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CHAI R PARTIN: We have a quorum
this norning. So, the first itemon the agenda is
approval of the mnutes fromthe Novenber and January
nmeet i ngs.

MS. BRANHAM Do you want
separate notions?

CHAIR PARTIN: | think we can
j ust make one notion and approve themboth, if that’s
al right, unless there’s sone di scussion.

M5. BRANHAM  That sounds good
with me but | didn't know

CHAIR PARTIN: If there s sone
di scussion on any of them then, no; but if everybody
has no issues with either of those reports, then, we'll
j ust approve them as one.

MR. VAN LAHR. | nove they be
approved.

DR. NEEL: I'Il second.

CHAI R PARTIN:  Any di scussi on?
All in favor say aye. Qpposed? So noved.

The second item here, we’ ve got
two things. 1'd like to adopt a flexible agenda
because one of our nenbers nust | eave today by noon.
So, | want to nake sure that we get to everything that

we need to do that has to be approved by the MAC before
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she has to | eave.

And, then, the second itemis
that we’ ve been asked to nove up the Honme- and
Communi t y- Based Wai ver presentation after the
Comm ssioner’s report. And so long as it |ooks like
we’'re noving on tine, we can do that. [|I’'mtold that
report will take about thirty mnutes. And, so, we’ll
just have to be m ndful of the tine.

If it looks Iike we can fit that
in plus all the TAC reports plus any new i nformation
that we need to nove on, then, we’'ll go ahead and do
that. And if needs be, we will postpone the Coventry
report until our next neeting if it |looks |ike that
we’'re going to run over tinme and we can’t fit that in.
So, | hope that works for everybody.

So, under A d Business, the
first itemis enhanced paynents to prinmary care
providers. And we know that Medicaid and Passport are
continui ng the enhanced paynent program for providers,
but we haven’'t had any word fromthe other MCO s, and,
so, we would like to ask where we are with that from
t he ot her MCO s.

So, you representatives, can you
conme forward and |let us know. You can sit there or you

can sit there, just so long as you're at a m crophone.
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M5. HOWNELL: |I'm Kim Howell with
Humana- Car eSour ce and we have assessed the enhanced
paynent fee schedule and we are going to be working
w th individual applicable providers for a quality-
based enhanced fee schedule. So, we wll be offering
that and it will be wth the providers for quality.

CHAIR PARTIN:. WIIl that include
APRNs as wel | as physicians?

M5. HONELL: Right. Those are
primary care who are invol ved.

CHAI R PARTIN. And when you say
it wll include quality, is this going to be a pay-for-
per f or mance?

M5. HOWNELL: Yes.

CHAIR PARTIN: And the criteria
is yet to be determ ned?

M5. HOWNELL: Yes.

CHAI R PARTIN: Okay. Thank you.

MR ORRIS: This is Ben Oris,
COO for Well Care of Kentucky. Wile we are not going
to explicitly maintain the ACA PCRI rate increase in
Kentucky, we |ikewise will be significantly expanding
our pay-for-quality programin 2015 to the tune of 65%
which is very material. W feel this targets

providers, the sanme set of providers and pl aces greater
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enphasis on quality and nenber outcones.

In addition to that, we wll
continue to have our ten field-based clinical HED S
advisors visiting practices to assure that they can
maxi m ze their performance under this new program

CHAIR PARTIN: Let nme ask. In
t hese pay-for-performance prograns, providers can do
everything that they’' re supposed to do. They can do
t he counseling, they can draw the | ab work, they can
prescri be the correct nedication, but sonetines the
patients just don’'t do what they’ re supposed to do.

So, are providers going to be
penal i zed because patients have bad henogl obin AlLC s
because they’'re nonconpliant with their nedication or
their diet or their exercise?

MR ORRIS: So, it does evaluate
the HEDI S indicators. There's a set of eight to ten
HEDI S i ndicators that are evaluated. \Whether or not
henmogl obin A1C is one of themor not, | can’'t comment
on that, but | think it’s nore focused around the HED S
indicators that are visit-based as opposed to outcomne-
based.

CHAI R PARTIN:. Thank you. So,

t hat’ s Humana- Car eSource and Wel | Care. \Wat about

Ant henf
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M5. ECKELBERRY: |’ m Jennifer
Eckel berry, Director of Provider Solutions with Anthem
We are not continuing the increased PCP enhanced
paynment as it was structured. W are evaluating
additional quality prograns where there wll be
i ncentive, that could be incentive paynents; but at
this point, | can’t provide any detail about what those
will ook like. Qur data is pretty limted based on
the fact that we’'re just a year in, but that is what
we’' re eval uati ng.

CHAI R PARTI N:  Thank you.
Coventry.

DR. TOLIN. Fred Tolin, Chief
Medi cal O ficer of CoventryCares. At this point, an
eval uation of this, it looks Iike we’re not going to
continue with the enhanced paynents but, in fact, take
t he approach of val ue-based prograns whi ch includes
such things as HEDI S neasures and ot her outcomne-based
measures to inprove health

And to answer the question |I'm
sure you're thinking in terns of hol ding physicians or
provi ders accountable for actual outcones, part of the
way to look at this is not just the outconme but also
the act. For instance, one of the HED S neasures for

henmogl obin ALC is actually whether one is taken or not
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where the actual neasurenent is done.

So, that woul d be one conponent
whi ch doesn’t necessarily hold the provider accountable
for what the outconme is. First, it’s to get the
provi ders involved in actually doing the test.

CHAI R PARTIN: So, maybe. |
guess the answer is maybe you' re going to do enhanced
payment s.

DR, TOLIN. Yes. Well, but it
would be in a different format in the terns of it’'s
val ue- based.

CHAIR PARTIN:. Thank you. D d I
get everybody?

DR. NEEL: Can | nmake a comment ?

CHAI R PARTIN. Sure, vyes.

DR NEEL: 1'd like to drill down
alittle bit further into this if we could. Medicaid
announced that as of the first of January, they would
be increasing wellness paynents and the i mruni zation
adm nistration fee services, and that was just for fee-
for-service.

Are you all now paying those?
Are those being paid for a fee-for-service?

COWM SSI ONER LEE: For fee-for-

service, we are still waiting on our SPA to be approved

-9-




© 00 N oo o b~ w N P

N N NN NN R R R R R R R R R R
ag o W N P O © 00 N oo o~ WwN o

fromCV5. W received additional questions this week.
We have everything in place to begin paying those
paynments as soon as CMS approves our State Plan
Amendnent .

DR. NEEL: GCkay. Now, there wll
be no increase in funds to the MCOs at this tinme. |In
ot her words, the contracts they’'ve negotiated are
staying the sane. |Is there any plan for renegotiating
nore noney to themin the near future?

COW SSIONER LEE: We will have
contracts in place by July 1st. The current contracts
expire July 1st and we will have contracts in place by
July 1st.

DR. NEEL: Now, as far as the
answers we're getting fromthe MCOs today, it appears
that what they're saying is a little different from
what we're really asking. They' re saying they re not
going to continue the enhanced paynents, but that
really is not the question.

The question is are they going to
abi de by the new rates that have been established by
Medi caid? And it’s been made abundantly clear by you
and your predecessor that they are not obligated to
i ncrease the fees because you all increase the rates

unl ess they are contracted to do so.
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And |’ ve | ooked at a nunber of
the contracts -and 1’Il be generic with the conpani es
at this point - but it appears that in sonme of the
contracts, it says that they will pay 100% of the rates
that Medicaid sets. And, so, it would appear that they
woul d be obligated under those contracts to pay those
i ncreased anounts, not enhanced paynent but the new
rates.

And | make a distinction between
enhanced paynents and that because the enhanced were
t he ACA paynents - we understand that - but those are
wel | ness codes and particularly vaccine adm nistration
codes, whereas, it affects a lot of primary care docs
and there’s no way they can do that at $3.30 and that’s
why you all increased that fee.

Now, do you want to respond to
that before |I go on?

COWMM SSI ONER LEE:  Whi ch pi ece do
you want nme to respond to first? So, as far as the
managed care organi zations payi ng 100% of the Medicaid
fee schedule, | would have to go back and check the
specific contracts.

| f you have a particul ar one that
you can reference ne to because |I haven’t noticed that

in the contracts for the nanaged care organi zations
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having to pay 100% of the Medicaid fee schedul e.

DR. NEEL: Now, they wouldn't be
the contracts with you. They would be the contracts
Wi th us as providers.

COWM SSI ONER LEE:  The Depart nent
is not privy to those contracts, so, that would be
bet ween the provider and the nmanaged care organi zati on.

DR. NEEL: Exactly. Okay. o
ahead.

COW SSI ONER LEE: And, then,
what was the second part of your issues?

DR. NEEL: The second part of the
guestion is if they're not obligated. W’ ve got to do
sonmething. In the new contracts with them is there a
i keli hood of increasing the anount of fees that
they’'re going to get? During the first year, | believe
they got two or three increases in fees with you all,
did they not?

COW SSI ONER LEE: Wl |,
currently I'"'mjust not at liberty to discuss anything
going forward with the new contracts.

DR. NEEL: That's fine. That was
the second part of my question because it’s a matter of
access to quality care and that’s what we’ ve been

tal king about fromthe beginning, that if we don't
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rei nburse the providers at sonething that’s reasonabl e
to keep their doors open, they re not going to be able
to. And for the last two years, we were getting the
enhanced fees for primary care docs at |east and that
was what kept a | ot of doors open.

And, so, | think it’s inportant
to know that this is a huge barrier to care and that
the first of January we fought back. | think it’s
wonderful that the MCOs are devel opi ng pay-for-
performance, and | know a couple of them have already
started to pay sone of those and that’s great, but that
can’t be way out in the future. It’'s got to be
sonet hi ng that nmakes docs able to keep their doors open
now. So, | just want to make that point about it.

COW SSI ONER LEE: And we
understand. M position with the Departnent is that
this whol e programexists to serve our Medicaid
menbers. That’s why we’'re all here, to inprove their
heal thcare. Qur main goal is to take care of our
menbers.

We understand that we al so have
to take care of our providers in order to take care of
our nmenbers. And | think going forward, as |’'ve said,
this Medicaid Programis fifty years old this year. It

does not look like it |l ooked fifteen years ago and it’s
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going to continue to evolve and change.

And | think that as long as we
all keep the goal in mnd that we’'re here to serve our
menbers and nmake sure that they have access to care and
that our providers are conpensated in a manner that
allows themto continue to provide those services.

| nmean, we know that no Medicaid
provider is going to get rich serving Medi caid nenbers.
We have 1.2 mllion nenbers that we have to serve right
now and we have a very limted pot of noney and we have
to stretch those resources as far as we can, and going
forward, that’s what the Departnent is going to do.
We're going to continue to nonitor access. W’re going
to continue to nonitor what’s going on with our nenbers
to make sure that they are receiving the healthcare
services that they need.

DR. NEEL: Thanks. Appreciate

MR. VAN LAHR. Madam Chair, just
a real quick question. As part of our role as an
Advi sory Council, if we have a strong feeling on
sonething like this, should we maybe have a notion?
Since they’'re in negotiations with the MCOs at this
point intime, it would seemthat would be a | ogical

assunption to nmake, that we nake a notion that this
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i ssue be addressed in contracts and also at a
consi stent | evel anmong all contracts.

CHAIR PARTIN. If you d like to
make a notion.

DR. NEEL: | would certainly nove
that the Medicaid Advisory Council |look into the
contracts with the MCOs that are presently in effect
and see if they are obligated for that. | do not have
an answer to that at this point. And I think we ought
to at least look into the obligation of the MCGs, and
especially as it affects access to care for the
citizens.

MR. VAN LAHR | was t hinking
nmore along the lines of a recommendation that in future
contracts, that DVS | ook into consistency anong the
MCOs as far as contracting issues, as well as the
enhanced paynents.

DR. NEEL: That's fine. |
certainly accept that as an anendnent to ny notion

CHAI R PARTIN. A second?

MR. CARLE: 1’1l second.

CHAI R PARTIN:  Any di scussi on?
All in favor, say aye. Opposed. So noved.

M5. ANGELUCCI: | had a question.

Do we have a | awer that represents the MAC in
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contracts and the verbiage that’'s inside and soneone
who knows what it actually says?

CHAIR PARTIN. No. The attorneys
that would work with us would be the attorneys from
DIVS.

The next item At the | ast
nmeeting, we had asked for a report on psych hospital
and | OP denials and we wanted adm ssion and re-
adm ssion rates reported. Do we have that?

COWM SSI ONER LEE: Yes, we do.
That is in the mscellaneous tab in the binder. There
is a hard copy in there. You can take that back and
digest it, read it, and you can bring any questions
back to the next MAC neeting or feel free to enuil
Bar bara Epperson with sone questions that you may have
for the next MAC neeting that you would |like to have
addr essed.

