continuing efforts to evaluate and improve the quality of care that consumers receive, 


while striving to control costs, but we should not stop there.  SB 807 before the Insurance 


and Real Estate Committee promotes the inclusion of these site-neutral standards into 


provider participation agreements with health plans. 


 


Although the intent of SB 809 promotes greater consumer protections against needless and 


often unanticipated expenses, facility fees, where they are appropriate, ought to be based 


on the actual costs of providing the higher level of care that may be indicated for some 


services.   This promotes equity in billing and reimbursement for the delivery of necessary 


treatment, while bolstering transparency in healthcare costs so that consumers can make 


informed and thoughtful decisions concerning where to receive their care.    


 


This issue lends itself to a discussion concerning the need for a single authority to monitor 


and evaluate healthcare cost, delivery and payment trends, as well as the healthcare 


market indicators.  This is not a novel concept.  Other states, including Massachusetts and 


Vermont, have established an entity that monitors the myriad factors influencing 


healthcare policy and delivery in their state.   This coordination and integration of planning 


and policymaking promote maximum stakeholder participation, and must include 


consumers, so reforms may be responsive to all of Connecticut’s residents.   Such an entity 


could evaluate trends, including hospital and provider consolidation, and recommend 


policy changes that incorporate not only our state’s experience, but successes elsewhere.  


Indeed, Connecticut's State Innovation Model (SIM) initiative promotes care coordination 


and resource integration as key components of its model.   Active participation by payers, 


providers, consumer and the state is essential to the successful implementation of this 
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effort and maximizes available resources while minimizing redundancy and the associated 


costs.  However, the development of an effective and responsive infrastructure with which 


to support and measure these efforts is critical to our success.  The creation of a single 


entity to monitor healthcare trends and inform policy is one important step towards the 


realization of this goal, and the proposal to create a statewide health information exchange 


(HIE) is another.  It is a key element in that infrastructure and promotes greater insight 


into population health needs, utilization and cost trends and facilitates greater care 


coordination across providers and payers.  However, as we develop this model, we must be 


thoughtful and deliberate, understanding the limitations that have hampered our efforts to 


develop an effective HIE in the past, while ensuring that the model is dynamic and adaptive 


to the evolution of healthcare delivery, as well as congruent with complimentary regional 


and national efforts, whenever possible.   


 


In order to realize the promise of affordable, quality healthcare, and to stem the 


unsustainable trends in healthcare costs that our state and nation has seen, each person 


needs to be empowered to actively and effectively participate in their own healthcare, but 


the current landscape makes that very difficult for even the most sophisticated consumer 


to achieve.  Providing detailed information about the cost and quality of healthcare for 


consumers, offering consistent policy guidance that is based on a comprehensive 


understanding of market trends and streamlining expectations for providers all are 


important elements of an extensive and inclusive system of reform.  Each by itself 


represents an important initiative, but each by itself cannot achieve these goals, but are 


integral pieces of a larger effort.  These bills continue Connecticut’s initiative to realize the 


effective integration of our healthcare delivery and payment system while promoting 


consistency and transparency for all stakeholders, and affordable, sustainable healthcare 


system for Connecticut.   


 


Thank you for providing me the opportunity to deliver OHA’s testimony today.  If you have 


any questions concerning my testimony, please feel free to contact me at 


victoria.veltri@ct.gov.  



mailto:victoria.veltri@ct.gov
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Testimony	of	Victoria	Veltri	


State	Healthcare	Advocate	


Before	the	Insurance	and	Real	Estate	Committee	


In	support	of	SB	1085	


March	17,	2015	


	


	


Good	afternoon,	Representative	Megna,	Senator	Crisco,	Senator	Kelly,	Representative	


Sampson,	and	members	of	the	Insurance	and	Real	Estate	Committee.		For	the	record,	I	am	


Vicki	Veltri,	State	Healthcare	Advocate	with	the	Office	Healthcare	Advocate	(“OHA”).		OHA	


is	an	independent	state	agency	with	a	three‐fold	mission:	assuring	managed	care	


consumers	have	access	to	medically	necessary	healthcare;	educating	consumers	about	


their	rights	and	responsibilities	under	health	plans;	and,	informing	you	of	problems	


consumers	are	facing	in	accessing	care	and	proposing	solutions	to	those	problems.		


	


Thank	you	for	providing	me	with	the	opportunity	to	comment	on	SB	1085,	An	Act	


Concerning	Health	Insurance	Coverage	For	Mental	Or	Nervous	Conditions,	and	I	would	like	


to	thank	the	committee	for	introducing	this	bill	on	our	behalf.			This	bill	promotes	


uniformity	in	the	coverage	of	mental	health	conditions	across	public	and	private	health	


plans	which,	as	our	healthcare	system	becomes	increasingly	dynamic,	is	critically	


important	for	consumers.		Currently,	many	people	enrolling	for	coverage	through	Access	


Health	CT	(“AHCT”)	experience	churning,	which	occurs	when	a	person’s	income	fluctuates,	


changing	their	eligibility	for	health	coverage	and	causing	them	to	change	from	commercial	
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to	public	coverage,	or	vice	versa.			This	year,	more	than	half	of	the	people	reenrolling	for	


health	insurance	through	AHCT	and	who	experienced	churning	moved	from	Medicaid	to	a	


qualified	health	plan	(“QHP”),	and	if	the	proposal	to	eliminate	Husky	A	coverage	for	parents	


and	caregivers	goes	forward,	an	additional	34,000	people	at	risk	for	churning	will	be	


moved	into	a	QHP.	


	


This	becomes	very	significant	when	we	consider	the	importance	of	continuity	of	care.		


When	consumers	experience	dramatic	changes	in	their	benefit	design,	their	ability	to	


understand	and	effectively	use	their	benefits	in	a	manner	that	promotes	optimal	


compliance	with	their	treatment	can	be	adversely	impacted.		SB	1085	merely	codifies	the	


practice	that	private,	fully	insured	health	plans	have	reported	they	are	already	doing,	as	


well	as	the	Insurance	Department’s	(“CID”)	review	of	each	plan’s	compliance	with	mental	


health	parity	law,	and	mirrors	existing	Medicaid’s	benefits.			In	this	way,	when	consumers	


find	their	financial	circumstances	changing,	with	the	subsequent	change	in	eligibility,	the	


benefits	will	remain	consistent.			Indeed,	this	bill	compliments	HB	6847,	which	clarifies	the	


benefits	and	services	available	to	consumers	for	the	treatment	of	autism	spectrum	disorder	


(“ASD”).	


	


SB	1085	also	supports	effective	treatment	through	its	deference	to	the	member’s	treating	


provider	by	requiring	health	plans	to	cover	medically	necessary	inpatient	and	acute	


treatment	for	fourteen	days	without	prior	authorization.		This	acknowledges	the	reality	


that	each	person’s	clinical	trajectory	may	be	different.		While	general	medical	necessity	


criteria	are	helpful,	and	especially	with	mental	health	treatment,	the	attending	provider	is	


most	ideally	suited	to	make	the	most	appropriate	medical	recommendation	for	their	


patient.		Indeed,	treatment	of	appropriate	duration	is	a	key	component	of	generally	


accepted	practices	and	must	include	not	only	coverage	during	the	immediate,	acute	phase	


of	treatment,	but	for	a	period	adequate	to	effectively	assess	and	diagnose	each	person’s	


needs	and	treatment.		The	premature	denial	of	coverage	for	these	levels	of	care,	due	to	


their	cost	prohibitive	nature,	often	means	that	the	treatment	is	prematurely	discontinued,	


which	leads	to	a	significantly	greater	risk	of	relapse	and	recurrence	of	the	original	


symptoms.				
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SB	1085	is	an	important	and	essential	element	in	our	state’s	efforts	to	promote	access	to	


transparent,	quality	and	cost‐effective	treatment	for	our	citizens,	and	I	urge	your	support.	


	


Thank	you	for	providing	me	the	opportunity	to	deliver	OHA’s	testimony	today.		If	you	have	


any	questions	concerning	my	testimony,	please	feel	free	to	contact	me	at	


victoria.veltri@ct.gov.		
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Testimony of Victoria Veltri 
State Healthcare Advocate 


Before the Public Health Committee 
In support of SB 246 & SB 467 


February 23, 2014 
 
 
 
 
Good	afternoon,	Representative	Ritter,	Senator	Gerratana,	Senator	Markley,	Representative	Srinivasan
and	members	of	the	Public	Health	Committee.		For	the	record,	I	am	Vicki	Veltri,	State	Healthcare	


Advocate	with	the	Office	Healthcare	Advocate	(“OHA”).		OHA	is	an	independent	state	agency	with	a	three‐


fold	mission:	assuring	managed	care	consumers	have	access	to	medically	necessary	healthcare;	educating	


consumers	about	their	rights	and	responsibilities	under	health	plans;	and,	informing	you	of	problems	


consumers	are	facing	in	accessing	care	and	proposing	solutions	to	those	problems.		


