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CHAIRMAN POOLE: Let’s get started.
A couple of things right off. Sheila Schuster’s group for
Advocacy, they’'re doing an advocacy training video and
that’s why we’re being videoed today.

Also I’'1ll make an announcement now
and then at the véry end. If you want to be put on an
email list éo let you know about up and coming meetings
with the MAC, see Sharley afterwards and give her your
business card with your email address. She doesn’t mind to
do that at all; I‘'ve had a lot of people ask me about
that.

The first thing on the agenda is to
approve the minutes from our last official meeting which
was 12/15/2011 and 3/22/2012. We had those with us last
time. We didn’t have a quorum, so, we could not approVe
them. So, do I have am motion to approve?

MS. BRANHAM: I make a motion.

MR. WHALEY: I'11l second.

CHAIRMAN POOLE: All those in favor,
say aye. Any like sign? Motion carries.

Now on behalf of the Medicaid
Advisory Council, I'd like to welcome our new Secretary,
Ms. Secretary Haynes for her comments, and we really thank
you for coming. We really appreciate it. And now Deputy

Commigsgioner Neville Wise also, welcome him as usual.
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REPORT OF CABINET FOR HEALTH & FAMILY SERVICES,

DEPARTMENT FOR MEDICAID SERVICES:

SECRETARY HAYNES: How are yoﬁ all
this morning? 1It’s nice to be here and nice to see
everyone. I think it’s probably been, what, three months.,
You all met either juét before or just after I started on
April 16th, but who’s counting? Right?

I asked Neville yesterday what was
the expectations for comments here this morning. And, so,
I'1]1 touch on a few things and then would certainly welcome
guestions by any of you.

I would say that one of the newest
things that’s happened is. you referred to Neville as Deputy
Commissioner. We have Jjust recentiy appointed a new:
Commissioner for Medicaid Services who couldn’t be here
today. He had a long awaited .family reunion that only
happens every three years which, of course, he told us
about before his appointment. So, we could have walted
until next week to make the appointment, but we went ahead
and he’s got a good two weeks under his belt before we knew
he would have to be gone this week.

Commissioner Kissner comes to us with
many, many, many years in the health insurance market and
also more recently in managed care. And because of the

complexities of dealing with the managed care system and
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the'organizations that are now in place, I would say that

" having someone with hig background and understanding about

how managed care companies work, how state governments can
best work with them to ensure improved quality outcomes for
our members is very important. And he comes to us knowing
gquite well that getting to savings is one gdal but
certainly quality health outcoﬁes is equally as important
to the State of Kentucky for the longer-term savings that
we might be able to achieve.

And there is absolutely no doubt that
there have been bumps, people could say deep ravines, more
than a bump along the way in the implementation of managed
care. We still have improvements to méke, but I must say
that the managed care companies have worked with us very
well,

As you see it play out in the press,
we don’t always agree on how we’'re going to move forward,
but there is a real commitment among all of us to work
together. There’s never a week that goes by and frahkly
hardly a day that goes by that there are not meetings at
the Cabinet between provider groups, the.managed care
companies and the Cabinet.

Most recently, we have engaged a
consulting firm that specializes in working with states

that have gone to Medicaid managed care to help us think
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through the Department of Medicaid Services and how it is

that we best sort of reorganize our staff in the Department

~of Medicaid Services, as well as how ig it that we ensure

compliance to those contracts, the managed care contracts.

And, so, we just met with the firm
last Monday morning for the first time, and they!ll be here
working with us for about the next six months. I have
really nothing more to report on that; but maybe the next
time you meet, we can give you a report about sort of what
they’ve done, how things are looking; but we’re looking at
a little bit of everything, I will tell you,

We're looking at not just staffing

_but we’re looking at other aspects of providing Medicaid

gervices in the State of Kentucky that have been changed by
the managed care organizations now coming in. So, they're

kind of looking at a whole array of things and they’ll

‘bring in some best practices from other states, and

certainly they’re bringing a lot of lessons learned to us
from other states in which that they have worked and
currently are working.

Yo, we are looking forward to that,
and we'’ve been very up front with all the staff in the
Department of Medicaid Services, and we know that new staff
training is on the.horizon, and, so, people are pretty

excited about all that.
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The second big thing that’s going on
as far as from my office goes is every two weeks, the
Commissioners of Medicaid, Public Health, Behavioral
Health, Aging and Independent Living, and Department of
Community—Baséd Services meet for a twd—hour block.. And we
stay held up in my office to begin.to have discussions
about how we can serve more people and how it is we can
better leverage our Waiver Programs.-‘And I know that
advoéates in the state aré qﬁite interested in our Waiver
Programs, as they should be.

And, so, we're beginning to take a

~look across departments now as to really how is it that we

can work with CMS to re-frame, redo, update, refresh our
Waiver Programs so that they make the most sense. 1In some
casés, we're trying to fit square pegs in round holes and
vice versa. And the advocates and the consumers know quite
well that we’re not always serving people the most
efficient way.

And, so, we're trying to get some
ideas that we can put on the table to the provider groups
at some point in the future about how we might lock at sort
of updating some of our Waiver Programs in the future which
I think is probably going to be, from all the advocate
groups I've met with, I think they certainly don’t want to

lose their services but dispensing with some of the hoops
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and red tape and that sort of thing seems like to me could
be a welcome relief to folks.

So, I'm happy to take questions from
any of you at this time before Neville gives an additional
update.

CHAIRMAN POOLE: I’'m glad to hear
your comments on the new Commissioner because obviously
knowing that he camé from the MCO industry, there's some
concerns obviously among this whole panel up here as to,
you know, the main thing is unbiased representation to put
the patient in front of everything else.

Do you want to go ahead, 'Dr. Neel?

DR. NEEL: Madam Secretary, Dr. Neel,
pediatrician from Owensboro. I‘m sure you're aware that we
gave up a managed care system, a management care system
called KenPAC that was doing a fairly good job of managing
care in Medicaid. We were not able to keep the
expenditufes down to what we wQuld have liked to but we did
manage care. So, pediatricians and primary cafe providers
were paid a fee for doing that.

Now we see that we’ve brought in what
is determined managed care. And I think that’s the problem
that most of us in primary care are having right now is
that we want to know exactly who is managing the care

because after nine months, we're not seeing much coming
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from the MCO’s that’s doing the very thing that we were
doing before.

And, so, we're struggling. We're
struggling to find our patients through auto assignment to
the companies but not to the physicians, and I could go on
and on. And I've laid awake nights before this meeting
trying to think how I could be positive about things at
this point.

But I'd kind of like for you to
define, if you would, who you expect to be managing the

care because we've lost a lot of the good things that we

thought we had in managing care and we don't see that we’ve

gained a whole lot of positive from them at this point.
And I can tell you that after nine months, they’re still
gtruggling because we were premature in getting this
started and we've all been playing catch-up, and I'm not
sure we’'re all going to make it through this.

But I would like for you to kind of
define what you expect them to do in managing care other
than just managing the money.

SECRETARY HAYNES : Well, Dr. Neel, I
assure you we are going to manage our way through this for
the next two years. We have three-year contracts‘into
place, and Region 3 will be coming on board at the

Louisville area beginning in January, and we have an
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eighteen-month contract. So, all of the contracts will be
up at the same time in three months.

Regardiﬁg quality of care, the
managed care organizations have great incentive to do a
better job of managing care becausé the better care
management that they provide, the more preventative
services that they diréct people to and the increased
wellness of our patients, of coﬁrse, will be sgavings for

them in the end and it’s good for Kentucky and our health

‘statistics.