CHAI R PARTIN:  Thank you. Next
on the agenda is a report on the work group devel opi ng
a common preauthorization formfor all of the MCCs.
VWere are we there?

COWM SSI ONER LEE: As you know,
we had sone bad weather |ast nonth, quite a bit of it,
and sone of the work groups that were schedul ed to neet

had to be rescheduled. So, you will definitely have
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information on this at the next MAC

CHAI R PARTIN: Okay. The next
itemwas reinbursenent by Medicaid and the MCOs for a
sports physical in addition to an annual physical. |
know that’s been brought up by the TACs and it’s been
brought up by the MAC, and Anthem has told us that they
are going to reinburse - it’s a Level Il coding for a
sports physical - but we haven't heard anything from
any of the other MCOs or from Medicaid on that.

COWM SSI ONER LEE: And | can
speak for Medicaid fee-for-service. Medicaid fee-for-
service, we reinburse for exans to children based on
the Anerican Acadeny of Pediatrics’ periodicity
schedul e.

I f children need an exam out si de
of that schedule, then, that can be covered under the
EPSDT benefit. It would require prior authorization
and the providers would have to make sure that what
they’'re billing for is actually what was perfornmed in
t hat service

And if the other MCOs would |ike
to cone up and address besides Anthem if the other
MCOs woul d cone up and address what they' re doing with
sports physicals, we would appreciate it.

CHAIR PARTIN. Wuld the sports
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physi cal come under the Early----

COWM SSI ONER LEE: It woul d have
to meet nedical necessity. Any exam above the Anerican
Acadeny of Pediatrics’ periodicity schedule, and the
EPSDT is outlined in 907 KAR 11: 034, but basically
anyt hi ng above those annual exans for EPSDT has to neet
medi cal necessity.

CHAI R PARTIN: So, would a school
requiring a physical exam before the child can play
sports a medi cal necessity?

COWM SSI ONER LEE: I n order for
the service to be covered, it’'s either going to have to
be a diagnostic service. |It’s going to have to neet
those guidelines in EPSDT. And as far as a sports
physical is concerned, |I’mnot sure what’s involved.
|’mnot sure if it’s just an office visit, if you' re
just filling out a form

CHAIR PARTIN. No. It’'s a
conpr ehensi ve exam

COW SSIONER LEE: If it’s a
conprehensi ve exam we only cover one per year. W
coul d not cover two conprehensive exans. And | guess |
need hel p understanding. |If a child conmes in before
school and has a conprehensive exam then, why would

t hey need anot her conpl ete conprehensive examin the
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sane year?

CHAI R PARTI N: Because sonetinmes
they cone in in July for school exans and then they
cone in in January for a sports physical.

Everybody has heard in the news
about kids dying playing basketball or football or
what ever from heart problens and so forth, and those
ki nds of things can happen. Problenms with the heart
can happen within a six-nonth period of tine. You
can’t say that the exam!| did in July is going to be
exactly the sane as the one | do in January. It m ght
be but it mght not be. And, so, it’s inportant.

And the examthat’'s done for the
sports physical is different than the school physical
exam |It’s nore conprehensive.

COW SSI ONER LEE:  So, in order
to be reinbursed for a conprehensive exam all the
conponents in the regulation would have to be perforned
and it would have to neet nedical necessity.

CHAIR PARTIN: That's the Catch-
22 because we’'re saying that it is a nmedical necessity
to do the examif there's been a period of tine. Now,
certainly--well, | don't know. The examis different.

COWM SSI ONER LEE:  So, what |

woul d recommend is if a child comes in and they’ ve
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al ready had one annual exam and the provider requests a
prior authorization through EPSDT for a second exam and
it’s denied, then, that famly, that parent needs to
file an appeal with fee-for-service.

CHAI R PARTIN:  Again, that’s not
going to be very feasible because the coach says you
need your exam and we start practice in tw days or we
start practice today. So, kids aren’t going to be able
to play sports is what it’s going to be.

COW SSI ONER LEE: Medi ca
necessity has to be net. Medicaid s whole premse is
medi cal necessity. | understand the situation. |
understand the issue, but it has been Medicaid s
position that we have really never covered sports
physi cals. W’ ve never covered those.

And | know that there are certain
providers, for exanple, in Frankfort. | know there’s
one particul ar provider who actually goes to the school
and he does free exans for the children who are playing
sports. It’s just a very quick, sinple sports
physical. Medicaid s positionis it has to neet
medi cal necessity.

DR. NEEL: | think we’ ve brought
this up a nunber of tinmes with them And, so, the

guestion is not to themat this point. | think we need
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to get the answers fromthe MCOs and then I’'ll nake a
comment about that in general.

M5. DOHONEY: M nane is Lisa
Dohoney. |I'mthe Director of our Provider Network
Managenment wi th Passport Health Pl an.

| will tell you that we don’t
have an edit right now to stop nore than one exam per
year but we do accept the physician’s opinion when an
exam i s needed.

M5. HONELL: |’ m Ki m Howel I,
Provi der Rel ati ons Manager wi th Humana- CareSource. W
do not have a specific sports physical code set up to
pay but it’s very simlar. |If there’s an examthat’s
billed that's nedically necessary, then, it’s not that
we wouldn’t pay for it. W do not have anything
specifically set up for that, though, to cover a code,
a CPT code to bill for it.

MR ORRIS: Ben Oris from
Wl | Care. Likew se, Well Care currently does cover the
conpl ete physical one per year. The benefits are in
pl ace for 2015. Anything beyond that woul d be
consi dered an additional benefit that would need fil ed.

We hear the commttee. W
understand the inportance of the additional sports

physicals, and it is sonething that we wll during
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benefit planning phases toward the mddle of this year,
for the benefit planning year 2016, we will very likely
be addi ng an additional sports physical; but, |ikew se
to ny col |l eagues here, any physical or code billed
woul d be | ooked at by way of nedical necessity.

So, to sumarize, we offer the
one conpl ete physical, but next year we will strongly
consi der the additional sports physicals as an
addi tional benefit filed.

CHAI R PARTIN: Thank you.

DR. NEEL: It has seened to ne
for sone tinme that we ought to look at this a different
way and be neeting with the Kentucky H gh School
At hl etic Association because | think that's really
where part of the problemis, and we need to know
exactly what they re going to accept because what Dr.
Partin and | are saying is that it’s really a Catch-22
for us.

And t he days of the gymmasi um
physi cal s bei ng done by optonetrists, opthanol ogi sts,
OB/ GYN are 1 ong gone. And, so now we’'re actually doing
a conpl ete physical on nost of these kids which is
necessary for a sports exam nation, and M. Kissner had
adnoni shed us not to use the wong code because that

was fraud and | understand that, but so far we’' ve not
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been able to conme up with anyt hing.

So, | don’t know how we neke it
happen but we need to neet with these peopl e because
they’'re the ones requiring the sports physical. And
now we don’t just have one. W have two. The mddle
school one is separate fromthe high school one.

There are two and it has to be
the correct one, and there’s a lot involved in it
because now there’'s also a | egal part because the
parents have to on one of the forns actually say that
they carry health insurance. So, there’s a |lot nore
that has to be done.

COW SSIONER LEE: | think that’s
a great recommendation, Dr. Neel, and | wll take that
back to the Departnent and find soneone to reach out to
t he Kentucky Athletic Association to see what we can do
nmovi ng forward.

DR. NEEL: kay, because we’ve
been far too long discussing this and we’re just not
comng up with an answer. Wat we heard today was
we’ re thinking about doing it next year, but next year
j ust keeps happeni ng and we’ve got to have an answer
because the coaches are really doing that. They're
handi ng out the formand they want the kid to have it

t he next day.
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Now, in some places, the doctors
are giving out the formw th the physical exam nation
and that should be good for a year; but that’s a
probl em as Beth says, because if it’s been ten or
el even nonths, you wonder if that child still is
heal t hy enough to partici pate.

COWM SSI ONER LEE:  The Depart nent
will reach out to the Athletic Association.

DR. NEEL: Thank you. |
appreciate it.

M5. ANGELUCCI: Can we invite
themto cone here and talk to us here?

COW SSI ONER LEE: The
Departnent will reach out and see what course of action
we can take.

M5. ANGELUCCI: Ask if they'll
cone and talk to us. It’'s easier that way. Thanks.

M5. BRANHAM | have a question
Is this a cal endar year we’re speaking of for prior
aut hs for school physicals or is this like July to July
or sonething such as that? |Is it a cal endar year
January to Decenber?

MR, ORRIS: The conpl ete physical
woul d be based on a cal endar year, correct. So, if

soneone received a conpl ete physical in January, if
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they tried to go get another physical in July for the
upcom ng sports year, unless a plan filed an additional
benefit with the State to say we’'re going to cover
that, it’s an additional benefit - the State doesn’'t
fund it - we offer it out to our nenbers - we would pay
it. |If they don’t offer that as an additional benefit,
they couldn’'t.

So, that clock would reset at
1/1. And nmaybe other plans do it differently. Qurs
are cal endar year-based as opposed to a rolling-based.

M5. BRANHAM Well, we’'re here as
providers and we’re here to circunvent issues with MCOs
and with Medicaid as well. And it would appear to ne
that this is sonething that has been, as Dr. Neel says,
around for a long time, but we should be caring about
the children that are involved in sports and the health
i ssues and | ooking at themnore than the one tine a
year for approval.

So, | think, Comm ssioner, your
suggestion to reach out to the Kentucky Athletic
Associ ation and then | guess report back to us and then
we need to have a di scussion about what we can do.
We’'re not tal king about that nuch noney, but we’'re
tal ki ng about kids here that are active and we don’t

want things happening to themas we read in the paper
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all the tine. They' re involved in sports. W want to
tal k about physical activity and we want to tal k about
doing this and that but, yet, we don't want to fund it.

So, we all really need to get on
t he sane page about this and do sonething for the kids
of the Commonweal th rather than saying we’'re just going
to pay for one physical per year.

MR. VAN LAHR: | kind of agree
with the Commi ssioner on this. | think involving KHSAA
is integral to this and |I think that they need to
explain to Medicaid why an additional physical may be
required and they need to justify that. And | think if
they can justify that to Medicaid, then, | think it’s
an easier discussion. And it falls not on you guys but
on the Athletic Association.

DR. NEEL: Let’s nmake that happen
pretty soon if we can.

It also brings up an additi onal
thing that | bring up as a place for it is that primry
care providers and nurse practitioners and the
physi ci ans are having patients assigned to them

And, so, we’'re getting calls
because of HEDI S and the other quality neasures
constantly that the kids on your list or the patients

on your list are due for an annual physical
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exam nation, and we're finding that the data used for
that is very, very poor anongst all the conpanies.
We're finding out that there are kids that we’ ve seen
within the last three to six nonths and oftentines nore
recent than that that don’t need physicals.

And, so, there are lots of phone
calls and lots of tinme being consuned. So, we need to
| ook at how that data is accunul at ed.

CHAIR PARTIN: That's a really
good point. Just in the past nonth, | had a claim
deni ed because of that. The parent got a note saying
they had to bring their child in for an annual exam and
they were told that they had to get this done. The
child had been there for mnor acute illnesses probably
once a nmonth for the past couple of nonths.

So, | had the letter saying they
needed an annual exam The parent had a letter saying
t hey needed an annual exam So, | did an annual exam
and then | got deni ed.

M5. ROARK: | would like to add
to that as a parent. M son has asthma and heart
problenms. | took himto the heart doctor. So, she
okayed himto play sports and to the asthma doctor, and
| guess | was |lucky or blessed to have a doctor’s son

pl aying. So, he did an examfree for ny son.
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So, | feel like if a child has
t hose problens, that maybe they need to go further than
just a physician, to a specialist to be okayed for
t hose sports.

DR. NEEL: And that happens. W
refer themdaily if they have nore problens -
cardi ol ogy or whatever. So, that happens.

MS. ROARK: Because you see too
much of kids playing and overheated, plus nmy son has
ADHD. He’s on nedication. So, it’s good communi cation
to have with the coach. He needs a break to get water
if he looks lIike he’s having an asthma attack or
what ever .

CHAI R PARTIN:  Thank you. Next
on the agenda is a report fromthe Comm ssioner.

MS. ANGELUCCI: Excuse ne. |
just had one comment. Wuld it help in any way if the
annual --instead of it being a yearly thing, could they
hop on to the school schedul e because the school
schedule is not a January 1 to Decenber 31st? Wuld it
help if they adopted the school schedul e year, the
school year?

DR. PARTIN: | don't think so
because the physical requirenent applies to all age

groups, not just kids. So, | don’'t know that that
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woul d hel p that nuch.

COWM SSI ONER LEE:  Since the
bi nder was created, we have received approval for a
couple of State Pl an Anendnents.

One of themrelates to the
community nental health centers. CMS had requested
that the Departnent nodify the rei nbursenent process
for community nental health centers. W were supposed
to change that process begi nning January 1lst of 2015.
W were going to nove towards a cost-based
rei mbur senent net hodol ogy.