	


Senate	Bill	467	would	require	the	establishment	of	minimum	standards	of	practice	for	telemedicine	in	


Connecticut,	and	requires	that	insurers	provide	coverage	for	services	delivered	via	telemedicine.		This	


represents	an	important	element	in	the	development	of	a	comprehensive,	equitable	and	innovative	


delivery	and	reimbursement	model.			As	individuals	integrate	the	digital	environment	into	daily	life,	


telemedicine	represents	a	logical	extension	of	this	trend,	and	it	is	reasonable	that	Connecticut	should	be	


at	the	forefront	of	this	movement.	


	


Telemedicine	has	been	integrated	into	healthcare	treatment	for	well	over	a	decade,	especially	for	chronic	


disease	management,	and	exponential	advances	in	computing	power	and	bandwith	technology	are	


rendering	it	increasingly	easy	to	access	and	share	information	in	virtual	environments.		CMS	has	


recognized	this	and	began	providing	for	basic	coverage	of	telehealth	services	in	1999.		Routine		
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reassessments	of	the	benefits	to	health,	access	and	cost	using	this	model	has	resulted	in	a	gradual	but	


continuing	expansion	of	this	assessment	methodology.		Through	proper	utilization	of	telemedicine,	


consumers	will	benefit	in	a	multitude	of	areas.		From	increased	informed	decision	making	capability	and	


enhanced	quality	of	care,	telemedicine	has	the	potential	to	save	lives	through	increased	access	to	remote	


consultation	for	routine,	chronic	or	acute	care,	resulting	in	earlier	diagnoses	and	intervention.			


	


This	technology	has	been	utilized	for	chronic	homebound	patients	for	years,	with	dramatic	results.		A	


pilot	study	linking	homebound	patients	to	remote	monitoring	systems	resulted	in	a	reduction	of	


hospitalizations	by	54%,	with	substantially	better	patient	outcomes	and	drastic	cost	savings.		Another	


study	of	pregnant	women	in	rural	areas	found	better	compliance	with	medical	treatment	planning	as	well	


as	a	66%	cost	savings	for	those	utilizing	telemedicine	services.		The	expansion	of	access	to	telemedicine	


services	will	impact	a	wide	array	of	demographics	–	the	elderly,	vulnerable,	rural,	and	those	suffering	


from	mental	health	issues	chief	among	them.			


	


There	are	other	factors	of	significance	as	well.		For	those	people	with	access	to	care	issues,	due	either	to	


transportation	or	financial	barriers	or	available	provider	access	due	to	distance,	the	use	of	telemedicine	


in	medically	appropriate	circumstances	can	dramatically	increase	the	likelihood	of	compliance	by	


mitigating	the	associated	costs	of	seeking	medical	treatment,	including	time	off	of	work,	travel	and	its	


associated	costs,	perhaps	difficulty	arranging	childcare	and	more.			


	


While	telemedicine	holds	great	promise	for	innovation	and	increasing	consumer’s	access	to	and	quality	of	


care,	it	is	important	to	understand	that	this	approach	is	still	in	its	infancy.		It	is	important	to	clearly	define	


what	interactive	telemedicine	means,	does	it	include	email,	or	only	real‐time	communications.		More	


importantly,	there	should	be	clear	utilization	guidelines	so	that	consumers	know	what	services	they	are	


entitled	to	and	providers	know	what	services	they	can	provide,	as	well	as	who	may	provide	these	


services	and	how.		Ambiguity	could	have	a	substantial	chilling	effect	on	the	implementation	for	the	


populations	most	likely	to	derive	significant	benefit.			


	


SB	246	requires	the	development	of	such	standards.		The	requirement	that	any	person	receiving	


telemedicine	services	must	have	first	been	evaluated	in	person	by	either	the	telemedicine	provider	or	by	


a	referral	from	the	treating	provider	serves	to	ensure	that	each	patient’s	diagnosis	is	based	on	the	most	


complete	information.		Once	a	diagnosis	and	treatment	plan	have	been	developed,	and	the	utilization	of	


telemedicine	as	an	integral	element	of	that	plan	has	been	determined	appropriate,	qualified	providers	in	
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compliance	with	appropriate	standards	of	care	may	continue	to	follow	the	patient	virtually.			Each	patient	


must	receive	effective	and	informed	consent	concerning	the	treatment	and	implications	of	utilizing	


telemedicine	services.		Further,	the	telemedicine	provider	must	have	access	to	the	patient’s	medical	


record	and	health	history	so	that	they	have	the	patient’s	available	and	relevant	medical	information	to	


ensure	continuity	in	care.	


	


In	addition,	SB	246	adds	an	extra	layer	of	protection	for	consumers	by	requiring	that	any	out	of	state	


providers	providing	telemedicine	services	in	the	state	to	register	with	the	Department	of	Public	Health,	


who	shall	maintain	a	registry	of	these	providers.			


	


As	Connecticut	continues	to	lead	the	way	forward	in	improving	healthcare	systems,	as	evidenced	by	the	


initiatives	promoted	by	the	State	Innovation	Model	Initiative,	telemedicine	is	an	important	tool.		Given	


the	promise	for	innovation	and	consumer	access	to	quality	care,	clear	definition	of	what	interactive		


telemedicine	encompasses	and	the	processes	under	which	it	shall	operate	is	critical	to	the	effective	


integration	of	telehealth	into	our	healthcare	systems.		Further,	concerns	that	the	requirement	of	


insurance	coverage	of	telemedicine	services	may	construe	a	new	state	mandate	are	unfounded.		The	


Centers	of	Medicare	and	Medicaid	Services	has	issued	guidance	affirming	the	importance	of	this	initiative	


and	clarifying	that	they	“do	not	consider…state	requirements	relating	to	service	delivery	method	(e.g.,	


telemedicine)	to	be	state‐required	benefits.”i	


	


Both	SB	246	and	SB	467	are	important	and	complimentary	initiatives	that	are	support	the	future	of	


healthcare	in	our	state	and	nation,	and	are	representative	of	our	state’s	innovative	leadership	in	


healthcare	reform.	


	


Thank	you	for	providing	me	the	opportunity	to	deliver	OHA’s	testimony	today.		If	you	have	any	questions	


concerning	my	testimony,	please	feel	free	to	contact	me	at	victoria.veltri@ct.gov.		


	
                                                           
i http://www.cms.gov/CCIIO/Resources/Data-Resources/ehb.html 
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Testimony of Victoria Veltri 
State Healthcare Advocate 


Before the Public Health Committee 
In support of SB 252 


February 23, 2014 
 
 
 
 
Good	afternoon,	Representative	Ritter,	Senator	Gerratana,	Senator	Markley,	Representative	Srinivasan
and	members	of	the	Public	Health	Committee.		For	the	record,	I	am	Vicki	Veltri,	State	Healthcare	


Advocate	with	the	Office	Healthcare	Advocate	(“OHA”).		OHA	is	an	independent	state	agency	with	a	three‐


fold	mission:	assuring	managed	care	consumers	have	access	to	medically	necessary	healthcare;	educating	


consumers	about	their	rights	and	responsibilities	under	health	plans;	and,	informing	you	of	problems	


consumers	are	facing	in	accessing	care	and	proposing	solutions	to	those	problems.		


	


I	appreciate	the	opportunity	to	comment	on	Senate	Bill	252,	An	Act	Concerning	Reports	Of	Infectious	


Disease	At	Hospitals.		This	bill	builds	upon	existing	statute	that	requires	robust	reporting	of	hospital	


acquired	infections	(HAI’s)	to	the	Department	of	Public	Health	(DPH)	and	would	establish	expanded	


analysis	and	publication	of	this	data.	


	


As	Connecticut’s	healthcare	system	continues	to	evolve,	transparency	becomes	more	important	than	ever	


as	consumers	seek	the	best,	most	appropriate	and	most	cost	effective	treatment.		SB	252	promotes	this	


transparency	by	making	available	to	the	public	much	more	information	concerning	the	rate	and	type	of	


HAIs	in	Connecticut	and	helps	to	inform	consumer	choice.		