So, I would just say at this point
that you’re correct, that not everything has gone smoothly.
I suspect there will still be other problems. We know
right now that we’re having problems especially in the area
of behavioral health because there are big gaps in the
service system out there, and we are having conversations
with providers as well as the managed care organizations
about how we are going to look at sort of narrowing those
gaps with other services that could be put in place out
there to assist. |

I suspect that as we move forward,
each company in their contract, they have goals of how many
people will be truly managed by care. Out of the number of
people that they are receiving or that they have as

members, according to the acuity of that person, they have
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a whole system in which that they prioritize the management
of care and assign them a nurse to begin to work with and
to help them.

We have a long way to go there, and
all I can say to you isg that we’'re now at a point now that
providers are more often than not - I'm not saying every
time - but more often than not receiving payments on a
timely basis, on a more timely basis. 1It’s not quite like
Medicaid did of paid within like seven days. It'’s usually
not quite that good, but certainly providers are now
beginning to get on a more timely basis.

So, I think that in the year going

forward, these are all areas that we hope to work with them

to improve upon. They provide to us about 140 reports in
the course of a quarter. Some of those are monthly, some
of those actually are even weekly and some are only
quarterly.

We have a thorough examination going
on right now of all of those reports and especially looking
at management of care, quality of care and those
indicators. So, we will have a much better idea going
forward at areas in which we will work with them to begin
to improve services. TIt’s a lot to get one’s arms around,
though. I would say that.

The other thing is I forgot to
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mention in my opening comﬁents - I'm sure all of you know
by now - that the Governor released the Executive Order to
create the Health Benefits Exchange lasgst Tuesday. We named
Carrie Banahan, someone that this committee probably knowé,
to be the first Executive Director of the Exéhange, and it
will be located in the Cabinet for Health and Family
Services. We’re on track to have that up and runﬁing

January of 2014 with no decision about Medicaid expansion

at this point.

CHAIRMAN POOLE: Thirty—four gstates
have either reduced benefits to Mediéaid-beneficiaries or
reduced the rolls by reducing qualifications. Obviously
our state isn’t going down that road and that’s fine. I
understand.

on a financial front, I understand
what those states are doing. If the funds aren’t there to
take care of everybody, then, we need to reduce.

However, in this state, I practice
pharmacy now going on twenty-two years and we've received
six cuts in reimbursement counting this last one which was
contractual cuts. And at some point in time, there ig no
more blood to get out of the turnip. The cutsrcut to the
bone.

I’'ve talked to mény providers. We

talk back and forth through emails and stuff. We want to
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take care of the patients. We’'ve been doing it for a long
time. We have a lot of éare and concern. Everybody has
the patient in the forefront of their mind and puts them
before a lot of other things. But I hope that in the
future, that when we loock at budgetary shortfalls, that
it’s just not another cut that puts everything back in a
budget.

I think all Kéntuckians should share
in paying for the Medicaid Program. It shouldn’t fall

unfairly on the providers to continue to take cuts and cuts

to the point where they’re considering not taking Medicaid

anymore.

| Now, I know as much trouble as home
health agencies have had, if they have an area that is not
saturated with Medicaid, they’re just dropping Medicaid and
making it on cash, cutting back and just making it on cash
and other private third parties.

So, I hope that some day that we can
have other revenue sources or do other programs. I know in
pharmacy alone, there’s a ton of pilot projects we can do
to save, whether it’s asthma care, whether it’s through
hyperlipidemia, through cardiac initiatives that we can do
to try to get our population héalthier and that’s the main
thing. So, I want you, if you don’t mind, to comment on

that.

~11-




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25b

and, then, the biggest burning
question we can ask as a group up here, I find it hard to
come up with any other entity that represents more

stakeholders than this MAC, Medicaid Advisory Council. And

~we would really like direction from you as to what you want

us to do because we've been trying, and Neville has
listened to us. Sometimes hig hands are tied on certain
things, contractual obligations through the MCO’'s, but T
really want you to comment because I know you know the
statute, and I'll be reading it here.

As a directive, we have two pages of
directives we’d like for the Cabinet to be able to help us
out with, but what you need from us, what do you see as our
responsibilities.

SECRETARY HAYNES: So, your first
question I'11 take first which is the budget cuts. And I
bet my colleagues across state government would say that
it's been tough on all of us and all of them, as well as
tough on providers for all of our services throughout the
state. |

We’ve just gone through one of the
worst economic times of any of our lifetimes, and we are

lucky in Kentucky that frankly the cuts that have been made

have been as few as they have and have been managed so that

we aren‘t having to cut benefitg to the extent, as you laid
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out, that many other statesg have done.

Some of the horror stories about how
some of the states have handled their Medicaid population
that I’ve heard just in the last three months are nothing
short of tragic for those consumers, and Kentucky has I
think done a very good job of managing that. 1It’s not the
best job and it is going to hurt people across the board,
particularly our providers.

And I’'m not sure what else to éay
about that except at least our providers have been spared
the really deep cuts that we have seen in surrounding
states. I think if ?ou talk to the managed care
organizations, they would tell you, which I hear from them
regularly, that our Medicaid rate is still quite lucrative
compared to surrounding states and their fees, their
reimbufsement rates.

So, I can only sympathize with you
and empathize with you at this point and just tell you that

throughout the Cabinet for Health and Family Sérvices, in

my Department for Community-Based Services with social

workers where we go out and work with kids and families in
crises day in and day out, I have soclal workers day in and
day out putting their lives in harms way for for $35,000
and $40,00Q a year and I really worry about them, to be

perfectly honest, and they’re working with many of the same
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people that our Medicaid Program helps to support. So,
again, what we’'re trying to do is better leverage all of
our dollars across the board. |

Regarding the Medicaid Advisory
Council, now that we have a new Commissioner, I’'d like for
you all to think about a small group of you that would come
and meet with us in the coming weeks and let’s have that
very discﬁssion. I look forward to engaging with you now
that the landscape has changed on how that it is exactly
that you all could best be utilized, and then maybe we
could bring some good recommendations back to your group.

I'm not sure what.the rules are for
conference calls and that sort of thing, but quite possibly
we could have some work between.now and-the next Quarter
meeting that would really help to redefine or better define
your role moving forward in sort of the new normal, and we
would look forward to that. I certainly look forward to
that.

On that note, I'm not sure that I had
met any of you before today; however, the first two months
I was here, I had oﬁer'sixty meetings in my office with
over 300 advocates with all aspects, of both Medicaid and
all other aspects of the Cabinet.

So, all these fine people sitting

behind me, most of them have probably been in my office at
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least once, i1f not several times, and they know that my
goal and my number one goal was to open up the Cabinet and
to be a good listener; to trf to find ways to better work
together, to better leverage each department‘in the Cabinet
so that we can provide better services to more people with
the same money that we have. The money is what it is.

And, so, I am listening and I look
forward to working with you in a more productive way.

CHAIRMAN POOLE: Okay, because that’'s
been the frustrating peoint with us. There’s a lot of
meetings that go behind the scenes just like you. All
individual industries come to you. It certainly seems like
to me when you have everybody, unless you can tell me a
stakeholder that’'s not supposed to be in the room -
there’'s a few people that’s not here - but a group that
couldn't address aﬁy situation with any industry that’s
represented. |

So, that’s I guess the frustrating
point for me, and it could make your all’s job a lot easier
if this was the forum that they could bring their problems.
That’s what the TAC’s should be about, the Tecﬂnical
Advisgory Committees.

So, I would like to get to that
point, and I think it would be a great tool for you guys.

I know Neville has tried to encourage that, and then right
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afterwards, he has meeting after meeting after meeting
right after our MAC. So, that'’s where I come from on that,
plus what obﬁiously the statute says, too, but I look
forward to working with you on that. And, yes, we’ll be in
contact and we’ll come up with some things that we want to
be beneficial obviously.

_SECRETARY HAYNES: I hear your

frustration and look forward to trying to determine a

better way to move forward together.