However, there have been sone
i ssues with determ ning exactly how to structure that
cost report. CMS has been working wth sonme particul ar
community nental health centers.

So, the Departnent requested that
we delay inplenentation of the rei mbursenent
met hodol ogy for community nental health centers to
Cct ober 1st of 2015 so that we can nake sure we have a
very snooth process in place and they have agreed to
t hat .

The other State Pl an Amendnent
t hat was approved was the after-hours coding or after-
hours fee for services provided after normal business

hour s. That SPA was approved by CMVS.
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And one of the bigger itens that
sone of you may have heard is a process called a SIM
Project. That’s State Innovation Mdel. That
basically is the Departnment, or the Cabinet - it’s not
just a Medicaid initiative. The Cabinet has received
funds from CV5 to study or explore paynment reformfor
our system delivery.

And like | said, this is not just
a Medicaid initiative. This inpacts every single
payor. It’s not really about how can we get nore noney
for our providers but how can we devel op a systemthat
distributes equally anong all payors.

Dr. Langefeld has been heavily
involved in this project. And if you would Iike, he
coul d give another update at one of the later MAC
nmeetings, but there will be a stakehol der neeting Apri
2nd at 1:00 at the Admnistrative Ofice of the Courts.
Every one of you are invited to attend to get nore
i nformation.

| think in the m scellaneous tab,
there’s al so an update, maybe a Power Poi nt back there
on one of the |ast presentations.

|’ mgoing to keep ny remarks
short. | know we're on a tine frane, but | would |ike

Veronica Cecil to cone up - she’s the Chief of Staff at
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Medi caid - and give a |egislative update.

CHAI R PARTIN: Tell us again,
April 1st is the----

COWM SSI ONER LEE:  April 2nd at
1:00 and it’s at the Admnistrative Ofice of the
Courts.

M5. BRANHAM  Commi ssi oner, do we
have to reply if we’re going to attend or sonet hing
such as that?

COWM SSI ONER LEE: | think there
were sonme emails sent out, but if you don’t get
anyt hing, you' re nore than wel cone to just show up, but
we' || make sure we try to get sonething out to all of
you about the SIMat the next neeting.

M5. CECIL: The Conm ssioner has
given nme the opportunity to provide sone very good
news. Senate Bill 107 which is legislation to renove
t he annual requirenent fromthe D sclosure of Omership
passed and is awaiting the Governor’s signature.

We are very thrilled about this.
So, effective July 1st which is when the | egislation
will gointo effect. W wll be sending provider
education letters out prior to, but this will allow us
to renove the annual requirenent for the filing of

Di scl osure of Oanershi ps.
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This will becone a five-year
requirenent, and | think this is a really great thing
for both Medicaid and providers. So, |’m happy to
announce t hat.

| think I’ve nentioned previously
but I just want to remnd you all that we are going to
be going to an online provider portal system That
wll be rolled out in a couple of nonths.

Again, we'll send out provider
letters and notify you all to et you know when it’s
active; but this, again, is our attenpt to try to make
the process as a participant in the Medicaid Program
for providers, to nmake it a little bit of an easier
process.

Enrol | ment and mai nt enance
docunents will be able to be conpleted on that portal.
It wll give you notification by email or text if you
prefer conmunication that way that you’ ve got sonething
due.

And the great thing is we're
setting up electronic feeds with all the licensing
agencies. W’'re working on that. So, | don't know
when they’'re all going to be into effect, but obviously
we're going wwth sonme of the larger ones first. And,

so, we'll have an electronic feed that w |
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automatically update |icenses so we don’t have to have
t he manual process that we suffer through upon every
renewal . So, | wanted to share that.

The only ot her piece of
| egi sl ation that passed that potentially affects us is
Senate Bill 192 which is the heroin |egislation. That
pi ece of legislation requires Medicaid to process an
application for a behavioral health substance use
provider within 45 days. So, it puts on the Departnent
a tighter tine line to process those applications than
all the other applications.

| just wanted to alert you all to
t hat because that neans we have to prioritize those,
but ny hope is going to the online enrollnment is going
to shorten the length for everybody on processing
appl i cations.

CHAIR PARTIN:. Can | ask a
question just to clarify? Wen you were tal king about
the licensure, were you tal king about the notification
of renewal for the provider’s |license that we now have
to send in the paper?

M5. CECIL: R ght. Al those
notices, when anything is required, you know, your
license is expiring, your Disclosure of Owmership is

due, your revalidation is due, all of those notices
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will conme in any format that you want it, either
witten, text or email; but for the licenses, we wll
be having an electronic feed. For instance, KBM., we
woul d have an el ectronic feed from KBM. on a regul ar
basis that woul d continually update our systemwth the
license.

And the great news is that then
we can conmuni cate that and you will be able to see
realtime whether or not we’ ve got your |icense.

That’ s the other great thing
about the portal. You will have access to all that
information. You will know if we’ve got your |icense
updat ed, when your revalidation is. You will know
where you are in the process, if you ve submtted a
formto change your address. All of that will now be
very transparent and you will be able to track it in
our system and see where it is.

CHAIR PARTIN. WIIl you link with
KBN as wel | ?

M5. CECIL: Onh, yes, na’am Yes.

M5. BRANHAM  So, anybody that’s
a provider will receive what their choice of
information to receive fromis, like all of those, and
even the ability to update your |icense and board

menbers of your association, address, counties served,
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all of that kind of thing?

M5. CECIL: Yes, ma’ am

M5. BRANHAM  And t hen paynent
w Il be processed?

M5. CECIL: Paynment will continue
to be processed as it currently is. So, you would
still go into Kentucky HealthNet if that’s what you're
t al ki ng about and submt----

M5. BRANHAM  No. Like your
private duty license is due for renewal. So, you
usually send that in hard copy with a check for renewal
of your license.

M5. CECIL: Sorry. W are not
taking the role of what the |icensing agency has to do.
So, you still have to apply to the licensing agency.

M5. BRANHAM  Ckay, but all of
this, then, will be updated online realtine.

M5. CECIL: Right. Once your
license is updated with them we get an electronic feed
t hat updates our systemthat you’ ve done it.

M5. BRANHAM  But we're still
going to receive the hard copy to conplete to mail in.

M5. CECIL: For any of our formnms?

M5. BRANHAM Li ke if your agency

is due for a relicensure annually.
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COW SSI ONER LEE: Qur process is
just tal king about the Medicaid provider enroll nent
process. So, your licensing process is not going to
change. This is just anything to do with provider
enrol | ment.

M5. BRANHAM  Ckay. Strictly
provi der enrollnment. Okay.

DR. WATKINS: Are we still going
to have to mail in a copy of our license every year to
Medi cai d?

M5. CECIL: W'l keep each
provi der type updated as to where we are in the
process. Wat we hope to do is once we get the
i censi ng agency connected to our system and we know
that it’'s operating properly, we will then send out a
provi der education letter to that provider type so you
know whet her or not that duty falls on you anynore.

Now, obviously |I have to say
this. You are always responsible for ensuring that
your information is up to date with us, but at |east
now you w Il have again a very realtinme ability to | ook
and see whether that information is current with us.

So, we will let you all know.
Keep status quo until you hear fromus to | et you know

that we’ve got that set up for your provider type and
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you no | onger have to do that; but you will have the
ability to upload that information, whereas, now you
have to make a copy and mail it to us. It would be

sonet hing that you could upload to us. All of that

docunentation will be able to be upl oaded to us and

sent to us electronically.

And, again, what we anticipate is
the processing tine for all of that is going to shorten
enor nously because then all of it is electronic and our
staff will be going in and it gets put in a cue and we
can process them so nuch nore quicker

MR. VAN LAHR: | assune the
information is forwarded to the MCOs at the sanme tine
frame, then?

M5. CECIL: So, once our system
i's updated, every night a provider file goes to the
MCOs. So, they would have it that evening.

CHAI R PARTIN:  Thank you. Next
on the agenda is a report on the Honme- and Community-
Based Waiver Program W wll need to nake sure that
we keep that limted to nore than thirty mnutes so
that we'll have tinme to do the TAC recommendati ons and
any New Busi ness recomendati ons before noon

M5. FLYNN: Thank you very nuch.

|’m Lynne Flynn. | work in the Medicaid Conm ssioner’s
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Ofice and | really appreciate the opportunity to cone
and talk with you all about this today.

| will ask that when | get close
to the thirty mnutes, that soneone nmake ne stop
talking if I"'mstill talking. 1’1l try tolimt it and
keep that time in mnd, but |I get very excited about
this stuff.

So, again, thanks for maeking tinme
on your agenda so that you can hear nore about the new
federal HCBS rules. They're going to be making a big
di fference to our Home- and Community-Based Waivers in
Kentucky as well as nationw de.

My presentation is in the
m scel | aneous section of your binder and you probably
want to | ook for that because there’s a |ot of content
and | think it will probably be helpful if you can be
taking a | ook at that.

| usually make this presentation
to people who |ive, breathe and eat Waivers. And |
realize that a |l ot of you, while you see those nenbers
in your hospital or your dental practice, you don’t
live, eat and breathe Wivers.

So, | just wanted to start with a
very qui ck update on our Honme- and Conmunity- Based

Wai vers as kind of a way to lead into this.
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So, we’'re tal king about 1915(c)
Wai vers. These Waivers serve fol ks who have vari ous
types of disabilities who would otherwi se need care in
an institution - a nursing facility or an internedi ate
care facility for folks with intellectual disabilities.
So, that’s the population we’'re tal king about.

We have six of these Waivers in
the State of Kentucky. One is called our Hone- and
Communi ty- Based Waiver and it serves primarily elderly
or physically disabled populations as well as sone
ot her people who kind of don’t fit into any of the
ot her buckets.

We have a Waiver called the
Supports for Comunity Living Wai ver which serves the
popul ation with intellectual and devel opnent al
di sabilities.

The M chelle P. Wiiver also
serves that sane popul ation, intellectual and
devel opnental disabilities.

We have Waivers for folks with
acquired brain injuries, one for an acute individual
who has recently had a brain injury, one for fol ks who
have had their brain injury for a |onger period and
need continued care to live in the comunity.

And then we have a very smal
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Wai ver for folks who are ventil at or-dependent called
Model Waiver |1

Al'l of these Waivers provider an
array of hone- and community-based supports, not really
medi cal care, that could not be provided through the
State plan. So, it’s services |like personal care,
respite so the primary care giver can get sone relief,
day prograns which can either be within a | ocation or
out into the comunity, supported enploynent, and sone
of them provide residential services as well. Each
Wai ver has a slightly different array of those services
based on the needs of that popul ation.

So, now, noving into the
presentation that you all have available to you, the
first thing you ve got is just a Table of Contents and
basically I"mjust going to talk about three things.

So, really I"'mgoing to talk about two and refer you to
a third.

First, I’mgoing to talk about an
overview of the new federal rules that apply to al
states and what the states are required to do to conply
with those rules. Then I'’mgoing to tal k about where
we are in this process in Kentucky, and then I’ m just
going to refer you to the appendices that has the

federal | anguage because | know how much we all love to
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read federal |anguage.

Moving to Slide No. 3 now, this
is just an overview of the rules. These regul ations
for the Home- and Conmunity-Based VWi ver Prograns were
actually effective in March of | ast year, March of 2014
and there are four key elenents of the rules.

On the left-hand side of your
page, we have the person-centered service planning
pieces. The first relates just to the plan itself.

The box underneath that is the process, the person-
centered process.

The third box is about conflict-
free case managenent, and |’m going to read that
because it’s inportant to us here in Kentucky. The
person who provi des hone- and community-based services
for an individual must not al so provide case managenent
or develop the plan of care for that sane individual
unl ess there’'s a geographi c exception. There aren’t
enough provi ders geographically |ocated near that
i ndi vi dual .

| bring this to your attention
because it’s not consistent wwth the way we currently
do case managenent in nost of our Waivers now, and it’s
very, very different for sone of the Waivers and it’s

just a little bit different for others, but this wll
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have an inpact on us in Kentucky.

And then the fourth box on the
bottomis provider settings, and a ot of the rules
relate to provider settings. OCM gave us lots and lots
of detail about this including not only regul ations but
sub-regul atory gui dance, and we can all spend a | ot of
tinme--in fact, we have to, and our Waiver providers
will really be focusing on this and we're really
focusing on it and there’s a great detail on what needs
to happen in residential settings.

Turning on to Slide 4, so, here’s
what CMS was about when they passed the rules. They're
interested in an outcome-centered definition of home-
and communi ty-based services. So, they're trying to
nmove from caring about, so, where is that provider and
what does he | ook |like to what kind of outcones are we
getting for our nenbers.

Secondly, they’ re focused on
quality, sane kind of concept as we see in all of our
heal t hcare services at this point.