	


Thank	you	for	providing	me	the	opportunity	to	deliver	OHA’s	testimony	today.		If	you	have	any	questions	


concerning	my	testimony,	please	feel	free	to	contact	me	at	victoria.veltri@ct.gov.		
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Testimony of Victoria Veltri 
State Healthcare Advocate 


Before the Public Health Committee 
In support of SB 253 & SB 687 


March 11, 2015 
 
 


Good afternoon, Representative Ritter, Senator Gerratana, Senator Markley, Representative 


Srinivasan and members of the Public Health Committee.  For the record, I am Vicki Veltri, 


State Healthcare Advocate with the Office Healthcare Advocate (“OHA”).  OHA is an 


independent state agency with a three-fold mission: assuring managed care consumers 


have access to medically necessary healthcare; educating consumers about their rights and 


responsibilities under health plans; and, informing you of problems consumers are facing 


in accessing care and proposing solutions to those problems.  


 


Thank you for the opportunity to comment on SB 253, AAC Payment To An Ambulance 


Service and SB 687, AAC Notice To Patients Of Costs For Routine Health Services.  Both 


proposed bills advance fairness and transparency in healthcare billing. 


 


SB 687 requires health care providers to inform patients of the cost for routine medical 


treatment and services.  As consumers increasingly take on more responsibility for the cost 


of their care, with large health insurance deductibles and sharing an increased amount of 


the cost of a service, providing as much information as possible concerning that liability is 


crucial.  Information concerning the actual charges for a service is necessary for consumers 


to make informed decisions about where and with whom to receive treatment.   
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Of course, the charges only reflect one component of the costs of a consumer’s healthcare 


experience.  True transparency requires that consumers receive advance notice of the 


allowed amount, or the discounted rate that each provider has agreed to accept from the 


health plan in return for plan participation, for each service.  Consumer cost sharing for in-


network treatment is based not on the total charge, but on this discounted rate.  


Massachusetts recently enacted legislation promoting this transparency, requiring health 


plans as well as providers to provide real time estimates concerning the cost of a given 


service.  Given the exorbitant costs of many common medical services, an accurate estimate 


of what a service will cost has become a necessity for consumers to fully evaluate the most 


appropriate course of treatment for their individual circumstances.  In nearly every other 


segment of society, consumers have information concerning cost, quality, reviews, and 


more about a product of service on which to rely before making important and expensive 


decisions.  Why should healthcare be any different?   


 


A similar principle is promoted by SB 253, which requires that ambulance companies to 


only begin billing consumers for the service after the insurer has issued a denial.  What this 


bill proposed affirms is the variation in consumer cost sharing.  By requiring these 


companies to allow the consumer’s claim to be processed for payment by the health plan 


prior to billing for the services, SB 253 acknowledges the differences in the allowed amount 


among health plans and ambulance providers.   However, simply waiting for a denial of 


coverage does not necessarily mean that the consumer’s liability has been established, 


although there will be much more clarity following the health plan’s review of the claim.  


Consumers also have a robust appeal mechanism available to challenge any adverse 


determination by the health plan. 


 


Both of these proposed bills promote transparency, consumer protection and principles of 


fairness and equity, and enhance the information available to consumers as they make 


important decisions about their health care.   Thank you for providing me the opportunity 


to deliver OHA’s testimony today.  If you have any questions concerning my testimony, 


please feel free to contact me at victoria.veltri@ct.gov.  


 



mailto:victoria.veltri@ct.gov
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Testimony	of	Victoria	Veltri	


State	Healthcare	Advocate	


Before	the	Insurance	and	Real	Estate	Committee	


In	support	of	SB	5	


February	3,	2015	


	


Good	afternoon,	Representative	Megna,	Senator	Crisco,	Senator	Kelly,	Representative	Sampson,	and	


members	of	the	Insurance	and	Real	Estate	Committee.		For	the	record,	I	am	Vicki	Veltri,	State	Healthcare	


Advocate	with	the	Office	Healthcare	Advocate	(“OHA”).		OHA	is	an	independent	state	agency	with	a	three‐


fold	mission:	assuring	managed	care	consumers	have	access	to	medically	necessary	healthcare;	educating	


consumers	about	their	rights	and	responsibilities	under	health	plans;	and,	informing	you	of	problems	


consumers	are	facing	in	accessing	care	and	proposing	solutions	to	those	problems.		


	


Senate	Bill	5	requiring	that	insurers	provide	coverage	for	services	delivered	via	telemedicine	is	an	


important	element	in	the	development	of	a	comprehensive,	equitable	and	innovative	delivery	and	


reimbursement	model.		This	will	enhance	consumer’s	access	to	their	providers	and	makes	important	


strides	as	individuals	integrate	the	digital	environment	into	their	lives,	telemedicine	represents	a	logical	


extension	of	this	trend,	and	it	is	reasonable	that	Connecticut	should	be	at	the	forefront	of	this	movement.	


	


Telemedicine	has	been	integrated	into	healthcare	treatment	for	well	over	a	decade,	and	exponential	


advances	in	computing	power	and	bandwith	technology	are	rendering	it	increasingly	easy	to	access	and	


share	information	in	virtual	environments.		CMS	has	recognized	this	and	began	providing	for	basic	


coverage	of	telehealth	services	in	1999.		Routine	reassessments	of	the	benefits	to	health,	access	and	cost	


using	this	model	has	resulted	in	a	gradual	but	continuing	expansion	of	this	assessment	methodology.		
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Through	proper	utilization	of	telemedicine,	consumers	will	benefit	in	a	multitude	of	areas.		From	


increased	informed	decision	making	capability	and	enhanced	quality	of	care,	telemedicine	has	the	


potential	to	save	lives	through	increased	access	to	remote	consultation	for	routine,	chronic	or	acute	care,	


resulting	in	earlier	diagnoses	and	intervention.		In	addition,	as	EHR	becomes	standardized,	providers	will	


have	increased	access	to	each	patient’s	medical	record.			


	


This	technology	has	been	utilized	for	chronic	homebound	patients	for	years,	with	dramatic	results.		A	


pilot	study	linking	homebound	patients	to	remote	monitoring	systems	resulted	in	a	reduction	of	


hospitalizations	by	54%,	with	substantially	better	patient	outcomes	and	drastic	cost	savings.		The	


expansion	of	access	to	telemedicine	services	will	impact	a	wide	array	of	demographics	–	the	elderly,	


vulnerable,	rural,	and	those	suffering	from	mental	health	issues	chief	among	them.	


	


While	telemedicine	holds	great	promise	for	innovation	and	increasing	consumer’s	access	to	and	quality	of	


care,	it	is	important	to	understand	that	this	approach	is	still	in	its	infancy.		It	is	important	to	clearly	define	


what	interactive	telemedicine	means,	does	it	include	email,	or	only	real‐time	communications.		More	


importantly,	there	should	be	clear	utilization	guidelines	so	that	consumers	know	what	services	they	are	


entitled	to	and	providers	know	what	services	they	can	provide.		Ambiguity	could	have	a	substantial	


chilling	effect	on	the	implementation	for	the	populations	most	likely	to	derive	significant	benefit.			


	


Of	equal	importance	is	clarity	concerning	those	providers	delivering	telemedicine	services.			Connecticut	


currently	requires	that	any	physician	providing	telemedicine	services	must	have	a	valid	Connecticut	


medical	license.		However,	holding	a	current	licensure	in	Connecticut	does	not	necessarily	mean	that	the	


provider	resides	and	practices	in	the	state.		As	the	Connecticut	State	Medical	Society	has	noted,	the	lack	of	


clear	guidelines	concerning	the	delivery	and	use	of	telemedicine	services	in	Connecticut	could	result	in	


out‐of‐state	providers	with	Connecticut	licensure	who	have	no	connection	or	relationship	with	the	


patient.			These	providers’	lack	of	understanding	of	the	local	healthcare	system	can	adversely	affect	the	


consumer’s	continuity	of	care,	given	the	lack	of	relationship	with	local	provider,	difficulty	following	up	


with	the	same	provider,	as	well	as	access	to	electronic	health	records,	and	runs	counter	to	reform	efforts.	


	


As	Connecticut	continues	to	lead	the	way	forward	in	improving	healthcare	systems,	as	evidenced	by	the	


initiatives	promoted	by	the	State	Innovation	Model	Initiative,	telehealth	is	an	important	tool.		Given	the	


promise	for	innovation	and	consumer	access	to	quality	care,	clear	definition	of	what	interactive		
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telemedicine	encompasses	is	critical	to	the	effective	integration	of	telehealth	into	our	healthcare	systems.		