MS. FUMMILAYO: Ron, may I ask a

question?

CHAIRMAN POOLE: Yes. Go right
ahead.

MS. FUMMILAYO: Oyo-Fummilayo, and I
represent children, minority and women and low-income. You

said you had bimonthly Commissioner meetings. So, is that
anything that we could probably sit on or sit in on and
listen to and bring back, anyone from the Board, or is this
a closed-door meeting for the Commissioners and you only?
SRCRETARY HAYNES: Yes, it is closed
door. 1It's just with my staff and me, just like I have a
Monday morning meeting from 9:30 to 10:30 with all my
direct reports, and it’s kind of an update every Monday-of
what’s going on in all of the departments and offices, just

like any of you would have a staff meeting at your office.
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and, so, it’s a time without other
staff frankly or anyone else in the réom for us to have
better conversations about ideas, leverage, better leverage
the Medicaid budget, better work. We have more guardians
of the state. They're at the highest level now than any
bther time in our state’s history both for those eighteen
and over as well as those eighteen and under. Many of
those end up being paid by General Fund dollars. That's
just like one item on the table. There are many.

How is it that we begin to get youth
into more community-based services and how do we keep them
out of these long-term stays in inpatient facilities.

MS. FUMMILAYO: So, it‘s your
Cabinet, right, your Cabinet?

SECRETARY HAYNES: It is only my
direct reports, my Commissioneré, and there’s five. But
then the job would be, after we leave those meetings and we
have ideas, everyone knows it’s our job to begin to work

with the people, the stakeholders that care to sort of

surface ideas. This is something we’ve been talking about.

What do you think? And, so, I suspect that nothing will
happen without you know about it. |

MS. FUMMILAYC: So, it’s the meeting
after the meeting that we get.

SECRETARY HAYNES: Yes.
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MS. FUMMILAYQO: Okay. Thank you.

MS. BRANHAM: Madam Secretary, thank
you for coming today and it's nice to meet you. I think
the part that troubles me some being a participant on this
committee and really being dedicated and also legiglatively
and with the Kentucky Home Care Association, on the Board
and things such as that, when meetings started in your
office, it would have been nice for some of your
Commissioners to advise you that this Council is in
existence.

Before the MCO’'s or other advocacy
groups were brought into your office for meetings, it would
have been nice for us to have been brought because I think
it was - when did we make our comments, Ron? What date did
we submit this, like May?

CHAIRMAN POOLE: Yes.

MS. BRANHAM: And, really, it’s been
unaddressed gsince then. We’'re at the end of July.

S0, this was out here. We had
comments. The Cabinet called for comments. ‘We got

together. We put our comments together. We presented them

- and they’ve been lying around with no attention given to

them at all. And we‘re all busy. We’re all trying to deal
with the cuts that we’re dealing with. We’re trying to

deal with fighting for our patients and being advocates for
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bur patients, whether it’s for their life-saving
medication, to allow them to remain alive and stay in their
home or whether it’s for dressing sﬁpplies or whatever it |
may be.

Now, I didn’t get into the home care
business to make a lot of money. I'm a nurse by degree. I
got in the home care business because I care for people and
I advocate for people. And the population that we tend to
advocate for in the home care industry not only in the
nation but in Kentucky but in the nation as well are those
who are elderly or those who are disabled or sick.

And it’s very fruétrating when we
talk about cuts that we’ve had. You know, we’ve never had
any increases, for your information, on any reimbursement
on the home health side in fifteen years. So, I'm not just
doing it for the profit margin.

Actually, to get through this
transition of-business as normal, and now we are through
July on this, this transition,,by using} because I'm an
independent, small agency, and for twenty-five years I’'ve
used my retirement money to get through this period.

We know there’s a lot of dollars out
there that are not--you know, as we said, we had managed
care in Kentucky. It just wasn’t called that, so to speak.

We didn’t go out to the home or we didn’'t dispense
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medications or gomecne didn’t go to--well, they could go to
a hospital but they weren’'t admitted unless we had prior
authorization. 8o, there ﬁasn't over-utilization.

And when we meet with the MCO’s and
through this transitional period, comments have been made
to us that reflect, well, there’s a lot of fraud in the
industry. Well, no, there isn’t in Kentucky because we are
a certificate-of-need state. We have “x” number-of home
health agencies, NO MOTre. That’s it. And because of what
we’re going through in Kentucky, we’re getting less and
less which provides less and less choices for patients.

And if you are fortunate enough to be
in an urban area, you can have some private insurance. But
if you’re unfortunate enough, or fortunate enoggh,
whichever - I call it fortunate - to be in Appalachia,
then, we’ve got Medicare and Medicaid. I mean, that’s it.
And to have to battle for your $85 for a nurse to travel
two hours to give one life-saving injection with an MCO
company, to me, is absolutely absurd.

And when we talk about the dollars
that are out there and reorganizing, then, we need to look
at we’ve got our édvocacy groups, we’'ve got people around
that know what's going on. Neville has worked with us but
Neville’s hands have been tied. Carrie worked with us but

Carrie’s hands have been tied. The MCO’s have worked with
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us and this is the end of July and the games continue to go
on and on and on,

We’ve shared with Ted. The Technical
Advisory Committee met last week. We shared with Ted
what’s going on and what’s continuing to pop up. Every
time we thiﬁk we get something resolved, it just comes

right back. And then something else is attached to it, and

"I don‘t know how many hoops that you’re supposed to jump

through to provide direct patient care. (A) it’s a
savings; (b) the patient gets to remain in the home because
nursging homes were left out of it.

But the whole point is there’s money
out there. There’s 6,000 slots right nbw under the Waiver
Program that are not filled and they're not filled because
of the low reimbursement rate. We can't afford to provide
free care. We have to cover our costs, and, actually, most
of us are not covering our costs.

With the great minds that are around,
we ought to be able to get our heads together and come up
with some ways to redistribute these dollars and to get
some other waivers that are out there for a state like.
Kentucky. There's 6,000 slots that are unfilled merely
because of the reimbursement, and these people can use help
but they don’t want to give up their home. When it comes

to signing the estate recovery, they don’t want to sign
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that. They don’t want to give up what little bit they have
left.

And then the fact that they can’t
remain in their home when we’ve got all these slots. I
know Kip, our Executive Director, has been meeting with
some of the advocacy groups because the services are there,’
but we're going to have to try to work better with the
dollars that we have in order to betteér serve the people
that need the service.

We are “your police.” 1It’s costiﬁg

money to bring the MCO’s in here; and I'm telling you, at

every turn that we think we’ve gotten issues worked out -

and believe you me, I've been meéting with them on an
ongoing basis - it was weekly and now we’re down to about
monthly or whatever or at all and to emailing - but it’s
really been poorly executed as far as MCO’s coming in, and
every provider sitting at this table wili tell you that.

The payments are bettér, but we’ve
asked for information now at least the last three quarterly
meetings we’ve had with the MAC, not ﬁust claims submitted
and paid but really how much of a whole claim has been
paid. And the providers reps that they put out there on
the streets to be our advocate to go back and forth,
théy’re ill-advised.

and the thing that I see coming down
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the pike ig your guys’ dollars are part of CMS dollars and
CMS8 is going to start tying reimbursement to the :job that |
you do. Well, for the first time in I couldn’t tell you
other than maybe a family that wasn’t happy they didn’t get
their bath at 8:00 a.m. on Mcnday, Wednésday, Friday, that
we’'re getting negative reviews.

And the negative reviews are coming
because the MCO’s are not allowing the patients to have the
supplies that are needed to provide their service nor are
they allowing the agencies or the pharmacies or the
behavioral units or the physicians to do what needs to be
done in a timely manner. Waiting up to two weeks for prior
authorization causes us to have negative publicly-reported
outcomes. Our hands are tied, but we’re going to be again
penalized becauserof that.