And the last box is called access
and | call it integration but the primary focus of
these rules is assuring that fol ks who are receiving
Home- and Conmunity-Based Wi ver services, in fact, are

integrated into their community and, in fact, have
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access to the sanme things that are out there in the
community that all the rest of us who aren’t receiving
Wai ver services have access to. So, that’'s the concept
behind the federal rules.

So, things are never sinple, and
CVS has outlined for us in great detail in the
regul ati ons what the states have to do. Sone parts of
the rule were supposed to be effective in March of |ast
year. However, the settings’ requirenents, that Box
No. 4 on our first page, CMS allows states up to five
years for inplenentation of all those settings
requirenents.

So, here’s what states have to do
in the mddle of your page. W have to send to CM5 a
Wai ver-specific transition plan whenever we amend or
renew any of our Waivers, and we did that back in
August when we submitted a request to CVM5 to add slots
to the Mchelle P. Waiver. And, so, that slot request
and that individual Waiver transition plan was
approved.

Then, secondly, we have to submt
a statewde transition plan for all of our Wivers and
there's atime frame for that. So, Kentucky did that
back in Decenber, keeping right on that time frame, and

there was | oads and | oads of public conment on that
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transition plan. Lots of fol ks | ooked at that and we
really appreciate it. W got a lot of coments from
them and we made sone changes based on those comments.

So, sent that to CMS5, our
statewi de plan in Decenber and it has not been
approved. W just received sone questions from CVS.
The last tinme | checked, no states’ statew de
transition plan have been approved. This is one of
t hose things where CM5S has this big deal going on, lots
of stuff happening and they're working very hard to
bring thensel ves along to where they can really do
things |ike approve our transition plan. They have
sone processes that they' re still working on.

So, then, the last box on this
page is we have to be in full conpliance with the fina
rules by the end of a five-year period which would be
March 17th, 2019.

Moving on to Slide 6, this is a
summary of the person-centered planni ng process
requirenents. | won't wal k through it because of our
time concerns, but I will just tell you the m ddle of
your page summarizes the requirements pretty
succinctly. In Kentucky, nost of our Waivers are
pretty consistent with these requirenents, perhaps |ess

So in our Honme- and Communi ty-Based Waiver that we
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tal ked about earlier. Things have been done a little
differently in that one. And, there again, the |ast
bul | et point under that blue box is that case
managenent requirenent that we tal ked about earlier
that we're going to have to do sone work on for all of
our Wi vers.

So, the person-centered pl anning
requi renents, the ones on this page, becane effective
in March, 2014. So, we’'re not in conpliance at this
point. Cee, sonebody just wote that down, didn’t
they? Okay. W’re not in conpliance at this point.
Many states are not. CM has notified the states that
as long as we’'re nmaking progress, they re not going to
cone out and take conpliance actions against us. So,
we are noving as rapidly as possible on those itens.

Qur planned tine frame is to
submt regulations in April or May to conply with these
requi renents which would then have an effective date
about in Novenber after going through the ordinary
regul ati on process.

The next page, No. 7, tal ks about
t he person-centered service plan requirenents. It has
the same tine franes that we just tal ked about on the
previ ous page for the planning process, and there’'s a

summary there that I’'lIl let you read. And, again, nost
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of our VWaivers are pretty consistent wth these
requi renents al ready.

Moving on to the next page which
is page 8, and here is where we tal k about settings.
The federal rules define settings that cannot be homne-
and comuni ty-based settings, that can’t provi de Wi ver
servi ces, and those are what you woul d expect - a
nursing facility, and IMD, Institution for Mental
Di seases, an internediate care facility for folks with
intellectual and devel opnental disabilities, and a
hospital. | think we all knew those couldn’t be Wi ver
service settings.

Then they defined a whol e new
class of settings which are presuned not to be hone-
and communi ty-based service settings, and there are
sonme bullets there that describe what those settings
are. W do have sone settings in the State of Kentucky
that are |ike a nunber of these bullets.

So, the first one is just other
| ocations that have the qualities of an institution.
The second bullet is settings that are located in a
building that's also a facility that provides inpatient
care. So, a day programin the sane building as a
nursing facility or a hospital - and we do know t hat we

have sone of those in Kentucky - those are presunmed not
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to be, and I'Il tell you what we’re going to do about
themin a mnute, okay?

Any setting in a building on the
grounds of or imedi ately adjacent to a public
institution, CM5 is saying, presunmed not to be hone-
and comunity based.

The | ast one is the catch-al
category that covers a whole lot of ground and that is
any other setting that has the effect of isolating the
fol ks who get Waiver services fromthe rest of their
comunity.

And, then, CMS has given us lots
of guidance about this. At the sub-regulatory |evel,
they have a wonderful toolkit that I know we’re al
going to want to go find and read, but they give a
nunber of exanples. Sone of their exanples are, well,
if it’s an area where a | ot of people who get home- and
communi ty-based services live |like a neighborhood or a
cul -de-sac or a street, then, we would presunme that not
to be hone- and community-based.

If it’s an isolated rural setting
like a farnstead, they would presune it not to be.
Settings on the ground of a private institution are
presuned to fall into this category - schools. And,

again, we in Kentucky have several Wiver settings that
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fall into sone of these groupings.

So, the box circled in red is the
i nportant box. |If a setting is presunmed not to be
home- and communi ty-based, then, the State may present
evidence that this setting, you know, yeah, we know
it’s located next to the institution, but, in fact, the
peopl e who receive services there are very well
integrated into the comunity and really it is a home-
and communi ty-based setting.

And the federal HHS Secretary
t hrough hei ghtened scrutiny will tell us if we can go
ahead and continue to provide Waiver services there.

So, that’s our approach in
Kentucky. We're asking our providers that fall into
this presuned not-to-be category to work on docunenti ng
their integration and the extent to which they really
are a hone- and communi ty-based setting.

So, there are specific settings’
requi renents and they’'re outlined on Slide 9. There
are requirenments for all Waiver settings and then there
are nore detailed requirenents for residential
settings.

| need to tell you now - and |
don’t think |I’ve said this before to this group - that

Kentucky is planning on having two rounds of policy
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changes. W’re going to be doing this at two separate
tinmes related to the settings’ rules. The first one we
tal ked about will be the one that's effective in
Novenber of 2015 along wth some of the person-centered
pl anni ng stuff.

The second one, we’'re holding the
very difficult and conpl ex changes for the end of the
five-year period. So, we and Waiver providers wll be
wor ki ng on that but they won’t be held accountable for
t hose until 2019.

So, the all-settings’
requi renents under the first blue box on your sheet are
ki nd of broad and general, things |like the integration
that we’ve tal ked about already. The individual shal
select their setting as well as their provider; the
rights of privacy, dignity and respect; individual
aut onony for the Waiver nmenber; and choice, choice,
choi ce of the Waiver nenber regarding their services
and supports and who provides them Those apply to al
Wai ver settings.

The provi der-owned residenti al
setting requirenents, as | said, are nuch nore explicit
and they include things like a |l egally enforceable
agreenent |ike a |l ease agreenent. |If an individual is

receiving a Wai ver residential service, they will have
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the right to have a | ease agreenent. Sone of our
provi ders have that already. Many do not.

And it goes on. Privacy in the
[iving unit; doors that are | ockable and the individual
has the key to; choice of roommates; freedomto control
their own schedule and activities; food anytine they
want it; visitors at anytine and so forth. So, those
are summari zed there.

Now we’' || nove to where we are in
the process. That was all what the feds require. Now
let’s tal k about where we are.

| nmentioned earlier we devel oped
a statewde transition plan. It is posted on the DVS
website and we did get extensive public coment, nuch
of which we incorporated, and it tells how we’l|l
transition our policies as well as our providers to
conpliance wth the final rules.

Your Slide No. 10 lists the
conponents of the transition plan which were required
by CM5. W tried to followtheir outline. And as |
i ndi cated before, we’ve gotten sonme questions about
that. They want a lot nore information. They want a
ot nore detail and we will be working with them on
t hat .

Turning to Slide No. 11, this
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relates to what we did to figure out where we are, what
our baseline is. And, so, we |ooked at all of our
policy material for all of our Waivers and identified
things that we would need to change to cone into
conpl i ance.

W | ooked at our nonitoring
processes because obvi ously when we go out and do our
regul ar nonitoring, we're going to have to fold al
this into that.

And we did a prelimnary provider
assessnment whi ch was based on surveys of individual
providers. Al Waiver providers got these surveys.

And then when we got their responses, our Waiver staff
reviewed and val i dated those responses based on the
site visits and the nonitoring that had been done
previ ously.

And if you'll turn to page 12,
this is what we had to submt to CVM5. So, after we did
all the surveys and our staff |ooked at the responses
fromthe providers, we determ ned providers’ initial
| evel of conpliance and put theminto one of these four
categories that CMS devel oped.

It is a federal requirenent to do
this. W were unconfortable doing it because we were

basing it on survey data and not on personal visits.
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It was sonmething we had to do to make this go.

| woul d ask you as you | ook at
the percentages to keep in mnd that this was for
conpliance wwth a new rul e that nobody knew they had to
conply with yet. So, if it had been 100% conpli ance,
we woul d have had to wonder what was going on, and it
wasn't. It wasn’'t 100% conpli ance.

We put providers into the
prelimnary categories based on their location - we
tal ked about that - the ones presuned not to be hone-
and comuni ty-based. So, they ended up, then, in that
Category 4, and then also there are survey answers
about integration.

You will see that we didn't
assign any providers to Category 3 which is can never
nmeet these requirenents and we don’t want themin our
state or we don’'t want them serving our \iver nenbers.
And that’s because our perspective is we want to work
with providers over tine to help themand for themto
do the work necessary to cone into conpliance with
t hese rul es.

How am | doing tinme-w se?

M5. BRANHAM  You have twel ve
m nut es.

M5. FLYNN: This is great. This
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is going to work. Ckay.

Your next page tal ks about
remedi al strategies which is another CM5 piece of
| anguage, and these were also included in our
transition plan. And I"mnot going to talk nuch about
this slide.

The renedi al strategi es are what
we are going to do to our policies and our processes
internally and we provided sone exanpl es of changes
that providers mght nake. So, that’'s out there in the
transition plan, and this is really just sonme general
exanpl es, but you will get a sense of the kind of thing
we’'re tal king about by | ooking at this slide.

Slide No. 14 tells where we are
in our activities to inplenent the final rules and what
our next steps are. W have had an inter-departnental
work group within the Cabinet that’s been working on
this for so long that we're already tired of it, staff
fromthe various Departnments that are involved in the
Wi ver .

So, we’ve got fol ks from
Medi caid, folks fromthe Departnent for Aging and
| ndependent Living, folks fromDH DI D, Behavi or al
Heal t h/ Devel opnental and Intellectual Disabilities

Departnent as well, and sone other folks within the
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Cabinet as well, and we’'re the internal group that’s
trying to make this happen and kind of keep everything
coordi nated and put together.

And what has happened so far is
that we submtted the fanpbus statew de transition plan
to CM5 which |I’ve nentioned so many tines. W’ve done
sone initial drafts of |anguage that could be
incorporated in regulation. So, those initial drafts
have been worked on.

A lot of the comments that we got
on the transition plan related to stakehol der
engagenent. So, consuners, famly nenbers and
providers all said, wait, we don't want to just read
what you're going to do after you’ ve already nmade up
your mnd. W want to be involved early on in the
pr ocess.

So, we devel oped a st akehol der
engagenent strategy to seek input at various stages in
the process, and we’'re smack in the mddle of that, and
it was al so del ayed by those two terrible weeks in
February. So, everything has kind of been coll apsed.

But we’re hol di ng consuner foruns
t hroughout the state to ask Waiver nenbers and their
famlies what would you like to see related to these

key concepts in the new federal rules? Wat ideas do
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you have that you want to share with us?

We hel d provider webinars in
March to reach out to providers and get their comments,
and what they wanted to comment on was called the
conpliance plan tenplate which is a tool that they wll
be using to tell us where they are and hel p them pl an
how they’ re going to nove toward conpli ance.

So, that’s kind of what we’ ve
done and are in the mddle of doing, and our upcom ng
is to continue doing these things. W wll be
subm tting Wai ver renewal s or anendnents to CMS as we
wor k t hroughout this process because we’re going to
have to change our Waiver docunents to reflect al
t hese changes, too.

We'll be filing anmended
regul ations, as |I’ve nentioned, for each of the Wiivers
and then we’'ll continue to work intensively with the
providers on their conpliance plan tenplates. W’|
al so be working with CMS on their questions on our
statew de transition plan.

The next slide is just kind of a
pi ece out of our transition plan, our work plan. Sone
of the time lines | noticed when | was preparing for
this presentation have actually slid a little bit

partially because of the weather, partially for sone
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ot her reasons.