The	Centers	of	Medicare	and	Medicaid	Services	has	issued	guidance	affirming	the	importance	of	this	


initiative	and	clarifying	that	they	“do	not	consider…state	requirements	relating	to	service	delivery	


method	(e.g.,	telemedicine)	to	be	state‐required	benefits.”i	


	


Thank	you	for	providing	me	the	opportunity	to	deliver	OHA’s	testimony	today.		If	you	have	any	questions	


concerning	my	testimony,	please	feel	free	to	contact	me	at	victoria.veltri@ct.gov.		


	
                                                           
i http://www.cms.gov/CCIIO/Resources/Data-Resources/ehb.html 
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Testimony of Victoria Veltri 
State Healthcare Advocate 


Before the Public Health Committee 
In support of SB 6 


March 11, 2015 
 
 


Good afternoon, Representative Ritter, Senator Gerratana, Senator Markley, Representative 


Srinivasan and members of the Public Health Committee.  For the record, I am Vicki Veltri, 


State Healthcare Advocate with the Office Healthcare Advocate (“OHA”).  OHA is an 


independent state agency with a three-fold mission: assuring managed care consumers 


have access to medically necessary healthcare; educating consumers about their rights and 


responsibilities under health plans; and, informing you of problems consumers are facing 


in accessing care and proposing solutions to those problems.  


 


I would like to thank you for the opportunity to comment on SB 6, An Act Decreasing the 


Time Frames for Urgent Care Adverse Determination Review Requests.  The proposed 


change that insurers complete the review process for urgent care utilization review 


requests and issue a decision within forty-eight hours of the receipt of such a request 


instead of the current seventy-two hours, acknowledges the clinical reality that, in many 


cases, delays in the onset of treatment may be the difference between recovery or relapse.   


 


Thank you for providing me the opportunity to deliver OHA’s testimony today.  If you have 


any questions concerning my testimony, please feel free to contact me at 


victoria.veltri@ct.gov.  


 



mailto:victoria.veltri@ct.gov
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Testimony of Victoria Veltri 
State Healthcare Advocate 


Before the Public Health Committee 
In support of SB 809 & SB 993 


March 11, 2015 
 
	


Good	afternoon,	Representative	Ritter,	Senator	Gerratana,	Senator	Markley,	Representative	Srinivasan	


and	members	of	the	Public	Health	Committee.		For	the	record,	I	am	Vicki	Veltri,	State	Healthcare	


Advocate	with	the	Office	Healthcare	Advocate	(“OHA”).		OHA	is	an	independent	state	agency	with	a	three‐


fold	mission:	assuring	managed	care	consumers	have	access	to	medically	necessary	healthcare;	educating	


consumers	about	their	rights	and	responsibilities	under	health	plans;	and,	informing	you	of	problems	


consumers	are	facing	in	accessing	care	and	proposing	solutions	to	those	problems.		


	


Thank	you	for	the	opportunity	to	comment	on	SB	809	and	SB	993,	both	of	which	are	titled	AAC	Facility	


Fees.		These	bills	strive	to	continue	the	efforts	to	enhance	consumer	protection	by	promoting	greater	


transparency	in	health	care	system’s	use	of	facility	fees.		SB	993	adds	to	the	consumer	notice	required	by	


P.A.	14‐145,	requiring	that	hospitals	add	to	their	websites	notice	concerning	the	imposition	of	facility	fees	


for	consumers.	


	


SB	809	brings	Connecticut	into	alignment	with	the	Medicare	Payment	Advisory	Commission’s	(MedPAC)	


position	concerning	the	imposition	of	these	fees,	limiting	Medicare	reimbursement	for	one	group	of	


services	that	meets	specific	criteria.		MedPAC’s	test	assesses	several	distinct	criteria	for	a	given	service:		if	


the	service	is	performed	at	least	50%	of	the	time	in	a	physician	office	setting,	an	indicator	of	the	safety	of	


providing	the	service	in	a	non‐hospital	setting,	whether	there	are	minimal	differences	across	service	


locations	in	how	the	service	is	provided,	if	the	typical	patient	acuity	is	no	different	across	settings	and		
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whether	the	service	does	not	have	a	90	day	surgical	code.		Services	meeting	these	criteria	are	deemed	to	


be	clinically	safe	and	appropriate	to	perform	in	a	physician	office	setting,	and	the	additional	level	of	care	


that	facility	fees	presume	to	compensate	for	is	unnecessary.		The	services	listed	in	Group	1	of	the	


Medicare	payment	classification	system	are	such	services,	and	the	elimination	of	facility	fee	charges	for	


these	services	when	delivered	in	hospital	based	settings	is	appropriate.			


	


Although	the	intent	of	SB	809	promotes	greater	consumer	protections	against	unnecessary	and	often	


unanticipated	expenses,	its	limit	of	$100	is	well	intentioned,	but	may	inadvertently	bar	hospitals	from	


receiving	reimbursement	for	the	actual	cost	of	care	delivery	when	such	a	setting	is	medically	indicated.		


Instead,	it	artificially	sets	a	cap	for	the	provision	of	services	that	is	unrelated	to	the	actual	cost	of	that	


care.		Facility	fees,	where	they	are	appropriate,	ought	to	be	based	on	the	actual	costs	of	providing	the	


higher	level	of	care	that	may	be	indicated	for	some	services.			This	promotes	equity	in	billing	and	


reimbursement	for	the	delivery	of	necessary	treatment,	while	bolstering	transparency	in	healthcare	costs	


so	that	consumers	can	make	informed	and	thoughtful	decisions	concerning	where	to	receive	their	care.	


	


Thank	you	for	providing	me	the	opportunity	to	deliver	OHA’s	testimony	today.		If	you	have	any	questions	


concerning	my	testimony,	please	feel	free	to	contact	me	at	victoria.veltri@ct.gov.		
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Testimony of Victoria Veltri 
State Healthcare Advocate 


Before the Public Health Committee 
In support of SB 994 


March 18, 2015 
 
Good	afternoon,	Representative	Ritter,	Senator	Gerratana,	Senator	Markley,	Representative	


Srinivasan	and	members	of	the	Public	Health	Committee.		For	the	record,	I	am	Vicki	Veltri,	


State	Healthcare	Advocate	with	the	Office	Healthcare	Advocate	(“OHA”).		OHA	is	an	


independent	state	agency	with	a	three‐fold	mission:	assuring	managed	care	consumers	


have	access	to	medically	necessary	healthcare;	educating	consumers	about	their	rights	and	


responsibilities	under	health	plans;	and,	informing	you	of	problems	consumers	are	facing	


in	accessing	care	and	proposing	solutions	to	those	problems.		


	


I	would	like	to	thank	the	committee	for	introducing	SB	994,	AAC	Contract	Disputes	


Between	Hospitals	And	Insurers.		As	Connecticut	continues	to	see	unprecedented	levels	of	


mergers	and	consolidation,	it	is	important	that	we	strive	to	mitigate	the	potential,	


unintended	consequences	for	consumers.		Historically,	when	a	contract	between	a	hospital	


system	and	a	health	plan	terminated,	resulting	in	the	loss	of	that	hospital	from	the	health	


plan’s	network,	plan	members	had	reasonable	alternatives	available	for	them	to	continue	


to	receive	care.		However,	the	composition	of	our	current	healthcare	system	no	longer	has	


the	same	degree	of	flexibility	to	limit	the	impact	of	such	contract	disputes.		One‐half	of	the	


hospitals	in	our	state	have	merged	with	large	systems,	and	two	of	these	systems	account	


for	more	than	half	of	all	hospital	revenue	in	the	state.		In	additional	to	the	acute	care	


hospitals,	these	hospital	systems	also	acquire	provider	practices	in	order	to	expand	the	


scope	and	range	of	the	services	that	they	offer,	and	now	60%	of	primary	care	physicians	


and	50%	of	surgeons	work	for	a	hospital	system.	
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As	we	saw	last	year	in	the	contract	dispute	between	Anthem	and	Hartford	Hospital	Group,	


this	consolidation	resulted	in	a	significant	impact	on	consumers,	with	no	hospitals	in	


Central	Connecticut	remaining	in‐network	for	the	plan	members.		This	created	an	


untenable	situation	for	the	many	people	insured	by	our	state’s	largest	commercial	health	


plan,	causing	fear	and	uncertainty	about	how	and	where	they	would	be	able	to	receive	


acute	services,	should	they	need	them.	