So, these are some of the issues that
I think you as the Secretary need to tune in on, and I
think you need to use us not only as is mandated but
because we are the experts in Kentucky of what we’re
providing.

SECRETARY HAYNES: Thank you.

CHAIRMAN POQOLE: Any other comments
or questions?

MS. MURPHY: My concern in all this

is the full focus of everything should be on the patient,
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the consumer, mental health consumer for practical
purposes. And because of the nature of psych meds and
everything, a lot of people with mental health diagnoses
élso have physical problems, too, and it can take you years
to work out that delicate balance between your psychiatrist
and your doctor.

What has happened in the western end
of the state, I talk to consumers all the time who tried to
do the responsible thing. They did due diligence. When
the MCO’'s first came, there was an open enrollment period
and you chose .

Consumers have that open enrollment
period once a year, but you can get all your ducks in a row
and get your providers--you know, make your decision based
on what works for you and what is covered; and then three
weeks after you choose, the contract abruptly stops with
your providers. You go to the doctor and there’s a notice
on the door, as of August 1st, we will not be taking any of
the three MCO’s.

And this is after you’ve gone through
an act of Congress to get your stuff worked out, and it
really concerns me, It would seem to me that the contracts
between the providers and the MCO’s ought to be able to at
least last a year that the consumer is committed to.

That’s all I have to say.
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CHAIRMAN POOLE: Thank you. Go
ahead.

DR.' PARTIN: Would this be a time for
me to make the comments that I wanted to?

CHATRMAN POOLE: Sure.

DR. PARTIN: My name is Beth Partin
and I'm a nurse practitioner. I had a situation come up
that Mr. Wise is aﬁare of, and T really appreciate the help
that you gave me on that situation. But I‘d like to bring
this information forward.

I had a patient who has Medicare and
Medicaid. Her Medicaid is with Coventry and she had had
home health services for quite a number of years. I
received a letter from Coventry saying that the home health
services were gding to be denied.

So, I called Coventry to find out
what I could do to appeal thét. When T spoke with the
representative, I was told that since the review for the
appeal required a peer-to-peer review and I was a nurse
practitioner, that I would not be able to do the appeal
because it could only take place between a physician and
another physician,

As a primary care provider for
Medicaid patients, T was really pretty insulted about that,

and I felt that my patients were being given short shrift
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because I was a nurse practitioner.

Luckily for me, Mr. Wise intervened.
And the day that I emailed him, he responded to me within
about ten minutes of my email. That afternocon I received a
call from a nurse manager from Coventry,rthe manager of the
Appeals Depaftment from Coventry and the Vice-President for
Operations from Coventry and I was pretty amazed. I was
reaily shocked that I generated that much attention.

I was told that the appeal process
would be put in place and that probably because the patient
had Medicaid and also Medicare, that it shouldn’t have been
denied in the first place.

And, so, we went through all this. I
had to write a long letter to Coventry appealing it which
took a‘lot of time. I couldn’t do it during my work hours
because I see patients during my work hours.. So, I took a
weekend to do that. And eventually I got the letter saying
that, oh, yeé, this was a mistake and she shouldn’t have
been denied; |

My problem with this.is twofeld; one,
that a nurse pfactitioner should be able to appeal a
denial. I have not heard anything from Coventry on that,

and I would like a letter stating that that problem has

been fixed because I don’t think that patients who see

nurse practitioners should be second-class citizens and
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they should not be denied the appeal process.

And, then, secondly, I think that it
was really pretty inefficient for Coventry to send me the
letter of denial in the first place when they said that it
shouldn’t haﬁe been sent because it caused my patient to be
very upset for a number of days because she was very
frightened that she was goiﬁg to lose her home health
services.

The home health agency did all they
could to be helpful. They switched her over so that
Medicafe would cover her home health services in the
meantime while we were getting this problem fixed. But I
feel like we should look at the big picture and we need to
fix the overall problems. I shouldn’t have received the
denial letter and .I should be able to appeal denials for my
patients.

So, I wanted to bring this forward so
everybody could be aware of it.

CHAIRMAN POOLE: Thank you.

MS. ROARK: My name is Peggy Roark.
I'm a Medicaid récipient. I live in Jessamine County and
I've been hearing rumors that Coventry Care is trying to
get out of their contract. A lot of places, even the local
hospital, they’re not accepting Kentucky Spirit.

And I guess I was curious, too, about
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this new Obama Healthcare, that there’s healthcare for
everyone because there's a lot of people that I know that
don't have ény health coverage.

And to touch on the behavior side,
you're talking about saving money and filling in the gaps.
I don't know if you’ve heard of the Cope House. There’'s a
peer support specialist and this is on in other states and
it’s been successful to cut down to keep these patients
from going into these long-term homes and I feel being
mistreated.

So, I think there’s a lot of things.
I agree that we all need to get our heads together and come
up with some solutions and we need to have phone
conferences and be more up to date on all this because it
is getting left behind and £ill in these gaps;

SECRETARY HAYNES: The first thing I
want to do is thank you for.your invelvement and your
honesty. |

And, secondly, I would say'I'lll
answer one of your questions regarding the Affordable Care
Act, politically known as Obamacare, not officially known
as - it is the Affordable Care Act - that was receﬁtly
upheld by the Supreme Cburt, most of it, not completely all
of it. Kentucky is fully engaged in participéting.

So, let me give you a couple of
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examples of people that will benefit from the Affordable
Care Act whether we have Medicaid expansion or not. So, .
one example is a friend of mine, a close friend of mine has
a sister who is a substitute teacher. She dQes not have
health insurance as‘a'substitute teacher, full benefits.

It ig estimated that at most, she
probably makes around $15,000, $17,000 a year. I think her

gister is probably in her forties. She is going to be able

to go, beginning January 1 of 2014, to the Health Benefits

Exchange and she is going to be able to purchase health
insurance. She may even without the expansion qualify for
Medicaid. I have no idea, but people would be able to go
on the Exchange, fill out their salary and their income
infofmation and you would first be able to detect whether
or not you are eligible for Medicaid because we have people
right now out there eligible for Medicaid that don’t know
it, right? 8o, she may be eligible for Medicaid.

If not, the federal government,
according to her income and according to the plan that she
will choose - and there will be a variety of plans, there
will be core components to each of these plans, so; core
services offered. Some will have higher co-pays. Some
will have lower co-pays and so forth, but she will choose a
plan. And according to her plan that she chooses and her

income level, the government will subgidize some of that.
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So, the other great things about the
Affordable Care Act include no cap on lifetime benefits,.

No preexisting conditions will be honored. anymore. So, you

- cannot be denied health insurance because of long-time

illness.

If our 24-year-old that just got out
of college, for example, has a job where the employer does
not offer heaith insurance, we could still cover up until
age 26 our child on our family’s health insurance plan.
About 15% of Kentuckians currently are not covered by any
health insurance plan.

And, so, this is going to give a lot
more pecple a lot more access to health insurance which
hopefully will help Kentuckians pay more attention to
preventative care and do the kinds of things we need to do
on the front end so we can be healthier.

That is the goal of the Exchange, and
there will be some behavioral health services, of course.
Because of the Mental Health Parity Act, there will be
behavioral health services also that would be paid for.

People want to know what the services
will be. The Kentucky health insurance market is regulated
by the Department of Insurance in this state and we have a
lot of insurance laws about things Ehat must be covered

already. 8o, all the health insurance laws for the state,
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of course, we.will first and foremost comply with those,
and then there were laws set forth by the Affordable Care
Act.