The ones that 1’1l refer you to
and it may be kind of hard to find because it’s such
tiny type, but toward the bottom it tal ks about when
t he vari ous Wi ver anendnents or renewals wll be
submtted to CM5, and that m ght be kind of usefu
information to sonme of you all, although perhaps nore
to the people who are really intimately involved in the
Wi vers.

The next page is just sone
resources. The top part is where you can find all that
stuff that CMS has put out to assist states in
conplying with these rules. The mddle part is just
the link to the transition plan and DM website. And,
then, the last part, we have an enail address where
we’' ve asked providers and nenbers to send us coments
and ask us questions if they haven’t been able to do it
in person at the various neetings. So, that’s on
there, and ny email address is also on there.

The next several pages is the
actual federal |anguage and that will be useful, should
you want to see exactly what did CMS say about this.

| think that’s it for ne. Do you
have questions for nme? M. Branham we spoke recently

about this.
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V5. BRANHAM Yes, we did, and
|’"msure this is Geek is the mgjority of people here,
but I just want a clarification that | didn't ask
yest er day.

Attendant care is one of the
services that fall under HCB Waiver, and | know t hat
hospi ce patients are eligible under the Medicaid
benefit to receive not only their hospice benefit but
al so attendant care.

So, when this is transitioning, |
think we need to probably keep in mnd the conflict-
free case managenent cones into play, yet, howis that
going to occur with an entity that they' re under a
benefit for, yet, are receiving additional services
t hrough the Wi ver because that’'s two different----

M5. FLYNN: So, how woul d the
conflict-free case nanagenent play out in the situation

of a hospice patient who is al so receiving Wi ver

services?
M5. BRANHAM  For attendant care.
M5. FLYNN. Okay. So, |
appreciate that and I'll nmake note of the question.
Thank you.

Q her coments or questions? WAs

this what you needed to know? WAs this what you
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wanted? |'mgetting a few nods and a coupl e of stares.
| * m done unl ess you all have additional questions.
And, again, thanks for the opportunity.

| canme into Waiver world about
seven years ago. It’s sonething that’'s very different
fromthe rest of the Medicaid benefits and I think it’s
really inportant that we all are kind of aware of what
everyone is doing on both sides. So, thanks for the
tine.

CHAI R PARTI N: Thank you very
much. Next up are our reports fromthe TACs. And,
again, | think we do have nost of the reports. So, in
the interest of time, just hit the high points and then
state what your recommendations are so that we can get
t hrough and get everybody’s recommendati on approved,
and we’ Il make sure that DMS has all of the summary
information that they need in order to respond.

So, Behavi oral Health.

DR. SCHUSTER: Good norni ng, and
you have ny report. | also submtted reconmendations
fromour March neeting and resubmtted the
recommendati ons from January and Novenber since you al
did not have a quorumthere.

| would point out that at our

| ast TAC neeting, Dr. Allen Brenzel, who is the
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psychiatrist who is the Medical Director at the
Department for Behavioral Health, canme and provided
sone very hel pful information. And, Dr. Neel, this is
a topic that is near and dear to your heart and that is
the extensive use of psychiatric nmedications in
children, including some very young children.

As you may know, Dr. Langefeld
who is sitting behind nme, the Medical Director at
Medi cai d, has pulled together a group to | ook at this.

| do want to tell you that Dr.
Langefeld and Dr. Brenzel have agreed to present their
findings to date at the next Behavioral Health TAC
meeting which is May 7th at 1: 00 p.m, and we al ways
meet here in the Capitol Annex.

And any of you who are
interested, and I'’mthinking, Dr. Neel, if you' re
avai l able, certainly plan to cone. The Children’s
Health TAC may be particularly interested in comng to
that presentation as well. So, | wanted to highlight
t hat .

W have asked and asked and asked
for the data that Conm ssioner Lee says is in your
m scel | aneous tab - the m scel |l aneous tab nust be
pretty big because there seened to be a | ot of things

in mscellaneous - and that is the data on di scharges
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and re-adm ssions to the psych hospitals, to the PRTF s
and so forth.

But it does lead nme into our
first recommendation which is that - and I|'’mgoing to
make this request on behalf of the Behavioral TAC but |
t hi nk probably other TACs m ght want to do the sane.

| would like to nmake a fornal
recomendati on that each TAC be provided with a copy of
the binder. Wen | have asked for information separate
fromthat, 11 x 14 pages have been condensed to
8% x 11, scanned and then faxed and you can i nmagi ne how
readabl e they are. It has taken nonths to go back and
get the information.

| know that |’'ve dealt wth the
Children’s Health TAC and trying to get this
information and there are gaps in the data and the
information that we get. The very answer that we’ve
asked for has apparently been given to you all.

How do we get that information to
the TAC that's asking for the information as well? |
know t he Hospital TAC has al so asked for that
i nformati on.

So, | just want to recomend t hat
to you. Yes, there’'s probably sone cost to Medicaid,

but sonme of us are donating our tine and it’s extensive
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tinme to neet bi-nonthly and pull together a | ot of
people to cone to these TAC neetings and we really do
need that data. And, so, |I’mgoing to nmake that
recommendation again to you all.

The ot her was about the I OP or
i ntensive outpatient services’ rate. W think there's
a m stake because the rate that’s in there is for one
hour of service. And by definition, 10OP services -
those are kind of a stepdown, for those of you not
famliar with that, froman inpatient setting to a pure
outpatient setting - are three hours.

So, we think the rate is in error
and it should be three tinmes that $58.26 or $174.78 and
we’'re asking for that to be revi ewed.

MR. VAN LAHR Dr. Schuster, a
real quick question. The three hours, is that a
requi renent of who?

DR. SCHUSTER  That’'s in the
regul ations as the definition of what an intensive
out pati ent program consists of - three hours a day,
four days a week.

MR. VAN LAHR Is that a state
requi renent or a----

DR. SCHUSTER It's in the state

regs and I don’t know whether it’s a federal. It’s at
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| east at the state |evel

MR. VAN LAHR: Thank you.

DR. SCHUSTER  And |’ m happy to
answer any questions. W do appreciate the opportunity
to cone to the MAC and we’'re so glad you have a quorum

CHAIR PARTIN: Yes, we are, too.

DR. SCHUSTER: And we have sone
peopl e that are going to apply for sone of the slots
that are open for Medicaid recipients and advocacy
fol ks. Thank you.

CHAI R PARTIN: Thank you.
Children’s Health.

MR. VAN LAHR: Madam Chair, rea
qui ckly. Wen do we approve the recommendations; after
everybody fi ni shes?

CHAIR PARTIN. After everybody
finishes.

MS. GRI ESHOP- GOOCDW N Good
nmorning. M nane is Tara Gieshop-Goodw n and | work
at Kentucky Youth Advocates. |I’mthe new Chair of the
Children’s Health TAC. And thank you, Dr. Partin, for
your gui dance yesterday on bringing the recommendati ons
forward

At our Children’'s Health TAC, we

have been | ooking at a nunber of issues that Dr.
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Schuster just raised on behavioral health and
psychotropi ¢c nedi cations for children as well.

Anot her issue has been | ooking at
Medicaid eligibility for children who have aged out of
foster care. W don't have recommendations at this
poi nt on any of those issues. As we heard the
di scussi on about data, we have been trying to get good
data on behavi oral health for children.

We t hought we were working with
sonme nunbers that we could | ook at over the course of
several nonths; but we |learned at the |ast neeting that
the data is not of sufficient quality to nmake any
recomendat i ons based on those nunbers.

And, so, we understand now t hat
it wll be several nonths |onger until we have good
reports so that we can | ook at those issues.

W are interested also in sone of
those issues raised by the Behavioral Health TAC on
hospi talizations, re-adm ssions and things of that
nat ure.

Anot her piece that we’'re | ooking
at with the Children’s Health TACis just staying up to
date on the progress on the PIPs fromthe MCOs that are
related to children

Anot her piece that we’'re | ooking
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at and trying to find a solution for related to data is
on grievances and appeals. W had understood back in
the fall that we would be able to get that information
broken out for children specifically. Currently, the
grievances and appeals’ information is just for the
entire popul ation.

But, again, we |earned at the
March nmeeting that that is not possible to currently
break out and, so, we are interested in trying to find
sone ways to get that information for children. W
know sone of the issues are unique for that popul ation
and that age group.

So, as | said, at this tine, we
do not have recommendations but we wll |’ m sure have
sone based on the work that we have planned for the
next upcom ng neeting. Thank you.

CHAI R PARTI N:  Thank you.
Consuner Rights and Cient Needs. Dental.

DR. RILEY: The Dental TAC net
yesterday. It was a fairly lengthy neeting, from eight
to noon, and we covered quite a | ot of issues.

Two of the main things that we
covered were the dental regulations and the Kentucky
Dental Association also has a Medicai d Roundtabl e

that’s been working with the recomrended revi sions of

- 64-




© 00 N oo o b~ w N P

N N NN NN R R R R R R R R R R
ag o W N P O © 00 N oo o~ WwN o

the regul ati ons and funneling those suggestions to
Stuart Owens in DVS.

The ot her biggie for us was the
nmobi | e and portable vans. There are guidelines that
have been suggested, and Comm ssioner Lee had asked
t hat the TAC have reconmendati ons.

Those were presented at the
nmeeti ng yesterday and there was a good bit of push-back
regardi ng sone of the suggestions fromthe University
of Kentucky and its nobile services because they have
had a nationally-recogni zed programfor about twenty
years that would conflict with sone of the guidelines.

So, the guidelines were referred
to a coomttee conposed of TAC nenbers, UK
representatives, a representative of the MCOs and |
t hi nk soneone fromDWMS as well. So, it’s been referred
to a commttee.

The Dental TAC has two
recomendations to bring forward to the MAC. The first
one is - background - is sone dental providers have
provi ded services to Medicaid recipients in good faith
after verifying on both the Kentucky web portal and the
MCO web portals that the recipient is eligible and
participating with the said MCO. Copies of these

eligibility verifications were saved by the provider.
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DMS then retro-termnated the
recipient. So, the MO does not pay the provider
despite several appeals including presenting his
docunentation that he had followed the rules. The MO
states that the provider cannot be paid due to retro
term nation.

The recommendation is that the
TAC recommends that this be a matter between the MCO
and DVS. The provider should be paid and not penalized
when he provided services in good faith and fol |l owed
all the guidelines for verifying patient eligibility.
The only entity suffering in this scenario is the
provider and it should be a policy that he be nade
whol e.

The second recomendation is
regardi ng oral pathologists. And the background is
that oral pathologists at the University of Louisville
and the University of Kentucky have not been paid for
services provided to Medicaid recipients since the
inception of MCOs in the state.

The UK representatives state that
they are owed in excess of $3 million. U of L's
outstanding clains are less but still significant. No
MCO has paid themclaimng that a quirk in the wording

of the regul ati ons does not authorize paynents.
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The TAC does not believe that the
regul ations were intended to have victins of oral
cancer goi ng undi agnosed.

The recommendation is that DVS
and representatives fromeach MCO neet wth the
representatives fromboth the University of Kentucky
and the University of Louisville to resolve this
matter.

In addition, regul ations
i npacting the paynent for oral pathol ogy services
should be clarified so that this will no | onger be an
i ssue going forward in new contracts.

Any questions?

CHAI R PARTI N:  Thank you.

Nursing Home Care. No report. Honme Health Care.

M5. BRANHAM  Yes. Just to back
up to our January 22nd that was included in the packet
that was emailed to you, |I’mhappy to report that al
of the recommendati ons have been addressed.

And just for consideration of the
House Bill 144 related to presunptive eligibility that
are going to enter hone health for services froma
hospital to decrease the wait tinmes, that did come out
of the Senate this week. So, that’s going to be on the

books soon. So, that's all taken care of there.
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Qur TAC neeting was yesterday and
| will submt that electronically to Barbara for our
records and everything really was resol ved.

A coupl e of shout-outs to
Wel | Care when they transitioned to CareCore doing the
prior authorizations and sone issues related around
that. They conducted training for providers over three
days, a webinar, and | think we cleared up a | ot of
questions related to that. So, thanks, Wll Care, for
reachi ng out and resol ving sone of those issues that we
wer e havi ng.

| think everything el se was
handl ed yesterday in the TAC to their satisfaction.

The one thing | would like to
point out is | don't knowif it relates to what the
doctor was saying, but when a patient is referred to
home health and they’'re with an MCO, we receive a prior
aut hori zation for the services. W have a signed plan
of care by the physician.

So, we are functioning under the
prior authorization for services even if it’s a two-
week or three-week period for the services that have
been requested under the plan of treatnent.

| don't knowif it’s a glitch and

we’ re checking on that as of yesterday or brought it to
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their attention, but md-nonth, patients are being
switched to other MCOs. So, we think we’'re functioning
under a prior auth of MCO A, only to find out when
clainms are submtted that they were swtched
arbitrarily on the 18th of the nonth to another MCO and
MCOs aren’t necessarily honoring those authorizations
we’'ve had fromour initial contact wwth themto ask for
servi ces under our auth.