	


SB	994	seeks	to	provide	members	with	some	measure	of	security	when	these	hospital	


systems	and	a	health	plan	cannot	reach	an	agreement	to	renew	their	contract	for	care	


delivery	prior	to	the	termination	of	that	contract.		The	imposition	of	a	two	month	cooling	


off	period	provides	the	parties	with	additional	time	essential	to	assess	their	needs	without	


the	demands	on	ongoing	negotiations,	during	which	time	members	access	to	services	


remain	intact.			Following	this	period	of	reflection,	the	parties	then	can	resume	contract	


negotiations	for	an	additional	30	days.		It’s	important	to	recognize	that	either	party	may	


still	terminate	a	contract	for	cause,	without	the	cooling	off	period	with	consent	of	the	


Commissioner	of	Public	Health.	


	


The	requirement	that	hospitals	and	health	plans	continue	to	provide	uninterrupted	


coverage	to	consumers	for	an	additional	period	of	negotiation	does	not	impact	t		


 


Thank	you	for	providing	me	the	opportunity	to	deliver	OHA’s	testimony	today.		If	you	have	


any	questions	concerning	my	testimony,	please	feel	free	to	contact	me	at	


victoria.veltri@ct.gov.		


	








	
	
	


	
Testimony of Victoria Veltri 
State Healthcare Advocate 


Before the Insurance and Real Estate Committee 
Re SB 11 


February 18, 2014 
 
 
Good afternoon, Senator Crisco, Representative Megna, Senator Kelly, Representative 
Sampson, and members of the Insurance and Real Estate Committee.  For the record, I am 
Victoria Veltri, State Healthcare Advocate with the Office Healthcare Advocate (“OHA”).  OHA is 
an independent state agency with a three‐fold mission: assuring consumers have access to 
medically necessary healthcare; educating consumers about their rights and responsibilities 
under health plans; and, informing you of problems consumers are facing in accessing care and 
proposing solutions to those problems.  
 
SB 11 authorizes the Connecticut Health Insurance Exchange (HIX) d/b/a Access Health CT to 
negotiate premiums for qualified health plans offered through exchange in Connecticut.  The 
Health Insurance Exchange’s governing statute includes a mandate to reduce the number of 
Connecticut consumers without health insurance and assist consumers with the selection a 
Qualified Health Plan (QHP).   Access Health CT is further empowered in C.G.S. 38a‐1083(c)(20) 
to “do all acts and things necessary and convenient to carry out the purposes of the exchange.”  
Access Health CT should be allowed to use its position as representative of hundreds of 
thousands of Connecticut consumers when it is appropriate to accomplish its goals.   
 
Federal regulations extend the Exchange’s authority to review of rates.  One of  the powers of 
the Connecticut Exchange is to “(24) Seek to include the most comprehensive health benefit 
plans that offer high quality benefits at the most affordable price in the exchange”.  
Conn.Gen.Stat. § 38‐1084(24).  Implicit in this language is that the Exchange will do all it can to 
ensure that consumers get the biggest bang for their buck when purchasing an insurance 
product, including driving the best price through and the exploration of varying plan designs 
within its authority to do so.  Consistent with this, the Exchange’s authority under federal law 
extends to the question of whether to certify a plan or not after reviewing rates.  (Under the 
current QHP criteria, the board does have the authority to reject plans for participation that are 







price outliers.)  Under our Exchange statutes and federal regulation, the Connecticut Insurance 
Department maintains final statutory rate review authority over QHPs to assure that rates are 
actuarially sound. CID exercised this authority in the first year of the operation of the Exchange 
to push back on rate requests and should continue to use this authority on an ongoing basis to 
conduct aggressive rate reviews.  
 
It’s also important to note that active purchasing techniques also include items as leveraging 
state purchasing initiatives, requiring interoperable provider IT systems so we can use 
technology appropriately, flexible plan designs,  participation in innovation models, such as the 
State Innovation Model Initiative, and other alteration of qualified health plan criteria.   
 
Last year, I stated that I was committed to the Exchange becoming an active purchaser.  The 
Access Health Ct Board discussed selective contracting as a future option past year one.  We 
need to continue to explore every option to make coverage affordable. There are over 50,000 
reasons to do so.1 
 
If you have any questions concerning my testimony, please feel free to contact me at 
victoria.veltri@ct.gov.  


                                                 
1 There are over 50,000 individuals enrolled in Qualified Health Plans through the exchange. 








	
	
	


	
Testimony of Victoria Veltri 
State Healthcare Advocate 


Before the Insurance and Real Estate Committee 
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February 17, 2015 
 
 
Good	afternoon,	Senator	Crisco,	Representative	Megna,	Senator	Kelly,	Representative	


Sampson,	and	members	of	the	Insurance	and	Real	Estate	Committee.		For	the	record,	I	am	


Victoria	Veltri,	State	Healthcare	Advocate	with	the	Office	Healthcare	Advocate	(“OHA”).		


OHA	is	an	independent	state	agency	with	a	three‐fold	mission:	assuring	consumers	have	


access	to	medically	necessary	healthcare;	educating	consumers	about	their	rights	and	


responsibilities	under	health	plans;	and,	informing	you	of	problems	consumers	are	facing	


in	accessing	care	and	proposing	solutions	to	those	problems.		


	


Thank	you	for	the	opportunity	to	comment	on	SB	16,	An	Act	Concerning	Benefits	Payable	


For	Assessments	To	Determine	A	Diagnosis	Of	A	Mental	Or	Nervous	Condition	And	Related	


Conditions.			This	proposal	acknowledges	the	importance	for	Connecticut	consumers	of	


improving	access	to	behavioral	health	providers	which,	as	multiple	stakeholders	have	


found	over	the	past	several	years,	remains	a	challenge.		SB	16	reinforces	current	statute	


which	begins	to	correct	this	deficit	and	expanded	coverage	the	types	of	providers	who	may	


be	reimbursed	for	providing	these	important	services.	


	


Evaluation	and	diagnosis	of	mental	or	nervous	conditions	cannot	be	viewed	with	the	same	


lens	as	standard	medical	conditions.		While	comprehensive	standards	exist	to	guide	







providers,	the	objective	measures	necessary	to	an	accurate	diagnosis	may	be	more	difficult	


to	ascertain	in	one	or	two	visits	with	a	provider.		Medical	conditions	can	be	assessed	with	


simple,	tangible	and	concrete	tests.		Mental	or	nervous	conditions	may	require	a	more	


subtle	approach	where	the	patient	establishes	a	relationship	with	their	provider	and	gives	


information	with	which	the	provider	can	make	a	diagnosis.		However,	this	may	not	happen	


right	away.		SB	16	acknowledges	this	reality	by	allowing	behavioral	health	providers	to	


appropriately	treat	their	patients,	and	receive	appropriate	reimbursement	for	those	


necessary	services,	and	removing	the	artificial	constraints	of	visit	limitations.	


	


These	provisions	also	help	to	bring	plans	into	compliance	with	current	law	requiring	parity	


in	coverage	of	behavioral	health	conditions	with	medical	conditions.			Opponents	of	this	


proposal	may	suggest	that	the	requirement	that	the	inclusion	of	alternate	providers	in	


sections	c)	and	d)	of	this	bill	represent	an	additional	mandate.		However,	the	U.S.	


Department	of	Health	and	Human	Services	issued	guidance	on	this	issue	which	states,	in	


relevant	part:	


	


We	consider	state‐required	benefits	(or	mandates)	to	include	only	specific	care,	


treatment,	or	services	that	a	health	plan	must	cover.	We	do	not	consider	provider	


mandates,	which	require	a	health	plan	to	reimburse	specific	health	care	


professionals	who	render	a	covered	service	within	their	scope	of	practice,	to	be	


state‐required	benefits	for	purposes	of	EHB	coverage.	


	


This	clarification	means	that	SB	16’s	inclusion	of	the	alternate	provider	types	as	


appropriate	and	reimbursable	providers	for	the	evaluation	and	treatment	of	mental	or	


nervous	conditions	does	not	represent	a	mandate	for	the	state.		Instead,	it	serves	the	dual	


purpose	of	complying	with	state	and	federal	parity	laws	and	continues	the	work	of	


enhancing	our	state’s	behavioral	health	system.	


	


Thank	you	very	much	for	your	foresight	and	dedication	to	this	timely	and	critical	issue.			