However, there’s an advisory
committee of eleven people that will be appointed by
Governor Beshear in the very near future and they will have
a lot of say as to what these plans will look like and also
what they include. So, that’s a little bit about the
Affordable Care Act.

Secondly, regarding Coventry. or any
of the managed care companies, the Center for Medicare and
Mediceid Services, CMS, they have a standard by which the
managed care compaﬁies must prove adequate network and

: )
there are rules that guide that standard.

So, regarding Jessamine County and
what'srgoing on between Coventry, I can’t answer that
specifically. However, I will tell you.that all three
managed‘care companies, every month they send. us their
current provider list in all categories of providers.

Those are run against a geo mapping system by member, not
MapQuesgt, not Google, not ae a crow flies, but they are run
against a geo mapping system, and we hold them to ;he
federal standards about an adequate network, that they must
conform to adequate network.

Unfortunately, one of the things
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that’s going on at this poiﬁt in time With Medicaid managed
care is that many of the managed care companies are
renegotiating their contracts with particulariy you see 1in
the news our hospital providers where they were reimbursing
some people more than 100% of Medicaid and they are going
in and renegotiating. |

| | They have to adhere to some pretty
stringent rules from us that were in their contract. They
cannot just stop a contract. They have to give advance
notice, 60 days or 90 days, to the hospital or thé
providers. -

MR. WISE: 1In thirty days.

SECRETARY WISE: In thirty days.
Thirty days’ notice to providers. In some cases, they have
been given far more notice. I know of some hospitals that
have known for about ninety days, and a lot of that has to
do with what is in their contract.

So, in some cases, we have a
hospital, let’s say Hospital A oﬁt there, they have in
their contract that one of the managed care organizations
must give them a ninety-day notice to make any change to
the contract.

And, so, being notified by a managed
care organization that the managed care éompany would like

to renegotiate the contract must be done in ninety days.
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That doesn’t mean the contract i1s going to end. That means
they’re going to go to the table and try to renegotiate
rates.

So, the managed care companies are
motivated by having to adhere to adequate netwofk
standards, and hopefully the provider is motivated by
trying to - unfortunately usually when a renegotiation
happens, it means the rate is going down - but hopefully
renegotiating the bést rate possible with each of the
managed éare organizations.

All three of them have the ability to
negotiate and they do negotiate separately with all
providers. And, so, you see in some cases, some of the

providers have the major hospital chains that they utilize

. and some have the smaller, independent hospitals and some

have both. T know a lot of rural hospitals that have
contracts with all three.

8o, I think it’s a give and take and
it’g on an individual basisg, but every month we run the |
program that looks at adequate network. And I don’t know
if people realize this or not, but we have people from CMS
that sit in Medicaid each week. We have two people from
the federal government that are assigned to ug and they
basically sit there. So, they’re there. They oversee all

of this all the time. And, so, they know quite well what
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is taking place. BAnd because they here, they read the
papers as well. 8o, they have the ability to inquire.

I think some of the pcints that you
made are certainly valid. We are hoping that the managed
care organizations get to your point that when they sign up
a provider, that contract is good for one year.

And,cagain, that’s between the
provider and the managed care organization - not the State
- the managed care organization and tﬂe provider. Those
contracts are between the providers and the managed care
companies, but we, too, hope that they can get to the point
to where there won’t be changes in the middle of a year.

Another point that was made was
regarding open enrollment. Open enrollment will begin for
all regions but the Jefferson County fegion around August
20th, I believe, and it goes to around October 20th.‘ and
at that point, we will increase the call line, help line.
There will be provider inférmation for each of the
companies, new co-pay information.

So, basically their plans will be put
forth and people will be able to change a managed care
organization just because they want to, just like you and I
are given each year during our open enrcllment an
opportunity to switch insurance plans for our own personal

use.
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Also I would just say regarding that,
as provider contracts have been canceled, we have worked
with those Medicaid recipients or the members, the
consumers, we have worked with them to allow them to change
companies without cause. We have moved them to a company
in which their preferred provider is in.

The exception to that is between the
Appalachian Regional Hospital chain and Coventry, and we
have some folks that have requested to gwitch to WellCare.

The only reason we haven’t done this so far is frankly

~ because there’s nothing changed between Coventry’s contract

and ARH’s contract.

| They’'re under court order, Coventry
is, to continue paying the contract amount to ARH. So,
there’s no cause to switch at this point. So, people are
remaining. And the Judge has said to Coventry, you shall
maintain that contract with ARH until November 1, which
that gets us to the open enrollment period.

Hopefully, within that time, ARH and

Coventry will reach an agreement on a rate. They will
reach rate agreement and people may notAchange at all.
However, if they want to change between August 20th and
October 20th, they are sure welcome, and we will do
everything to answer their questions and to help them.

Maybe that was all too much, but I
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tried to answer a lot of questions all at one time and
concerns that came up.

CHAIRMAN POOLE: 1If there are no
other comments, before Neville speaks, if we could have one
representative from each of the managed care organizations
to come up here to'my left and sit on the end, please.

SECRETARY HAYNES: Am I finished?

CHAIRMAN POOLE: Yes. And we really
want to thank you., Thank you for coming.

| SECRETARY HAYNES: I want to thank
you all for your service. You do have my commitment. Ron,
I'l1l get in touch with ybu next week when our new
Commissiéner comes back and he and Neville and I can dget
with you first and begin to map out a plan for how we move
forward together, and I do look forward to it very much.
And, again, thanks to all of you for your service. I look
forward to spending more time with you.

CHAIRMAN POOLE: Is. your assistant,
Morgan, here?

SECRETARY HAYNES: My assistant.is
Debbie Boone.

CHAIRMAN POOLE: Thank you'very much.

DR. NEEL: Could we have them
identify themselves, the MCO people?

CHAIRMAN POOLE: Yes. If you all
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wouldn’t mind to introduce yourselves.

MR. WILLIS: My name is Daniel
Willis. I'm with Kentucky Spirit Health Plan.

MR. HARPER: Russell Harper with
vaentry.

MS8. WILSON: Dora Wilson, WellCare of
Kentucky.

CHAIRMAN POOLE: OQkay. Thank you all
for attending. We really appreciate it. The floor is
yours, Neville.

MR, WISE: I think she eventually
covered everything I was going to talk about. I did want
to re-emphasize open enrollment for members again. That
will be August 20th through October 19th, and that’s the
annual period that members get to change plans, as the
Sécretary sald, without any cause, any reason, just because
they want to.

Information very similar to what
Medicaid recipients received last year, basically a letter
saying here’s what this plan has, comparing the plans side
by side. It will be going out I think in early August,
right before open enrcollment starts. Ahd there may be some
benefit changes that you’ll notice on there from the
various plans on those side-by-side. 8o, that process is
beginning.

-37-




10
11
12
13
14
15
16
17
18
19
20
21
22
23
24

25

Any change fhat’s made between the
open enrollment period will be effective November 1st, the
start of the plan year as we have it, the contract year as
we have it. So, that’s all going on.

We already have a letter I think in
the mail specifically to Regicns 7 and 8, the Eastern
Kentucky regions, because we know the ARH issue has been
kind of controversial and confusing and really completely
what we would hope to avoid for our members to be confused
about where they can go get care and can’t go.

So, we have a letter in the mail out
to them saying we understand it’s been confusing. Open
enrollment is coming. Be looking for your inforﬁation
coming in the mail, juét a specialrletter for the members
in that area saying that here's your chance to fix if
you’ve been having problems. So, that’s in the mail and it
should be this week.

MS. BRANHAM: Neville, I'm sorry to
interrupt you but I have a question. So, the plans are
changing. Each MCO is gbiﬁg to send a letter to the
recipient.

MR. WISE: No. We will be sending
it. |

MS. BRANHAM: Oh, you’'re sending it.
The Cabinet is sending a letter. |
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MR. WISE: Right. It will compare
the plans to each other for the member.