So, | would nake a recommendati on
that--1 don’'t knowif they're |late enters or what's
going on there, but this is sonething--normally it
occurs at the beginning of the nmonth. So, it is
creating sone issues for agencies throughout the state
because we can’t check the site every day to look to
see if they're still valid under the MCO that we’'re
functioni ng under.

And, again, it’s not like that we
have a long prior authorization. The prior
aut hori zations could be as short as for four visits or
for six visits but we’ve got sone kind of a quirk or
glitch going on there.

So, that’s sonething that | would
recommend that the Cabinet |ook at in submtting
because | guess you all do that as far as bouncing them

out to the MCOs. So, we’'re providing these services
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and thinking we're functioning under one MCO, and then
as it turns out on billing for those services, they're
under another MCO, and 99.9% of the tinme, the clients
don’t even know it as well. So, that would be ny only
recomrendati on. Thanks.

CHAI R PARTIN: Thank you.
Hospital Care.

M5. GALVAGNI: Good norning. |I'm
Nancy Gal vagni with the Kentucky Hospital Association.
| just wanted to bring you all up to date.

The Hospital TAC net informally
in February. And as you will recall, Carl Herde, who
is our TAC Chairman, had been here prior neetings
testifyi ng about sone concerns we had where the Cabi net
had proposed to redo our DRG paynent et hodol ogy goi ng
to an entirely new system because the grouper that is
in that current systemis not |1CD 10 conpliant.

And we had a nunber of concerns
with that and | think the MAC had adopted sonme of our
recomrendat i ons.

At the informal neeting in
February, we were told by the Cabinet that they are
backi ng of f that proposed new net hodol ogy and going in
an entirely different direction.

So, basically they have w t hdrawn
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that regulation and filed a new proposed rule to pay a
percent of Medicare. W have not been provi ded any
information in terns of the inpact of that on

i ndi vi dual hospitals. The individual hospitals have
been told to individually contact Medicaid to find out
what the inpact is going to be.

W’ ve requested that file, and,
so, we hope that we can get that so that we can see
what the inmpact wll mean for our nmenbers. W’ ve only
been told that about half of our menbers will have a
gain and half will have a |oss but we don’t know the
magni t ude of that.

And, so, that sort of gets back
to one of the concerns that Carl tal ked about 1 think
when we were here before is having a transition period
so that we don’t have an entirely new rate system
dropped on people that they haven't been able to budget
for and they don’t know about.

So, we're going to continue to
ask for that, as well as nmmintaining a process for
appeal s; and in the proposed rule that’'s been rel eased,
there is no real appeals process.

So, those are things that | think
we’ ve brought to the MAC before and you guys have

endorsed and we would continue to ask for your
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endor senent around those issues.

The other thing that this has an
effect onis that all of the hospital contracts with
the MCOs are tied to pay at the fee-for-service rate.
So, it wll inplicate every contract that every
hospital has with all the MCGs.

And, so, we have begun
di scussions with the MCOs and our nenbers around what
shoul d we do because the Medicare system may not be a
good fit for the MCO popul ati on which is nothers and
babi es. So, those discussions are ongoi ng.

The good news is that the reg
wasn’'t filed as an energency, and, so, the goal is to
have it take effect in Cctober. So, we have a few
months to work on it.

And just the last thing I would
say is that we al so woul d endorse the recommendati ons
whi ch Sheila Schuster nmade. The IOP rate, that’'s
sonet hing that’'s been brought up at the Hospital TAC
nmeetings as a concern, that we think that’s in error,
and al so having nore data around the MCO deni al s.

1’11 be happy to answer any
guesti ons.

CHAIR PARTIN: Intellectual and

Devel opnental Disabilities.
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M5. DEMPSEY: Hello. [|I'mPatty
Denpsey and I'mfromthe IDD TAC. |I'’mwth the ARC of
Kentucky. Thank you for the opportunity to be here
t oday.

W do not have recommendations to
submt today. W had submtted recommendati ons
previously and they have been responded to, but | did
just want to touch on a few things that our group had
t al ked about.

Qur TAC net on March 13th; and as
| said, sone of the recommendati ons we had have been
responded to. And of those recomendations, they were
recommendati ons that nust be approved by CVS or it was
going to take additional funding through the
| egi sl ative system

So, we did talk about--I just
wanted to bring you up to date on what we did tal k
about that day. And one of our concerns was in our
recomendation that the Mchelle P. Waiver slots, we're
still concerned about that.

There are 3,800 nenbers on the
waiting list; and of that waiting list, 70% are under
the age of 21 and we are still wthout a pediatric
assessnment tool which was one of our recomrendations

t hat does have to be approved by CMs.
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So, one of the suggestions we had
and that we would neet with the Conm ssioner for
Medi cai d about is our TAC group, we understand that the
Department for Medicaid Services are | ooking at several
tool s but has not decided on a tool yet and we’ve asked
that we be included, that someone from our TAC group be
i ncl uded on those di scussions when the assessnent t ool
was bei ng | ooked at.

The other thing I just wanted to
kind of touch on is that we have been really, really
foll ow ng closely, because it affects those of us and
our famly nenbers and sel f-advocates that |ive and
breat he the Waiver services every day, and that’'s the
final rule that Lynne Flynn tal ked about.

So, we are real concerned about
follow ng that and actually follow ng that statew de
transition plan. And one of our concerns was that we
make sure that there is sone stakehol der invol venent
i ncluded as that plan goes forward, and the Depart nment
for Medicaid Services has been very receptive.

W’ ve asked that they cone and
talk to various groups, various famly nenbers and
sel f-advocates in the different parts of the state
about what’'s being | ooked at for that final rule and

how t hose are done and to nake sure that there i s sone
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st akehol der invol venent.

As Lynne had pointed out, sone of
those trainings or foruns are actually going on across
the state right now And actually we hosted one in
February that went extrenely well and we had severa
famly nmenbers and sel f-advocates that were able to
provi de i nput about how they want to live their |ife,
how they live their daily life and how they' re affected
by services and supports. So, we are really pleased to
get that input provided.

Anot her thing we were kind of
concerned about is the rewiting of the Home- and
Communi ty- Based Waiver, and that’s the Waiver that’s
for people that are elderly or people that have
physi cal disabilities and sone other disabilities
because it was our understanding as that’'s being
witten, sone of the therapies were being discontinued,
but it’s our understanding that those therapy services
are going into the State Plan for the Home- and
Comruni ty- Based Wi ver.

The other thing I just wanted to
touch on and not take up a lot of your tine is you’ ve
probably all heard of the federal |egislation that was
al so passed recently back in the winter which is called

the Able Act. That’'s federal legislation that states
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can decide to inplenent in their state where

i ndi vi dual s can save up to $14,000 per year w thout it
affecting their Medicaid eligibility. This was

di scussed at our TAC.

This | egislative session, we were
able to get sone legislation filed both in the Senate
and in the House. It did not pass, of course, but,
anyway, it’s a start, but it’s very newand it’s
sonething we’ll continue working on and that our |1DD
TAC will still address.

And what these are are 529
accounts, that there’'s also sone simlar accounts
already set up in the state. So, anyway, | did want to
touch on that which was part of our discussion, and |
think that's about it.

CHAI R PARTIN: Thank you very
much. | will give the Nursing TAC report.

The Nursing TAC nmet on March
20th. The first issue is that WllCare is requiring
nurse practitioners who practice in urban areas to have
a supervi sing physician but not nurse practitioners who
practice in rural areas.

It’s not really well-defined
what’s an urban area or what is a rural area in the

manual , but nurse practitioners are not dependent
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provi ders and are considered |icensed i ndependent
providers. The requirenent by WellCare is contrary to
Medi caid requirenments and is not consistent with

Kent ucky | aw and appears to be arbitrary.

No APRNs are required to maintain
a prescribing agreenent for non-schedul ed drugs after
four years. Therefore, establishing practices and
requiring a physician to be supervising will be very
difficult or inpossible for APRNs who wi sh to establish
practices to provide care for Medicaid patients.

So, the recommendation is that
Wel | Care not require APRNs to have a supervising or
col | aborating physician in order to be credential ed
with their conpany regardl ess of geographic |ocation.

The next issue was the enhanced
paynments for primary care. And | won’t bel abor the
poi nt, but the recommendation was that all the MCGs
continue to provide enhanced paynents for primary care
servi ces.

And then the third i ssue was
about the |ock-in patients, and there was an incident
that was reported to us but this issue is not just
isolated; but in this particular instance, the primary
care provider that the patient was |ocked into did not

see patients in the outpatient setting and had not
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practiced in Kentucky since 2012, and, therefore, the
patient went w thout nedication and eventually required
hospitalization for suicidal ideation.

This situation is an exanpl e of
di re consequences that can occur when there’s no
process in place to verify that assigned providers are
foll owi ng | ocked-in patients.

So, the recommendation is that
Medi caid and all the Medicaid MCOs should be required
to verify that |ocked-in patients are assigned to a
provider who is practicing in Kentucky and that the
patient is receiving care.

Patients cannot be forced to
receive care, but at |east the MCO or Medicaid should
be required to contact |ocked-in patients who are not
presenting for regular visits.

Those were all the
recommendations for March, but, of course, we have the
recommendations for the previous two neetings. Any
gquestions?

Ckay. Moving al ong, we’ ve got
like fifteen m nutes and we’ve got another issue under
New Business. So, we need to go quickly. Optonetric
Car e.

DR. WATKINS: W have nothing to
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report other than we are planning on having a TAC
nmeeti ng before the next MAC neeting. Al TAC nenbers
have been reaffirnmed and put into place.

CHAI R PARTIN: Thank you.

Phar macy.

MR. VAN LAHR We finally got a
commttee, but due to bad weather, they weren’'t able to
meet yet.

CHAI R PARTIN: Thank you.
Physi ci an Servi ces.

DR. NEEL: The Physicians TAC net
on February 27th and had a conti nui ng di scussi on of
rei mbursenent issues.

W had a recommendation that’s
been on the table for some tine of establishing a
coding/billing subcomm ttee which had partly to do with
this issue of sports physicals and other things and we
m ght add to that sone other things at this point.

The ot her recommendation had to
do with the continuation of the incentive paynents and
we’ ve al ready discussed that today. Thank you.

CHAI R PARTIN: Thank you.

Podi atry Care. Primary Care.
M5. BEAUREGARD: Good nor ni ng.

Em |y Beauregard with the Kentucky Primary Care
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Association. W continue to still primarily be dealing
with issues of wap paynents, both the reconciliation
process and the automated wap paynent process. And |
won’t go into the details, but if you have any
questions, let nme know.

Il go straight to the
recommendations. Qur first is in light of the manual
nature of the wap reconciliation process and conti nued
issues with mssing clains data, the Primary Care TAC
recomends that DMS continue to approve requests for
extension past the April 13th deadline. And DMS does
seemto be agreeable to this but we just want to nake
it a formal recommendati on.

The second is to inprove the
aut omat ed wrap paynent process and decrease
adm ni strative burden on providers. The TAC reconmends
that DVS provide EOBs or el ectronic Explanation of
Benefits electronically with the necessary identifiers
to allowclinics to reconcile paynents nore
efficiently.

Ri ght now these are being
provi ded on paper and have to be posted nmanually.

These identifiers should include the MCO nenber |ID
cl ai m nunber, subscriber nunber and patient nane.

The third recommendation to avoid
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unnecessary recoupnents based on eligibility status,
the TAC recommends that DMS provide nore tinely and
accurate eligibility information to providers and MZCOs.

Addi tionally, we reconmend that
DVS have a clear process in place for comrunicating
recertification delays to the assigned PCP so that the
PCP can engage a Connector to assist nmenbers in
conpleting the recertification process.

The fourth is to assist providers
and health plans in making | ock-in prograns nore
effective. The TAC recommends that DMS work with the
MCOs in a coordinated effort to provide lock-in alerts
to providers in a nore clear and consi stent nmanner.

W’ ve al so seen issues around that a little different
t han what you just nentioned.

And, finally, in order to inprove
the MCOs’ and providers’ ability to nore effectively
outreach to nenbers, the TAC recommends that DMS wor k
with the MCOs and providers to develop an alternative
process for updating nmenber information that does not
requi re the nmenber to use KyNect exclusively. W think
that this can include a formthat requires the nenber’s
signature but could be filled out to assist themwth
t he process.

That’'s it.
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CHAI R PARTIN: Thank you very
much. Those are all really significant issues.

Ther apy Servi ces.

M5. ENNIS: Good norning. |'m
Beth Ennis. |I’mthe Chair of the Therapy TAC. You
have the m nutes fromour March 3rd neeting. | just

want to bring you up to date on some things that have
happened since then.