If	you	have	any	questions	concerning	my	testimony,	please	feel	free	to	contact	me	at	


victoria.veltri@ct.gov.		
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Good	afternoon,	Representative	Megna,	Senator	Crisco,	Senator	Kelly,	Representative	Sampson,	and	


members	of	the	Insurance	and	Real	Estate	Committee.		For	the	record,	I	am	Vicki	Veltri,	State	Healthcare	


Advocate	with	the	Office	Healthcare	Advocate	(“OHA”).		OHA	is	an	independent	state	agency	with	a	three‐


fold	mission:	assuring	managed	care	consumers	have	access	to	medically	necessary	healthcare;	educating	


consumers	about	their	rights	and	responsibilities	under	health	insurance	plans;	and,	informing	you	of	


problems	consumers	are	facing	in	accessing	care	and	proposing	solutions	to	those	problems.		


	


I	would	like	to	thank	you	for	the	opportunity	to	comment	on	SB	21,	An	Act	Concerning	Health	Insurance	


Coverage	of	Abuse‐Deterrent	Opioid	Analgesics	and	SB	24,	An	Act	Establishing	Standards	and	


Requirements	for	Insurers’	Drug	Formularies,	Requiring	Disclosure	of	Certain	Health	Insurance	Plan	


Information	for	Consumer	Comparison	Purposes,	and	Requiring	the	Connecticut	Health	Insurance	


Exchange	and	the	Insurance	Department	to	Evaluate	Health	Insurers’	Compliance	with	the	Affordable	


Care	Act. 


 	


SB	21	is	a	very	important	measure	to	promote	and	preserve	equitable	consumer	access	to	appropriate	


treatment	options,	as	well	as	address	the	growing	problem	in	our	state	and	nation	of	substance	abuse	and	


addiction	to	opioid	drugs.	
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Nearly	120	million	Americans	struggle	to	manage	their	chronic	pain1,	with	an	estimated	annual	cost	of	


$635	billion	in	both	medical	costs	and	decreased	work	productivity.2		Opioid	analgesics	are	a	highly	


effective	treatment	option	for	these	individuals.		However,	the	risk	for	abuse	of	these	medications	is	


significant.		Rates	of	drug	abuse	in	our	nation	quadrupled	between	1990	and	2000,	and	the	rate	of	deaths	


due	to	drug	abuse	more	than	doubled	from	1999	to	2013.3			


	


In	response,	the	pharmaceutical	industry	continues	to	develop	products	that	provide	the	analgesic	


benefits	of	opioid	products	while	incorporating	abuse‐deterrent	elements	into	these	new	products.		The	


promise	of	these	medications	is	that	people	may	receive	effective	pain	relief	while	minimizing	the	risk	of	


resulting	addiction	to	the	opioid.			


	


SB	21	acknowledges	the	benefits	of	this	treatment	approach	while	promoting	equitable	and	affordable	


consumer	access	to	these	medications	that	is	no	more	burdensome	than	coverage	for	non‐abuse	


deterrent	opioids.		Although	insurers	may	cover	recently	FDA	approved	abuse	deterrent	opioid	in	their	


formularies,	that	coverage	may	be	subject	to	different	cost	sharing	requirements	than	are	required	for	


non‐abuse	deterrent	opioids.		A	review	of	AHCT	QHP	plan	documents	for	several	2015	plans	identified	


five	abuse	deterrent	opioids,	but	confirmed	this	variation	in	coverage.		While	many	insurers	will	include	


FDA	approved	abuse	deterrent	opioids,	they	are	often	categorized	as	Tier	4,	which	has	the	highest	cost	


sharing	for	consumers,	up	to	50%	of	cost	versus	a	flat	co‐pay,	while	the	insurer	reviews	the	literature	


concerning	the	drug’s	application	and	efficacy,	often	a	lengthy	process.	


	


This	significant	difference	in	cost	may	preclude	an	individual	from	continuing	their	course	of	treatment	


for	their	chronic	pain	with	an	opioid	that	has	abuse	deterrent	properties,	but	instead	drive	them	to	use	a	


non‐abuse	deterrent	opioid	for	treatment,	increasingly	the	risk	of	abuse	and	addiction,	with	all	of	the	


associated	health,	social	and	economic	impacts.		What	SB	21	does	is	promote	access	to	these	abuse	


deterrent	opioids,	a	concept	that	has	been	championed	by	the	FDA,	CDC,	SAMHSA,	as	well	as	two	of	the	


pharmaceutical	industries	largest	trade	groups4	and	the	members	of	the	U.S.	Senate5.	


	


SB	24	extends	this	concept	by	requiring	insurers	to	provide	affordable	access	to	medications	throughout	


a	plan	year.		Requiring	coverage	of	medications	at lower cost-sharing tier merely ensures that consumers 


may receive treatment for their medical condition, but permits flexibility in insurer’s formulary if less 


costly, therapeutically equivalent medications are also available.  The prohibition on insurer changes to 
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their drug formularies during a policy year further promotes this premise and enhances transparency.  


However, new medications are continually entering the market, and as long as such addition does not 


result in the removal of or shifting of any medications to higher cost tiers, permitting the addition of new 


medications into insurer formularies during the plan year promotes quality of care and provides 


consistency for consumers.  As we have seen the cost of healthcare increasingly shifting to consumers, 


plan selection will often involve and evaluation of the expected costs of that care throughout the plan 


year.  Consumers must not only account for the premiums when assessing the affordability of a plan, but 


also the cost sharing and availability of any medications or services that they know they will need to 


utilize.  Changing these terms and cost-sharing during a plan year could adversely impact a consumer’s 


ability to afford the necessary care.  Prohibiting formulary changes midyear would accomplish this goal, 


but may also stifle quality care initiatives and access to care if new products could not be included until 


the next plan year. 


 


SB 21 and SB 24 are simple concepts that have the potential for dramatic benefit to consumers in need of 


pharmaceutical therapeutic intervention by ensuring equitable, affordable and responsive access to the 


most appropriate treatment, and I wholeheartedly support them. 


 


Thank	you	for	providing	me	the	opportunity	to	deliver	OHA’s	testimony	today.		We	look	forward	to	


continuing	to	collaborate	and	advocate	for	the	consumers	of	Connecticut	in	this	important	matter.			


If	you	have	any	questions	concerning	my	testimony,	please	feel	free	to	contact	me	at	


victoria.veltri@ct.gov.		


	


	


	


	


	


	


	


                                                           
1 http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3411218/" \l "b1-ptj3707412 
2 http://www.ncbi.nlm.nih.gov/pmc/articles/PMC3411218/" \l "b1-ptj3707412 
3 http://www.cdc.gov/homeandrecreationalsafety/overdose/facts.html 
4 http://raps.org/Regulatory-Focus/News/2015/01/20/21120/Should-FDA-Pull-Non-Abuse-Deterrent-Generic-Opioids-off-the-Market-
PhRMA-Bio-Say-Yes/ 
5 http://www.raps.org/regulatoryDetail.aspx?id=18578 
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Good	afternoon,	Representative	Megna,	Senator	Crisco,	Senator	Kelly,	Representative	Sampson,	and	


members	of	the	Insurance	and	Real	Estate	Committee.		For	the	record,	I	am	Vicki	Veltri,	State	Healthcare	


Advocate	with	the	Office	Healthcare	Advocate	(“OHA”).		OHA	is	an	independent	state	agency	with	a	three‐


fold	mission:	assuring	managed	care	consumers	have	access	to	medically	necessary	healthcare;	educating	


consumers	about	their	rights	and	responsibilities	under	health	insurance	plans;	and,	informing	you	of	


problems	consumers	are	facing	in	accessing	care	and	proposing	solutions	to	those	problems.		


	


I	would	like	to	thank	you	for	the	opportunity	to	comment	on	SB	21,	An	Act	Concerning	Health	Insurance	
Coverage	of	Abuse‐Deterrent	Opioid	Analgesics.		This	is	a	very	important	measure	to	help	ensure	that	
consumers	have	equity	access	to	appropriate	treatment	options.	
	


Thank	you	for	providing	me	the	opportunity	to	deliver	OHA’s	testimony	today.		We	look	forward	to	


continuing	to	collaborate	and	advocate	for	the	consumers	of	Connecticut	in	this	important	matter.			


If	you	have	any	questions	concerning	my	testimony,	please	feel	free	to	contact	me	at	


victoria.veltri@ct.gov.		
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Good	afternoon,	Representative	Megna,	Senator	Crisco,	Senator	Kelly,	Representative	Sampson,	and	


members	of	the	Insurance	and	Real	Estate	Committee.		For	the	record,	I	am	Vicki	Veltri,	State	Healthcare	


Advocate	with	the	Office	Healthcare	Advocate	(“OHA”).		OHA	is	an	independent	state	agency	with	a	three‐


fold	mission:	assuring	managed	care	consumers	have	access	to	medically	necessary	healthcare;	educating	


consumers	about	their	rights	and	responsibilities	under	health	insurance	plans;	and,	informing	you	of	


problems	consumers	are	facing	in	accessing	care	and	proposing	solutions	to	those	problems.		