MS. BRANHAM: But I thought you said
something about changes were going to be side by side.

MR. WISE: 1In our letter, the benefit
grid will be side by side, highlighting the various
coverages in each plan if they have differences. So, they
will be able to look and see.

MS. BRANHAM: But the MCO’s are not
changing their basic benefits.

MR. WISE: Not their basgic benefits,
just anything that’'s different. I think some are tinkering
with their co-pays, for example. Our requirement is that
they couldn’t charge co-pays more than Medicaid was
charging prior to managed care. Two of the three chose not
to charge the full co-pays or the co-pays that we do. So,
I think a couple of them are tinkering with their co-pays
in that side by side. So, you’ll see things like that as
to whah has a co-pay and what doesn’t. Thah's the major
thing I can think of.

MS. BRANHAM: Because I know we've
talked about some issues like on the global plan and
limiting therapy visits and we talked on the TAC last week
about we’ve always had soft limits, meaning not just ten

PT, ST or OT and those kinds of things.
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We talked, Ted and I, and we did at

our meeting last week about trying to establish a meeting

even before those letters go out so that we can nail down
about the soft limits. And are there going to be hard |
limits because it’s just another way for them to deny
agencies the ability to give these services in the home, as
well as Medicare EOB’s. So, you might want to give that
gome consideration.

CHAIRMAN POOLE: And they are going
to be ready August 20th, because it’s very similar to what
we see with Medicare every year, Medicare Part D. When
their plans open up, they're ready to go, because I want
the recipients to be able to compare and contrast and be
able to make the right decision.

MR. WISE: That’'s what we attempt to
do with that packet we send out.

I also wanted to mention as we
briefly touched on, in Region 3, we’re in the process of
MCO procurement. Because'it is a procurement, I can’t say
too much about that. We’ll be able to talk about that much
more at our next quarterly MAC meeting, but the bids are
due in this Friday to select managed care plans beginning
in January. | |

I wanted to mention again that it’s

not that we were displeased with anything that Passport was

_40H




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

doing. Tt’s just that the feds took a different direction
and said, since, Medicaid, now you have competition-based
managed care in the rest of the state, there’s no reason
not for you to give managed care choice in the Passport
Region was CMS's ultimate decisgion.

| So, we're goihg through that process
now and it’s frankly taking up a lot of my time because we
have a question-and-answer period for potential bidders and
we have to respond to those questions. So, that was what I
had been engulfed in before my vacation last week.

T also wanted to address a comment I
heard or partially address that, is that a iot of the
Medicaid Program - and this is the one thing that I think
has struck Commissioner Kigsner the most since he’s been in
is . how much the Medicaid Program is still outside managed
care,

This is Very liberal rounding, but
approximately $3 billion, half the Medicaid Program, is in
managed care and $3 billion is not. The $3 billion that
goes into managed care is serving over 700,000 individuals.

The bulk of the other 53 billion that Medicaid spends is

- for approximately 50,000 individuals who are our most

sickest individuals who are in facilities, in our MR
waivers, in our home waivers.

So, the program really is, even
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though membership—wisé, we've become a managed care
program, but when you look at the dollars spent, there's
still a lot of dollars that aren’t managed through managed
care. They're still in the fee-for-service basis.

I just wanted to mention that because
someone made a comment that triggered that, and I think
that’s the thing that really has struck our new
Commissioner the most as he started looking at things like
that as to how much is still outside.

‘And unless you have any questions,
that’s the major updates that I had that the Secretary
didn’t touch on. I did want to mention one more thing.

.There is disenrollment for cause, so,
if a provider leaves a managed Cafe network but he’s still
in the other two.'And we have a committee that reviews
these requests for disenrollment for cause.

So, if that provider who no longer is
available to that member because the plan that they chose
doesn’'t have that provider and that provider has been with
that member for a long time and providing their care and
has a history and the member has conditionslthat provider
is-familiar with, that is the grounds we - that’s the
primary grounds - there’'s other things in there - but that
we use to allow a member to disenroll for cause and switch

plans outside the open enrollment period. ' And we’ve
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processed geveral thousand of tﬂose appliclationg over the
last four to five monthg; and to be honest with you, we
approve some and don’'t approve others.

If you've been to a provider one time
in the last two years and you say, well, you need to switch
because you can’t--well, you have four other providers that
you see more frequently that are still in that network, but
that is the process that’s there and open to members if
they think that most of their providersg tﬂey usually see
are no longer available to them in the plan they chose..

CHAIRMAN POOLE: Does anybody have
gquestions? Go ahead, Dr. Neel.

DR. NEEL: Neville, I still wish you
could come and spend a day in my office and watch my
employees either going gray or pulling their hair out.
Maybe I should come and spend a day in yoﬁr office and do
the same thing.

The problem is things after nine
monthg are ndt getting better. That’s the problem we're
having in primary care. And I can only speak for Western
Kentucky., Most of us are primary care individual
praetitioners or small groups who have always been involved
in Medicaid. We're not employees of somebody. We’ve
always provided a medical home, as you know, with KenPAC

and we'wve done that.
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And what we’re seeing now under
managed care - and the only way we can do a good job and do
quality care is to provide a medical home. And a medical
home is not an MCO, and a medical home is not a nurse
hotline. A medical home is a provider’'s office, whether

it’s a nurse practitioner, a pediatrician, internist,

_whoever.

But a huge problem that’s affecting
all three MCO’s in particular is that everybody has to be
recertified every six months or whatever it is to be on

Medicaid. The recertification process under the Department

for Community—Based.Servicés or whatever is really becoming

a major problem.

When we call their offices in our
county and surrounding counties, we’'re tcld that they’re
short on personnel, they have a lot of new personnel, that
they’re stacked up, they’'re working nights and weekends
trying to work the cases,.

On the recipient side, the recipients
say we're calliné these people, sometimes they‘re nice to
us, sometimes they’re not. This leads to a problem of
people going a month or so with their children who may be
ill with this or that and the cards are not good, so, the
pharmacist can’‘t fill the prescription. That’s a huge

problem.
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The other is that the data that the
MCO’'s seem to be getting from Medicaid does not seem to be
very valid. And I don’'t know how to say this, but the
problem is we’re not capturing our patients. We had our
patients up to October and now when this has started, our
patients were assigned MCO’s but not to us. And, so, then,
they secondarily were assigned then by the MCO’s to us as
primary care providers, and that’s where the system has
really broken down.

We get a lot of patients in all three
MCO’s, particularly in Coventry and Kentucky Spirit, say
primary care not necegsary. Well, how can they have a
medical home if they don’t have a primary care provider.

Then the other thing particularly for
pediatricians in Western Kentucky is that we're getting
people assigned to Walmart clinics, we'’re getting them
assigned to anesthesiclogists, dead physicians, people that
have moved out of the state. And this is not just an
uncommon thing. This is all day every day and trying to
wrestle with that.

The people all have two ID cards. They have

a Medicaid card they understand, but then they don’t even
look at the ID card from the MCO which often has somebody’ s
name on it I can’t even gpell, but fortunately they don’t

even look at that because they know they’'re my patient.
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And I don’t mean to belabor this, but
this is a huge problem in all our offices. And I think we
have a couple of folks here from some practices; and if
they would like to speak, I‘d certainly like to have a
chance if they’d like to, but that’s not getting any
better.

- It’'s been particularly a problem with
WellCare and I feel like they’'re trying to do the best they
can, but it seems the data they’re getting from the State
into their computers just really is very poor, and I‘d like
you to comment on that. Are you talking to the MCO’s about
that? We keep talking to them and it’s not getting any
better.