We have been very fortunate in
havi ng good participation from Cabi net and MCOs at all
of our TAC neetings which has been very helpful in
resol ving sone issues that keep com ng up

We did get responses on the first
two questions that are still in our mnutes but there
have been other things that have come up related to
t hose since then.

They did respond to the 30-day
recert in fee-for-service, but we’'re having one part of
the Cabinet tell us that, no, you don’'t need to do a
30-day recert. It’'s a 20-visit benefit. CareWse is
saying we're using InterQual criteria. You still have
to do it every 30 days and there’s sonme stunbling
bl ocks with that. So, we're trying to still clarify
t hat i ssue.

There was a response on the
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t herapi st assistant differential, however, that didn’'t
get sent out to nenbers. And, so, what they canme up
with was a use of a nodifier to denote when a PTA
provi ded the treatnent versus a therapist but that was
not communi cated apparently to providers. So, we’ve
asked for a letter to be sent out to providers so that
t hey know.

The big issue that has been
continuing to be concerning to therapists out there is
the shift in EPSDT fromthe 45 provider type and per
visit billing to therapy billing directly to make it a
nmore seam ess systemand it nmakes sense, but there’' s a
| ot of folks that are very concerned about (a) how w ||
t hat happen and (b) what will the cut in rates do to
their ability to continue to see children across the
state.

Two | etters have gone out, but
basically the letters have said either you have an
EPSDT nunmber and a Medi caid nunber, so, you re just
going to continue to provide under Medicaid, or you're
an EPSDT provider but you don’t have a Medi cai d nunber,
SO, you need to get one.

O her clarifications on the
process haven’t cone forth, and, so, we don’t know

where the Cabinet is in that process as far as how t hat
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shift is going to change, how they’'re still going to
denote what are EPSDT funds versus the initial benefit
funds and how providers need to be dealing with that
when they' re billing and when they’ re prior-authing.

So, we would | ove sone further
clarification, and that’s the last itemon our
recommendat i ons.

CHAIR PARTIN: So, is that a
recommendation that you re asking?

M5. ENNIS: Yes, and it is in the
recommendations that were submtted.

CHAI R PARTIN: Thank you very
nmuch.

So, we have recommendations from
Novenber 2014, January 2015 and today fromthe TACs.
And, so, would sonebody |like to make a notion to
accept ?

MR. VAN LAHR. | do have a
coment real quickly on Ms. Schuster’s comrent about
t he bi nders being available to everybody. In order to
save sone trees, can this informati on be avail abl e
el ectronically?

COW SSIONER LEE: It is.

MR. VAN LAHR. | do like the much

t hi nner binders. | do appreciate that.
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CHAI R PARTIN: So, can we have a
notion to accept the reconmmendati ons?

DR. RILEY: So noved.

DR. NEEL: Second.

CHAI R PARTIN:  Any di scussi on?
Al in favor, say aye. Any opposed? So noved. Thank
you. And | would like to request that not only do
menbers of the MAC receive the letters in response from
DMS on these recommendati ons but al so that each of the
TACs receive a copy of the letter so that they can al so
know what the response was from DVS.

MR. FOLEY: | don’t want to add
to what Medicaid would have to do, but is it possible
to have for us like a grid that has each of the TAGCs,
each of the recommendati ons and where we are in that
poi nt and process for each neeting? It mght be too
much to ask. | don’'t know

Wuldn’'t it just be easier
instead of all these different responses just to have
themall laid out in front of us and we can say, okay,
we can check this one off, we add this one here, this
one is resolved? At least it has an answer one way or
the other so that you see there’s progress.

COWM SSI ONER LEE: |'ve been told

that we do that.
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M5. CECIL: W haven't provided
it to you all.

COWM SSI ONER LEE:  So, we do have
one that we can possibly put in the binder or post
onl i ne or sonet hing.

MR. FOLEY: Because sone of the
recommendati ons seemto be over and over and over and
at | east you would see what’s going on with it.

CHAIR PARTIN. So, we’'ll have
that plus the letter response to each of the
recommendati ons. Thank you.

DR. NEEL: Part of that is
because we haven’t had a quorum so, we really haven't
gotten all the answers, but what you suggest is very
hel pful .

CHAI R PARTIN. We have one ot her
i tem under New Busi ness that we would need to possibly
have a recomendation, and that is on pharnacy
preaut hori zation notification.

Apparently the pharmaci es are not
notified when preauthorizations are approved, and, so,
therefore, they don’t know that it's okay to fill the
prescriptions. And, Jonathan, do you want to speak to
t hat ?

MR. VAN LAHR. Yes, just real
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briefly. W now have five different providers
basically, five different PBMs that we’'re dealing with
Each one of themis different as far as the criteria
for preauthorization which is bad enough, but the issue
we have is that the prescriber mght be notified. The
patient may or nmay not be notified. W don't know.

So, the patient calls us and says has it been

preaut hori zed yet.

So, we have to submt a request,
and, again, that's tine and effort on our part to deal
with this, to actually go online and bill for it
basically and say, well, no, not yet, but we don’t know
in that process where we are. Has the provider
submtted it? Was it approved? Was it deni ed?

And, so, what we would ask is
that DV5S ask the MCOs to ask the PBMs to notify the
pharmacies as to the status or approval or denial of
any preauthorization requests for pharnmacy services.

CHAI R PARTIN. Do you want to
make that as a notion?

MR. VAN LAHR  Yes.

CHAI R PARTIN. Does sonebody want
to second that?

M5. ROARK: |'Il second it.

CHAIR PARTIN.  Any further
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di scussion? Everybody in favor, say aye. Anybody
opposed? So noved. Thank you.

It’s five till twelve and the
| ast thing we have is the presentation from Coventry.

DR. TOLIN. Dr. Partin, Thank you
for the opportunity to speak before the MAC today and
to share a little bit of information about
CoventryCares of Kentucky.

Wth ne is M. Richard Schultz.
Rick Schultz is the Vice-President of Health Services.
My nanme is Fred Tolin. [I’mthe Chief Medical Oficer.
| joined CoventryCares a little |l ess than two years
ago. \What you don’t knowis | grew up in Ownensboro and
attended the University of Kentucky. So, |I’m happy to
be back in the state and participating in the Medicaid
Pr ogr am

| don’t know where this is in the
bi nder, Dr. Partin.

CHAIR PARTIN:  It’s under
m scel | aneous.

DR. TOLIN. That’s a good pl ace
for it. | realized this norning that when this cane
over to you, the page nunbers di sappeared. So, please
excuse us for that and we should be able to follow

al ong. Hopefully everything is in order.

-88-




© 00 N oo o b~ w N P

N N NN NN R R R R R R R R R R
ag o W N P O © 00 N oo o~ WwN o

CoventryCares opened the doors
back in Novenber of 2011 when managed Medicaid occurred

again in the State of Kentucky. W were purchased by

Aetna in 2013, although we still carry the
CoventryCares’ nanme which will continue until |ater
this year.

We did participate in Expansion
| ast year and earlier this year expanded our own
office. W added our prior authorization team here
locally. W added fifty new enpl oyees to our
Louisville office. So, we now have 281 enpl oyees
t hroughout the state, nost of themin our main office
in Louisville.

W now have over 300, 000 nenbers.
At the end of February, it was slightly over 306, 000
and | have a pie chart that shows the distribution of
t hat menbership. You can see that the majority of our
menbership is in the TANF popul ation. Qur Expansion
popul ati on now represents about 23% of our nenbership.

On page 4, although our main
office is in Louisville, we do have enpl oyees
t hroughout the state. Specifically we have Provider
Rel ations’ representatives, at |east one or two in each
of the eight Medicaid regions, as well as having a

Menber Qutreach Coordinator in each of the regions.
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Qur Menber Qutreach Coordinators
are responsi ble for a nunber of things and those are
outlined on the foll ow ng page which is actually page
5. There’s a nunber of different progranms which our
Menber Qutreach teamis responsible for.

One in particular that | find of
interest is our diabetes nutrition classes. As | think
everyone is well aware, diabetes is a big problem
t hroughout the United States, not just in Kentucky, but
t hroughout the United States.

We do have an individual who is
very involved in diabetes research and advocacy. She
teaches a diabetes nutrition class statewi de. This
class includes tips and techni ques and managi ng t he
di sease, as well as a cooking denonstration and a
nunber of healthy recipes for famly nenbers.

Most of our community outreach
teamare certified in chronic disease sel f-nmanagenent
prograns. These prograns are designed to encourage or
teach ways for our nenbers to inprove their life with a
healthy lifestyle, as well as sonme |long-termhealth
strat egy.

Agai n, we do have invol venent and
interaction with the nenbers, providers and advocates

in all of the regions and in all 120 counti es.
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On the follow ng page, just a few
not es about our Provider Relations. Again, we do have
Provider Rel ations’ representatives in each of our
regions. The Menber CQutreach, of course, are focused
on nenbers, where these representatives are really
focused on our relationship with our providers.

They’ re involved in not just
credentialing and recredentialing but also any issues
that nay cone up with the providers. They are a point
of contact for our provider community and a path to
resol ve any issues that conme up with the plan - as an
exanple, clainms’ issues and things |ike that.

On the follow ng page which is
page 7, a few notes about our Quality Program Last
year, we went through NCQA - National Commttee for
Qual ity Assurance - we went through NCQA accreditation
for the first time. W actually scored quite well as
you can see - 49.6 out of 50 points.

This accreditati on was achi eved
in August. It’s a three-year accreditation. And, so,
we W ll be recredentialed in 2017 and we’'re al ready on
the path to do that.

One of the things we are
interested in and I think I nmentioned earlier briefly

i s val ue-based purchasing, often called pay-for-
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per formance prograns or other such names. W do have
prograns in place. These include several standards
such as HEDI S neasures and other incentives for

provi der groups and in achieving those, and | know
menti oned a few of those earlier today.

One of the things we focus on
other than HEDI S neasures are the Heal t hy Kentucky
measures. |If you're not famliar with those, it’'s a
series of neasures really focused on health that may or
may not be HEDI S neasures. Such things include things
i ke the BM neasurenent in adults, screening for
t obacco use in adults and adol escents, chol esterol
screening, etcetera, things like that. 1It’'s nore along
t he screening and prevention side of things.

On the foll ow ng page, sone of
our initiatives. Like the other managed care
organi zati ons, we do have several Perfornance
| nprovenent Projects. These are the six listed
currently in place.

The anti psychotic nedication
utilization in children, that programis one that’s
shared anong the other MCOs. So, we all have a simlar
program This is a request coordinated with DVS so
that we're all focusing on a single issue that’s

pertinent for Kentucky.
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Several of our other prograns are
ei ther behavioral health or focused on nedical issues.
In particular, our Attention Deficit/Hyperactivity
Di sorder is a programthat focuses on children who are
on ADHD nedi cati ons who nmay not be in therapy.

So, identifying these children
and coordinating or assisting with thembeing in their
therapy. It’'s well known that children with nedication
and therapy in conbination do better than just
medi cation or therapy al one.

Qur energency departnment program
is focused on high utilizers. | think everybody is
wel |l aware that there is an ongoing issue with over-
utilization or perhaps inappropriate utilization of the
ener gency departnent.

And for this reason, we have a
program focused on this to identify those high
utilizers, reaching out to themand identifying
what ever gaps in care may exist to steer themto
appropriate levels or alternative sites of care.

One of the newer prograns |’'m

excited about which is not inplenented yet is our

dental initiative. |’msorry, Don, we don’t have page
nunbers on there, so, | can’'t tell you what page.
DR. NEEL: That's all right. 1'm
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reviewi ng as you’re going.

DR. TOLIN. Qur dental initiative
which is not yet inplenented, | think in the last six
nmont hs or so, maybe nore than that, it’s been really
identified that we have an opportunity wth dental care
inthis state. W’re doing worse than nost of the
other states are. | know Dr. Riley is over there
smling. You know what |’ mtal ki ng about.

So, the way that we’ve decided to
approach this is focus on children who are eligible for
but have not received any preventive or screening care.
It’s really two groups, those zero to age five for
fluoride and then the older children for seal ants on
their permanent teeth. So, it’s not just a screening
but also preventive in ternms of their fluoride or
seal ant s.

So, that’s a programthat we’ ve
devel oped but at this point we’ ve not yet inplenented
that, Dr. Riley.

On the followng page, | talk a
little bit about case nmanagenent. Al the nanaged care
organi zati ons have case managenent in some form or
another. The programis designed to outreach to our
menbers who have ongoi ng concerns.

We identify menbers for case
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managenent through a nunber of different nmethods. W
do have a predictive nodeling program W also | ook at
i ndex hospital adm ssions, as well as direct referrals
ei ther by physicians or identification by nmenbers of
their owm health plan. W have several different
prograns that are |listed there.