	


Thank	you	for	the	opportunity	to	comment	on	SB	807,	AAC	Fairness	And	Efficiency	In	Insurance	


Contracting.		This	bill	includes	several	components	designed	to	improve	choice,	cost	savings	and	


transparency	for	Connecticut’s	health	care	consumers.		It	charges	the	Insurance	Commissioner	with	the	


creation	of	a	pilot	program	requiring	health	plans	to	offer	policies	with	a	tiered	network	design.		These	


networks	attribute	varying	cost‐sharing	levels	depending	on	the	plan	design	and	the	tier	of	the	provider	


delivering	a	covered	service.		As	cost	sharing	requirements	in	healthcare	plans	shift	toward	consumers,	


insured	individuals	will	benefit	from	a	tiered	network	design	that	combines	appropriate	coverage	with	


opportunities	to	reduce	copayments,	deductibles	and	other	out‐of‐pocket	expenses,	without	imposing	


significant	barriers	to	individual	consumers’	choice	of	providers.	


	


SB	807	also	improves	transparency	in	health	care	pricing	for	consumers.		Hospital	mergers	and	provider	


practice	acquisitions	have	augmented	the	trend	of	increasing	utilization	of	hospital‐based	outpatient	


departments	and	hospital‐owned	satellite	facilities.		However,	consumers	may	not	always	be	aware	of	the	
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additional	costs	that	can	be	associated	with	the	delivery	of	care	in	these	settings,	in	particular,	the	


imposition	of	facility	fees.		SB	807	promotes	the	incorporation	of	site‐neutral	reimbursement	standards	


into	provider	participation	agreements	with	health	plans.		Site‐neutral	standards	provide	that	


reimbursements	for	particular	services	should	be	the	same	regardless	of	where	the	service	is	delivered,	


and	protect	consumers	from	unexpected	and	very	costly	fees	for	these	services.			


	


The	Medicare	Payment	Advisory	Commission	(MedPAC)	recently	recommended	modifying	the	practice	


concerning	facility	fees,	promulgating	a	test	that	assesses	several	distinct	criteria	for	a	given	service	to	


determine	if	reimbursement	should	be	site‐neutral.		This	test	assesses	whether	the	additional	quality	


measures	inherent	in	a	hospital	setting	are	necessary	for	the	safe	and	effective	delivery	of	a	given	service	


–	which	is	the	reason	facility	fees	were	originally	permitted.		MedPAC’s	test	considers:	if	the	service	is	


performed	at	least	50%	of	the	time	in	a	physician	office	setting,	an	indicator	of	the	safety	of	providing	the	


service	in	a	non‐hospital	setting;	whether	there	are	minimal	differences	across	service	locations	in	how	


the	service	is	provided;	if	the	typical	patient	acuity	is	no	different	across	settings;	and	whether	the	service	


does	not	have	a	90‐day	surgical	code.		Services	meeting	these	criteria	are	deemed	to	be	clinically	safe	and	


appropriate	to	perform	in	a	physician	office	setting	and	the	additional	level	of	care	that	facility	fees	


presume	to	compensate	for	is	unnecessary.		MedPAC’s	findings	identified	a	group	of	such	services,	listed	


as	Group	1	of	the	Medicare	payment	classification	system,	and	recommended	the	elimination	of	facility	


fee	charges	for	these	services	when	delivered	in	a	hospital	based	setting.			


	


The	restriction	against	facility	fees	for	this	group	of	services,	as	amended	from	time	to	time,	represents	


an	important	measure	to	promote	effective,	high	quality	healthcare	while	reducing	unnecessary	costs.		In	


addition,	facility	fees,	where	they	are	appropriate,	would	be	permitted	for	some	services	so	long	as	they	


are	based	on	the	actual	costs	of	providing	the	higher	level	of	care	that	may	be	indicated	for	those	services.		


This	structure	promotes	equity	in	billing	and	reimbursement	for	the	delivery	of	necessary	treatment,	


while	bolstering	transparency	in	healthcare	costs	so	that	consumers	can	make	informed	and	thoughtful	


decisions	concerning	where	to	receive	their	care.				


	


The	provision	requiring	the	development	of	standardized	health	insurance	forms	where	standardization	


and	uniformity	would	be	beneficial	to	the	effective	and	clear	delivery	of	healthcare.		Such	standardization	


would	benefit	all	stakeholders	engaged	in	our	healthcare	system,	minimizing	the	administrative	


complexity	providers	must	manage	when	working	with	multiple	health	plans,	each	with	their	own	unique	


forms	and	processes.		Additionally,	consumers	would	benefit	immensely	from	standardization	in	routine	
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plan	documents,	as	these	can	vary	significantly	across	health	plans.		The	improvements	in	SB	807	


promote	greater	transparency	of	health	care	pricing	and	efficiency	in	claims	processing	for	consumers	by	


establishing	some	uniformity	in	the	way	that	both	insurers	and	providers	communicate	regarding	their	


fees,	benefits	and	other	services.			


	


Thank	you	for	providing	me	the	opportunity	to	deliver	OHA’s	testimony	today.		We	look	forward	to	


continuing	to	collaborate	and	advocate	for	the	consumers	of	Connecticut	in	this	important	matter.			


If	you	have	any	questions	concerning	my	testimony,	please	feel	free	to	contact	me	at	


victoria.veltri@ct.gov.		
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Good afternoon, Representative Megna, Senator Crisco, Senator Kelly, Representative 


Sampson, and members of the Insurance and Real Estate Committee.  For the record, I 


am Vicki Veltri, State Healthcare Advocate with the Office Healthcare Advocate 


(“OHA”).  OHA is an independent state agency with a three-fold mission: assuring 


managed care consumers have access to medically necessary healthcare; educating 


consumers about their rights and responsibilities under health plans; and, informing 


you of problems consumers are facing in accessing care and proposing solutions to 


those problems.  


 


The concepts championed by SB 808 are simple in origin, but serve an invaluable role in 


the promotion of enhanced transparency for consumers’ healthcare needs.  As our 


healthcare system continues to evolve, with an increasing number of plan, benefit and 


provider network designs, consumers must be vigilant to comply with these coverage 


provisions.  However, despite their best efforts, many people who make good faith 


efforts to conform with their plans and seek treatment from in-network providers at in-


network facilities are finding themselves burdened with bills for services rendered by 


out-of-network providers.   People who have surgery at in-network facilities, under the 


care of their in-network provider, are being surprised with bills from out-of-network 
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providers involved, without their notice or consent, in their treatment. 


 


A reasonable person would expect that when they go to an in-network facility for 


treatment, that treatment would be delivered by in-network providers.  With the 


significantly higher cost-sharing associated with out-of-network care, plus their liability 


to pay the out-of-network provider’s full charge, when consumers proactively seek to 


avoid such financial burdens they ought not to be surprised by bills for such services.   


 


SB 808 merely codifies the premise that, if an in-network provider or hospital promotes 


itself as delivering a given service, they should have the appropriate staff and resources 


necessary to deliver the service on an in-network basis.  When a consumer proactively 


selects a network facility for treatment, they do not have any expectation that they will 


be treated by an out-of-network provider, nor is it reasonable to expect them to ask each 


provider who treats them if they accept their health plan.   


 


This bill merely requires that providers or hospitals provide consumers with the in-


network care that they would reasonably expect when going to an in-network provider 


or hospital.  Failing that, consumers deserve to be notified prior to the delivery of a 


service of the non-network status of any treating provider, so that they may make an 


informed decision concerning their treatment.  When consumers are billed for services 


rendered by an out-of-network provider, the independent entity SB 808 creates will 


have the authority to resolve disputes concerning certain medical charges that 


compliments the adverse determination processes already in place. 


 


Thank you for providing me the opportunity to deliver OHA’s testimony today.  If you 


have any questions concerning my testimony, please feel free to contact me at 


victoria.veltri@ct.gov.  
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Good	afternoon,	Senator	Crisco,	Representative	Megna,	Senator	Kelly,	Representative	


Sampson,	and	members	of	the	Insurance	and	Real	Estate	Committee.		For	the	record,	I	am	


Victoria	Veltri,	State	Healthcare	Advocate	with	the	Office	Healthcare	Advocate	(“OHA”).		


OHA	is	an	independent	state	agency	with	a	three‐fold	mission:	assuring	consumers	have	


access	to	medically	necessary	healthcare;	educating	consumers	about	their	rights	and	


responsibilities	under	health	plans;	and,	informing	you	of	problems	consumers	are	facing	


in	accessing	care	and	proposing	solutions	to	those	problems.		