MR. WISE: We don’t think the data
we’'re sending them has problems other than timing, as you
mentioned. Frequently there’s timing issues of, you're
right, either the recipient didn’t come in or the case
didn't'get worked that month, which I know happens.

And if the Secretary were here, she
would address it, so, I'll speak for her. 1In the lastl
General Assembly, they got additional funding, specific
funding for additional field workers, both on the
protective services’ side and working the cases’ side,
working the Medicaid and TANF cases.

So, there is a recognition that
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there’s staffing issues, and, again, as the Secretary was
referring to, overworked folks making 520,000, $30,000 a
year trying to do the eligibility for members. And there
is recognition that that’s a hard job and that there’'s
under-staffing, but hopefully the staffing, I think it’s
like 100 staff statewide just for the case-working part,
hopefully that will help that.

Again, in a system as big as ours,
you'ré going to have sgome I'l£ call them coding errors
where the case doesn't get coded exactly right in the
system. Those are minimal. There are some time delays we
have between getting our data from the eligibility system,
transmitting it to the MCO’s; but once the data is in the
system, that’s a fairly quick transfer process, twenty-four
hours,

So, I guess a question back to you.
So, when the member shows up in your offiée with the
managed care card showing a different assigned physician,
are you instructing the patient to call the MCO and say
they want to change their PCP?

DR. NEEL: Yes, and they get varied
responses. One of the MCO’s actually agreed to put a kiosk
in my office so they could call from there, but many people
tell us they will call and then they don’t, but it creates

a lot of secondary problems like referrals. Some offices
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will not see a referral from us unless our name is on the
card, and I can understand that.

So, it’s a big problem. It’s not a
small problem and it’'s taking time. And even though the
computer may show when we query Medicaid that they’re with
one MCO, they may actually be with another and have a card
that shows they are. So, it’s just been a disaster from
that standpoint.

MR. WISE: And our system should be
the system of record,.

DR. NEEL: I would love for the MCO's
to comment if they would on that. I know particularly
WellCare, I would appreciate a comment because I know
they've been trying to fix the problem, and so far it’s not
been fixed.

MS. WILSCON: Dr. Neel, I know that
we’ve been working together closely to try to recapture any
patients that may have been assigned out to other PCP’s.
We, like you, have limitations on forcing that change
without the member’s consent.

2And, so, I think that ndw that we're
coming up on open enrocllment, we have some increased
opportunities that that window is open and folks can choose
the PCP that they want to see. Certainly it’s WellCare's

policy that any member can see any PCP without a referral
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or without authorization because our main goal is to make
sure that people are afforded primary care and access.

So, while we work out the
technicalities of lists and member rosters, at the end of
the day, we hope and believe that our members can get care
where they choose to get care.

DR. NEEL: But the problem is that
the patients of all of ours - and every pediatricién has
shared this with me - it’s not that they’re assigned to
another pediatrician, another PCP - they’re assigned to
people who aren’t PCP's. That'’s the problem.

And, so; when they call those
offices, they say we don't see children. And I don’t know
if that goes on out to the home health and the other
providers, dentists or not, but it’s just horrible for us.
But it’s not other PCP'g, it’s that they’re assigned to
people who aren't.

CHAIRMAN POOLE: Any other guestions
or comments for Neville?

MR. CARLE: Newville, in the contract
that the MCO’s have with the State, what type of feedback
provigion ig there for the patients to actually provide
their satisfaction rating with the MCO’s? And, again, I
know this is just new, but does that even exist?

MR. WISE: Yes.
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MR. CARLE: Can you elaborate on that
or could you guys talk about that?

MR, WISE: There’s a quality review
process that goes on that we’'re gearing up. 1It’s to be
done at a year after start, and that will include gathering
member data as well as provider data as part of that
quality review process that will be kicking off this fall.
That'’'s another RFP we have out on the street, and I'm not
even sure exactly where it is, but it may be the end is
near and we’re about to decide. I've been out for a week.

But that is another step you have to
do to have a federal waiver. You have to have that
feedback process where you do the quality analysis and get
feedback from members and providers, and we should have a
vendor in here to do that very soon.

We have one of those with Passport.
They’ve had to do that every year and that vendor is still
finalizing that and may be bidding on the new one - I don’t
know - but there is that procesgs that goes on and it’s time
to start that because we’ve been into it for eight to nine
months now.

MR. CARLE: Thank you.

CHAIRMAN POOLE: I do want to thank
Russell from Coventry for providing us the statistics that

we requested a couple of meetings ago; but for you other
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two, we asked for how many recipients are enrolled in
network, how many providers are enrclled, areas of the
state that the MCO is lacking coverage, how many denied
prior authorizations are there to the following provider
groups per month, what percentages of claims are being paid
within the contracted time frame, and what percentages of
claims are being delayed for payment and for how long. So,
I really appreciate Russell for getting that to us. And
Elizabeth and Daniel, I’'ve got copies of this for you guys.

MR. WISE: And, Ron, an update on
membership and where they are, and these are approximate
numbers, but there’s 240,000 members approximately in
Coventry, 142,000 in Kentucky Spirit, 153,000 in WellCare,
170,000 in Passport. And as I mentioned, there’s 114,000
that are still Medicaid fee-for-service; but of those, |
approximately 70,000 are the individuals who have Medicare
where we just pay their premium and coinsurance and
deductible. They’'re not full Medicaid beneficiaries.
That’e included in that 114,000 number.

CHAIRMAN POOLE: So, that’s where you
roughly get that 50,0007

MR. WISE: When you take out the ones
that are just the partial beneficiaries, you get
approximately a little less than 50,000 who are just the

people we pay $3 billion for approximately.
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CHAIRMAN POOLE: Thank you. Now
let’s get into the Technical Advisory Committee reports.
Some of these I’'ve already been given notice that they do
not have a report, so, we can speed things along. First up
is Behavioral Health.

REPORT OF BEHAVIORAL HEALTH TAC:

DR. SCHUSTER: Good morning. I‘m Dr.
Sheila Schuster representing the Kentucky Mental Health
Coalition and serving today as spokesperson for the
Technical Advisory Committee on Behavioral Health,

Our TAC had its first organizational
meeting on June 15th via conference call with all of our
organizations represented. 1In addition to the Mental
Health Coalition, they are the Kentucky Association of
Regional Mental Health and Mental Retardation Programs
known affectionately as the Comp Care Centers and that’s
Steve Shannon; NAMI Kentucky,‘the National Alliance on
Mental Illness, Kathy Epperson; NAMI Lexington -
Participation Station, a statewide mental health consumer
organization, and that representative is Valerie Mudd who
is here; Mike Berry was here - I think he had to leave -
representing people advocating recovery which is a
substance use disorder advocacy group; and Dr. Liz McKune
who is back there representing the Kentucky Brain Injury

Alliance.
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First some good news - we’ve had very
little of that today, so, I thought I’d start out with that
- we are extremely excited in the behavioral health world
about the initiative proposed by the Governor and funded in
the biannual budget to extend outpatient treatment to
Medicaid members who are dealing with a substance use
disorder. This program is scheduled to begin in January,
2013, and there's funding to extend services to 5,800
individuals over the next eighteen months.

We have advocated for this for so
many years that I‘ve lost count, but we are delighted that
it is to be included now as a Medicaid service and that the
program will be launched. This is particularly important
because up to this time, substance use disorder treatments
were limited to postpartum moms and to youth.

So, if you were an adult in Medicaid,
pafticularly with a co-occurring disorder of mental illness
and substance use disorder, you could get treated in the
Medicaid Program for your mental illness but not for your
addictive disorder. And we’re really pleased that the
Governor stepped forward and the legislators have put some
money into that program.