And 1'd like to share just a
brief story with you, if | can, about how well we’'re
able to do wth this. W recently identified a 17-
year-old femal e who was a Type | diabetic that was
poorly controlled, and, in addition to that, she had
sone behavioral health issues and specifically sone
sui ci dal and hom ci dal ideations.

At the time we were able to
identify her for case managenent, her henogl obin Alc
was 11. You know that’s not good. By coordinating
with her primary care physician, we were able to
confirmthat she did keep her appointnents and attended
a di abetes workshop to have sone ownership of her
di abetes, control of her diabetes as well as with her
famly.

In addition to that, identifying
her behavioral health issues, we were able to
coordinate wth her behavioral health professionals

t herapy sessions not only as an individual but also
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famly therapy sessions.

Doi ng so, we’ve had a positive
response for this young lady. She is nore active in
school and | understand she recently joined the
softball team | don’'t know if she got a sports
physi cal, though, Dr. Neel. Sorry. Alittle off track
t here.

Her | ast henogl obin Alc was 8. 2.
So, she’s not quite there but she's certainly a | ot
better than the 11 she was when we found her several
nmont hs ago.

Al so as part of case managenent
on the next page, we do have sone specific prograns for
those at risk. As you' re probably aware, we do have a
nunber of patients who have Hepatitis Cin the Mdicaid
Program There are a nunber of nedications avail abl e
for Hepatitis C, although they can be conpl ex reginents
W th conbi nation prescription therapy.

For this reason, we nade a
decision to reach out to any individual who has a
di agnosis of Hepatitis Cto enroll themin case
managenent. Qur goal here was really to identify the
i ndi viduals who are at risk of being nonconpliant with
medi cati on because of the conplex reginents that m ght

occur. | see you shaking your head. You know how
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conpl ex and chal | engi ng sone of the hepatitis

medi cations can be. This is a programto help
encourage and inprove their conpliance wth that and we
have actually seen sone positive results with that.

One of the other prograns |'d
like to touch on is our Neonatal Abstinence Syndronme
Programor NAS. | think everybody is well aware of the
chal | enges and i ssues we have with Neonatal Abstinence
Syndronme in this state.

Qur goal really was not just to
identify the neonates once they’' ve been born but really
to reach back further in the tinme line to identify
t hose wonen who are pregnant who have a drug addiction
and, in doing so, provide sone options for the
managenent of their opiate dependency during their
pregnancy, and, then, after delivery, continue to
follow up with the nother and child for at |east one
year, depending on their needs.

On the follow ng page, | |ist our
si x di sease managenent prograns which are designed for
the chronic conditions. These programs work with
varying |l evels, depending on the needs of the nenber.

As an exanpl e, individuals who
are famliar or confortable and have adequate know edge

of their disease, we would have what we would call a

-97-




© 00 N oo o b~ w N Rk

N N NN NN R R R R R R R R R R
ag o W N P O © 00 N oo o~ WwN o

Li ght Touch with rem nders for follow up appoi ntnents
or screening exans as appropriate, and for those

i ndi vidual s who require nore intensive care or
managenent, of course, educational prograns and ot her
outreach as appropriate. So, these progranms really
have very different |evels, depending on the actual
menber’ s needs.

On the follow ng page, I'd |ike
totalk alittle bit about one of our goals at
CoventryCares and that is really to | ook at our nenbers
as a whole and not treat our nmenbers as a list of
di agnoses.

So, instead of |ooking at them as
a dental patient or a nedical patient or psych patient,
really try to evaluate them as a whol e i ndi vi dual
| ooking at not just their medical issues, surgical
i ssues, behavioral health issues but also for the
social issues that may go along with that. As you're
wel |l aware, a | ot of Medicaid nenbers do have
chal | engi ng and conpl ex social environnents.

So, in treating the nenber as a
whol e, we try to take a very holistic approach and we
actual ly have integrated our case nanagenent teamto be
able to do this so that there’'s a single point of

contact for individuals instead of having to reach

-08-




© 00 N oo o b~ w N P

N N NN NN R R R R R R R R R R
ag o W N P O © 00 N oo o~ WwN o

di fferent departnments for either nmedical or behavioral
heal t h concerns.

| can tell you that this works
and we have seen sone success with that. 1In the
interest of tinme, | won't belabor the point with
anot her success story, if that’s okay with you, Doctor.

| ve nentioned a coupl e of
prograns and sone outreach that we do, and | think that
all that sounds great, but what are we doing to help
the health of Kentuckians because that’s really what
we're all about, isn't it?

And |’ ve included on the next two
pages just a couple of itenms to show sone pl aces that
we’ ve been able to actually nmake a difference by
wor ki ng with our provider conmmunity and working
directly with the facilities.

And just as a coupl e of exanples,
we’ ve increased well-child visits, increased the
adol escent i nmuni zation rates which I know had been
dropping in the state, as well as ny particular--the
di abetes is a particular interest of mne, as you’ ve
probably heard throughout this presentation. W’ ve
actually been able to increase the henogl obin Alc
testing in our diabetics to over 80%

So, Dr. Partin, that’'s just
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maki ng sure the test is done. The next step will be
maki ng sure that they' re getting close to 7.

And, then, the follow ng page, a
couple of prograns related really fromthe
hospitalization side. On the nmed/surg side, we're
real ly | ooking at unplanned 30-day readm ssions.
know this is a big issue and we do have a Performance
| nprovenent Project or PIP involved in this.

At this time, what we’ve done
separate fromthat is to focus on several chronic
illnesses that are at high risk for readm ssion such as
the diabetics. By focusing on these individuals as a
subset of our nenbership, we’ve been able to reduce
their particular readm ssion rate to |l ess than 5%
unpl anned readm ssion over 30 days.

W’ ve taken a different approach
on the behavioral health side, really looking to
enhance their followup after hospitalization in a
behavioral health facility. Qur challenge here has
really been followup on an outpatient basis.

For this reason, we have a Day of
D scharge pl anni ng encounter, and in that encounter,
one of the conponents is confirmng that there will be
a foll ow up appoi ntnent made and then we confirmthat

that’s kept, and we’ve actually been able to inprove
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our appointnent rate within 30 days to 75%

The final slide, the future for
us, the remainder of this year, later this year, we're
going to be expanding our Louisville office. Once
again, we’'re addi ng our Menber Services and Menber
Qutreach teamand this includes hiring 40 new
enpl oyees. So, we’'ll be up over 300 enpl oyees before
the end of the year.

We are addi ng anot her conponent
to our case managenent program W’ Il actually have
face-to-face, in-person encounters instead of primarily
tel ephonic which is the way that we handl e case
managenent at this point.

And, then, last on the list but
not necessarily final, as you know, Coventry was
purchased by Aetna in 2013, and the CoventryCares’ nane
will be sunset later this year. W w | be re-branded
as Aetna Better Health of Kentucky, and I'mofficially
now al l owed to give you that information. That’s
pl anned for the fall.

Thank you again for the
opportunity to speak before you, and I'I|l be happy to
answer any questions that any of you may have.

CHAI R PARTIN:  Any questions?

DR. NEEL: A couple of quick
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ones. Fred, thank you for the presentation. On
credentialing, you were in our TAC neeting. You know
that continues to be a bugaboo. [It’s just taking too
long to get providers credenti al ed.

Are you all working to try to
shorten that period? |It’s got to happen because we're
having so many providers that are not getting paid out
there partly because of credentialing.

DR. TOLIN: In the Dental TAC
yesterday, we spent sone tine tal king about this. |[|’ve
heard nunbers or length of tine as high as nine nonths
to a year.

We actually use a centralized
credentialing service through Aetna and we | ook at
these things on a nonthly basis. So, certainly, Dr.
Neel, 1'Il take that away and see what our tinme frane
is. | don’t know off the cuff what our average tinme
frame is, but I do know this is an ongoi ng concern for
t he physicians as well|l as dentists and other heal thcare
provi ders.

DR. NEEL: GCkay. And just one
final. | think the percentage of well visits is higher
than i s docunented here. Part of that problemis poor
data. W brought it up earlier. W’ve got to have

data to know if they're really getting their exans or
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not .

DR. TOLIN. Doctor Neel, |I’m not
able to share at this tinme, but I can tell you that so
far, the data collection that we’re doing this year for
HEDI S shows that that nunber has inproved
significantly. So, we have made strides by working
with you and your coll eagues.

CHAI R PARTIN: Thank you very
nmuch.

| have a comrent or sonething
that | would like to bring up related to ordering of
durabl e goods, and 1'd like to thank Wl | Care for
contacting ne about this issue.

Let me go back a little bit on
the history. About a year ago, | contacted the
Attorney Ceneral’s Ofice and the O G Ofice because
| mreceiving requests for durable equipnent for
patients when | didn’'t order the equipnment, but the
request is sent to ne as though | had ordered it and
asking for ny signature, and it’'s for things that I
woul dn’t have ordered for the patient.

And this is not isolated. | know
a lot of other providers have the sane issue. So, |
called to report that and | was told since | hadn’t

signed the forns for the orders, that no fraud had been
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commtted and, so, therefore, nothing could be done
about the issue.

So, a few weeks ago, | received a
call froma representative from Wl | Care who had
sonmehow recei ved informati on about this and was
followwng up with nme and wants to do sonet hi ng about
it. And, so, | was really pleased to hear that and she
wants nme to send her all of these requests that | have.

So, | have taken on this m ssion
saving all of these requests fromthe various conpanies
that | receive and 1’'lIl send themto her but they're
not all WellCare patients. So, | don’t know how far
t hat woul d go.

So, I'd like to ask that naybe
sone of the other MCOs and Medicaid | ook into this
because | think it’s really easy to sign----

M5. BRANHAM  Maybe you want to
tell them what.

CHAI R PARTIN:  \Wheel chairs, beds,
back braces, knee braces, heating pads, diabetic
testing supplies. Everything you could inmagine that’s
a durabl e nedical equipnent | get requests for when
haven’'t ordered them and a |ot of these people are
di abetics but sone of themaren't, but the patients are

al ready receiving their diabetic supplies locally, and,
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so, these requests are comng fromout-of-state

conpani es.

So, it would be very easy to sign

that formthinking, oh, the patient requested it
because that’s what the form says -the patient has
requested this, and, so, it would be very easy.

And maybe | have signed themin

the past and didn’t even know it, but now we’' ve started

calling which is extra work but you have to call the
patient and say are you getting your supplies locally
or are you getting themfromthis conpany and that
takes a lot of tine to do that.

So, | would like to ask that
maybe some of the other MCOs and Medicaid | ook into
this issue and see what can be done. |’'Il be glad to
share what | have.

And, then, on a slightly rel ated
topic, | have been receiving requests - nostly this is
fromWel |l Care - for durable nedical equipnent after
their representative had talked with the patient and
they’ re for durable nedical equipnment supplies that |
didn’t order but that the representative talked with
the patient and determ ned that the patient needed.

And, so, | can't tell these

requests fromthe other bogus things that | get. So,
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think it would be really helpful if the representatives
fromthe MCOs are going to talk with the patients and
determ ne that they need a heating pad or they need
what ever, that they contact the provider first and |et
the provider know that they' re recommending it so that
when the order cones to the provider, that they know,
because, again, we have to stop and call the patient
and say did you want this or did sonebody talk to you
about this and it’s very confusing.

MR. VAN LAHR Dr. Partin, as a
DVE provider, one of the issues we have in dealing with
this alot of times is the patient is discharged from
the hospital or an enmergency roomand they' re told to
get this itembut the ER doc is nowhere to be found.

And, so, what they will tell the
patient is have your primary care provider do this.
So, that is problematic for us as far as on our side
sonetinmes in that they' re told by the ER doc, they're
told by the discharger at the hospital or the resident
at the hospital and there will be a prescription for
this item but they' re nowhere to be found. They're
not going to fill the paperwork out. They're not going
to do anything with it.

So, the question sonetinmes for us

is what do you do. That should be a communi cation
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issue with the DVE provider with you directly if
there’s an issue with that, too.

CHAIR PARTIN: So, there’'s
anot her facet to the problem So, anyway, | just
wanted to bring that up so that everybody coul d be
aware of that that problem and nmaybe together we can
work on this and fix it.

Any ot her issues? Comments?

MR. CARLE: Just one other one
with regards to the binder. 1'd like to echo
Jonat han’ s comment s.

As | was going through it,

t hough, on Section 7 of the audits, sonebody provides
an executive summary of what the audit was about; but
it would be nice also to have an executive sumary of
what the findings were so that we don’t necessarily--
right here at this tinme, we don’t have the ability to
go into the website and find the findings.

So, what | would ask is that we
have just one paragraph, an executive sunmmary of what
the audit was for and what the audit outconmes were.

CHAIR PARTIN. Thank you. If
there’s no further business, then, |I'll take a notion
to adj ourn.

MR. VAN LAHR: So noved.
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much.

DR. NEEL: Second.

CHAI R PARTI N:

MEETI NG ADJOURNED
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