I	appreciate	the	opportunity	to	comment	on	two	similar	bills,	SB	9,	An	Act	Concerning	The	


Rate	Approval	Process	For	Certain	Health	Insurance	Policies	and	SB	413,	An	Act	Requiring	


A	Public	Hearing	For	Certain	Health	Insurance	Policies.		These	proposed	bills	each	seek	to	


codify	the	spirit	and	intent	of	2011’s	SB	11,	legislation	that	was	previously	passed	by	the	


General	Assembly,	but	vetoed	by	the	Governor.		However,	on	August	1,	2012,	the	Insurance	


Commissioner	and	the	Healthcare	Advocate	entered	into	a	formal	letter	agreement	


affirming	the	spirit	of	SB	11,	permitting	OHA	to	request	up	to	four	public	hearings	per	year	


for	health	insurance	filings	greater	than	15%.		Since	that	time,	OHA	has	only	requested	one	


such	hearing,	at	which	the	public	was	able	to	comment	on	the	impact	of	the	proposed	


increases,	and	ultimately	resulting	in	a	significant	reduction	in	the	authorized	rate	increase.	







At	their	heart,	these	bills	promote	greater	transparency	in	the	rate	review	process	and	


clarify	the	threshold	for	what	may	be	considered	a	reasonable	rate	request.		As	the	


commercial	marketplace	continues	to	grow	and	consumer’s	share	of	healthcare	costs	


continues	to	shift,	it	is	more	important	than	ever	that	consumers	are	informed	of	proposed	


changes	to	the	premium	amounts,	have	an	appropriate	forum	in	which	to	share	their	


perspective	and	adequate	notice	of	the	options	for	being	heard.	


Although	these	bills	set	the	threshold	permitting	a	rate	review	at	different	levels,	they	each	


recognize	and	address	these	key	areas.		The	requirement	that	that	insurers	notify	members	


of	proposed	increases,	including	the	percentage	and	dollar	amount	of	the	proposed	


increase,	any	factors	impacting	the	increase	such	as	age	rating	classifications,	and	the	


disclosure	that	they	may	submit	public	comment	to	the	Insurance	Department	concerning	


the	proposed	increases.		


This	increased	transparency	and	enhanced	consumer	notice	bolsters	consumer’s	ability	to	


participate	in	the	rate	review	process	in	a	practical	way,	and	codifies	OHA’s	role	and	


consumer	advocate	as	set	forth	in	2011’s	letter	agreement	with	the	Insurance	Department.		


It	also	establishes	consistent	parameters	for	the	review	process	by	setting	expectations	of	


what	constitutes	a	reasonable	increase.		The	U.S.	Department	of	Health	and	Human	Services	


supports	this	concept,	noting	that	any	rate	request	in	excess	of	10%	must	be	reviewed	by	


regulators	for	a	determination	of	whether	such	an	increase	is	reasonable.		Connecticut	


currently	has	no	standard	for	this	measure,	and	either	of	the	proposed	levels	set	by	SB	9	


and	SB	413	would	be	adequate	to	achieve	the	goals	of	consistency	and	transparency.		


One	key	distinction	between	these	bills	concerns	the	forum	for	such	a	review	of	a	rate	


increase.		SB	9	states	that	for	proposed	increases	in	excess	of	10%	and	at	the	request	of	


OHA	or	the	Attorney	General,	the	Insurance	Department	shall	hold	a	symposium	to	review	


the	filing.		However,	for	any	filings	in	excess	of	12%,	SB	413	would	instead	permit	a	


hearing,	which	is	consistent	with	the	2011	letter	agreement	entered	into	by	the	Insurance	


Commissioner	and	the	Healthcare	Advocate,	and	incorporates	the	rules	and	structure	of	the	


Uniform	Administrative	Procedures	Act	into	the	process.				







Although	these	bills	go	a	long	way	in	promoting	increased	transparency	and	consumer	


participation	in	the	rate	review	process,	more	can	be	done.			Current	law	requires	that	


filings	list	the	aggregate	premium	rate	increase,	but	this	may	not	be	an	accurate	


representation	of	the	impact	on	consumers.		For	example,	a	plan	may	present	an	aggregate	


filing	of	14.8%	representing	two	plans	–	one	with	a	2%	rate	increase	for	one	plan	that	only	


covers	1,000	lives	and	a	15%	rate	increase	for	a	plan	with	50,000	lives.			This	would	not	


meet	a	15%	threshold	for	review,	but	does	dramatically	impact	members	in	the	larger	plan.		


Instead,	rate	filings	should	include	a	weighted	rate	increase,	with	clear	presentation	of	the	


impact	on	each	plan,	so	as	to	present	a	more	accurate	picture	of	the	impact	on	individual	


members.			In	addition,	the	public	comment	period	should	include	ample	opportunity	for	


consumers	to	comment	and	views	others	comment	prior	to	the	hearing,	as	well	as	


additional	time	for	review	and	comment	when	any	material	change	to	a	rate	filing	has	been	


submitted.		Only	then	can	the	process	be	truly	representative	and	transparent.	


The	Insurance	Department	currently	is	empowered	to	conduct	hearings	of	any	filings	it	


deems	to	be	excessive,	unjustified	or	discriminatory,	so	this	concept	falls	within	its	existing	


statutory	scope	of	authority.	


Thank	you	very	much	for	your	foresight	and	dedication	to	this	timely	and	critical	issue.			


If	you	have	any	questions	concerning	my	testimony,	please	feel	free	to	contact	me	at	


victoria.veltri@ct.gov.		
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Good afternoon, Representative Ritter, Senator Gerratana, Senator Markley, Representative Srinivasan 


and members of the Public Health Committee.  For the record, I am Vicki Veltri, State Healthcare 


Advocate with the Office Healthcare Advocate (“OHA").  OHA is an independent state agency with a three-


fold mission: assuring managed care consumers have access to medically necessary healthcare; educating 


consumers about their rights and responsibilities under health plans; and, informing you of problems 


consumers are facing in accessing care and proposing solutions to those problems.  


 


Thank you for the opportunity to comment on SB 460, AAC Hospital.  Connecticut’s health care 


marketplace is evolving and the principles promoted by SB 916 support the need for transparency as 


stakeholders strive to navigate this changing landscape.   


 


The notices required by parties engaged in the conversion of a non-profit hospital to a for-profit model 


are appropriate and reasonable, and enables the Attorney General and the Commissioner of the 


Department of Public Health to review the proposed transaction and weigh the potential impact of the 


public interest in affected communities.    


 


Hospitals are integral parts of their communities and SB 916 advances the principles of transparency in 


these proposed transactions, seeking to ensure that each affected community has the opportunity to 


benefits that are implicit in the non-profit model.  The Attorney General or the Commissioner’s review of 
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the effect conversion would have on a hospital’s ability to continue to meet the public interest, including 


access to care for all in the affected community is indicative of this principle, reinforcing the idea that all 


of Connecticut’s residents must have access to affordable, quality healthcare. 


 


Thank you for providing me the opportunity to deliver OHA’s testimony today.  If you have any questions 


concerning my testimony, please feel free to contact me at victoria.veltri@ct.gov.  
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Good afternoon, Representative Ritter, Senator Gerratana, Senator Markley, Representative 


Srinivasan and members of the Public Health Committee.  For the record, I am Vicki Veltri, 


State Healthcare Advocate with the Office Healthcare Advocate (“OHA”).  OHA is an 


independent state agency with a three-fold mission: assuring managed care consumers 


have access to medically necessary healthcare; educating consumers about their rights and 


responsibilities under health plans; and, informing you of problems consumers are facing 


in accessing care and proposing solutions to those problems.  


 


Thank you for providing me the opportunity to comment in support of SB 954, AAC 


Transparency Of Executive Pay In Certain Hospital Transactions.  This bill promotes 


increased transparency in hospital transactions converting a non-profit hospital to for-


profit.  In particular, it requires additional disclosures of the names of anyone who is an 


officer, director, board member or senior manager of the non-profit hospital, as well as any 


compensation they are expected to receive.  This additional information is important for an 


effective and thorough review of these transactions, especially in light of the potential 


impact on the communities each facility serves, and in the interest of full disclosure of any 


potential conflicts of interest. 


 


Thank you for providing me the opportunity to deliver OHA’s testimony today.  If you have 


any questions concerning my testimony, please feel free to contact me at 


victoria.veltri@ct.gov.  
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