The urgent concerns‘that our TAC
members have continue to focus on problems that are

encountered with all three of the MCO’s, and they’'re the
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same ones that we have been here to talk to you about over
and over again. The very first concern and the one that
continues to be a problem is problems of access to
medications as prescribed for the member with behavioral
health issues.

The prior authorization processes are
still burdensome for the prescribers and are resulting in
members not getting their appropriate medications in a
timely manner. What happens then is that people go into
relapse. They end up needing hospitalization which takes

us to our second problem, and that is that the MCO’'s are

“not authorizing a sufficient number of days in the

hospitals to really stabilize these patients.

We then have what we call the
revolving door and that is that people get put out of the
hospital. They’'re not truly stabilized. They end up
coming back and needing more services. This is not good
treatment management. I don’'t care what you want to call
it, but this is not good for people.

We are anxious for the dispute
involving ARH to be resolved since the psychiatric unit
there is the state’s facility for seventeen counties in the
eastern part of Kentucky. While we understand the psych
beds at ARH are included in a contract with MHNet,

Coventry’s subsidiary which manages behavioral health for
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its members, we would like to emphasize the importance of
access to both acute care physical and behavioral health
beds'provided by ARH. If access to those beds is not
maintained, patients and their families will be subjected
to difficult transportation problems to go to another sgtate
psychiatric hospital either in Lexington or in Louisville.

In addition, we know as mental health
providers that the lack of proximity to home and family can
be detrimental to the recovery process for the patient.

Although we are established to look
at behavioral health issues, we’re also concerned about the’
physical health of Medicaid members who have a behavioral
health disorder, and this is essentially the issue that
Sheina brought up earlier. We do know that there are
difficulties with people doing their due diligence,
researching it, signing up with an MCO because their
primary physical health specialist is with that MCO, and
then they come to the office to find out that that providér
is no longer honoring that contract and is no longer a part
of the MCO.

We realize that the providers
certainly have that choice, but there needs to be some
accommodation made for those members. And hopefully what
Deputy Commigsioner Wise talked about in terms of being

able to move to a different MCO to follow that provider
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would be helpful.

We appreciate Mg. Roark bringing up
an issue that we have brought up before and that is the
lack of reimbursement to provide peer support services. We
have over 100 mental health consumers who have been well-
trained and certified and could save money while giving
direction, help and support particularly to those newly
diagnosed with a severe mental illness. It makes so much
sense and I think that’s why nobody is doing it. It just
absolutely makes so much sense.

A final issue of concern to the TAC
members is the continuing lack of coordination or
integration of physical health and behavioral health
services. This was given as the primary reason for
behavioral health services to be incorporated in the MCO
responsibilities, but we see little evidence that
integration and collaboration are occurring.

We do know that persons with severe
mental illnesses die on average twenty-five years earlier
than their peers - twenty-five years - and it‘s because of
lack of access to physical health providers.

We would like to know, and perhaps,
Mr. Poole, when you all meet with the Secretary and the
Commissioner, we keep hearing about 1,140 reports that are

being given. What’s in those reports and what’'s the access
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to those reports from the public from those of us on the
TAC’s that would really like to dig deep into those numbers
and see what is being said about access to medications,
about the number of prior authorizations and how long it’s
taking to get those approved or denied, and what's really
happening to the individual members out there.

We also want to be sure that when
we’re talking about Waiver Programs like the Brain Injury
Waiver that we are continuing to look at integrated care so
that those folks are getting the full range of both
physical health and behavioral health needs that need to be
met.

I'd like to pick up on Oyo’s question
to the Secretary. If the Commissioners are meeting every
two weeks, I'd like to see some communication from those
Commissioners back to providers and advocates. I have no
idea what’'s being talked about in terms of those waivers.

And I understand the need for staff
meetings; but if the people like you all and like those of
us that are serving on the TAC’s never hear that
communication back from those Commissioners or have the
opportunity to give them input, then, it seems like there’s
a real disconnect between the staff level meetings and
what’s happening out in the real world that we all live in.

We will schedule our next TAC meeting
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with sufficient notice to the behavioral health community
go that others can join us and can contribute to the
discussion.

And let me thank you all and give you
my praise for the steadfast way in which you all have
addressed this issue. You were left out of the decision to
go to managed care. You've hung in there. You have
doggedly come back time and time and time again, and I for
one really appreciate the efforts that you’re putting
forward. Please think of our Behavioral Health TAC and I'm
sure the other TAC’s as your partners in moving this
forward.

CHAIRMAN POOLE: The Children’s Health
TAC met on June 13th, and I'm just going to give their

quick report here.

REPORT OF CHILDREN'S HEALTH TAC:

Items relevant to improving
children’s health including the Children’s Health Insurance
Program Reauthorization Act and what Kentucky can do to
improve coverage through the reducing barriers to enroll
and maintain children in the program.

The group discussed the CHIPRA issues
and goals, the options for improvement, the successes in
Kentucky as well as surrounding states and other options

for improvement.
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The group is working on a
recommendation to decrease waliting periods for enrollment
for children. The group will talk more about this at their
next TAC meeting.

The TAC alsco discussed key issues
concerning children’s behavioral health, specifically in
reducing children’s length of stays in hospitalizations
which can lead to re-admissions, inappropriate denials,
substance abuse treatment for postpartum women being
extended from sixty days to six months, extended lengths of
stay for residential substance abuse treatments for youth,
and private psychologists being able to see children with
Medicaid. Again, this topic will be further discussed, and
they set their time for the next meeting.

I know Ms. Fummilayo attended that
meeting. So, I didn’'t know if you had anything to add to
it.

MS. FUMMILAYO: No. Basically, that
was it, and I did ask them--well, they invited me to the
meeting so that I could bring information back to the
Board, and I did suggest that they put us on their regular
minute review, that they would be sending them to you.

CHATIRMAN POOLE: Great. Thank you.
Consumer Rights and Client Needs. No report.

Now, Dr. Riley with the Dental TAC.
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REPORT OF DENTAL TAC:

DR. RILEY: Good morning. The Dental
TAC met this morning. We had representatives from the
three MCO subcontractors there.

One of the big issues with the dental
community at this point is that we have received no reports
over what’s happened as far as services provided, providers
participating, no reports and no numbers on what’s happened
for the last nine months.

S0, we had developed a scrub report
to distribute to the MCO subcontractors to ask if they
would follow the format and present us with some reports
that we can actually use for decision-making and
management .

Dr. Julie McKee from the Department
of Public Health was there-also, and she stated that they
also needed that type of information to help them make
their decisions. 8o, we have the format out. We got a
commitment from one of the subcontractors. The other two
are locking at it, and we’re being told that it has to pass
legal muster.

So, the sooner we get a decision
about what is legal for public information versus
proprietary information, then, perhaps we can move forward;

but one would think that after nine months, that would have
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been decided.

One of the other large concerns is
that the providers in Eastern Kentucky are saying that they
have no referral doctors or they have very few for oral
surgery and orthodontics. So, their patients are having to
be referred to the University of Kentucky, which we are
concerned whether geo access is being met.

So, the companies are also supposed
to provide the State folks with geo access reports in a
short fashion as to whether there are sufficient providers
actually participating as opposed to just being
credentialed and having a closed panel.

and, then, probably the last thing is
that whereas with four MCO’s, we have four subcontractors,
by the middle of September, they will be down to two. One
company will be representing three of the MCO’s or
subcontracting for three of the MCO'’s. 8o, that kind of
changes the playing field a little bit. That’s it.

CHAIRMAN POOLE: Thank you, ma’am.
Home Health Care. Kip.

REPORT OF HOME HEALTH CARE TAC:

MR. BOWMAR: Good morning. I'm Kip
Bowmar from the Kentucky Home Care Association. Our TAC
met on July 10th and discussed a number of issues in regard

to both Medicaid MCO’s and traditional Medicaid.
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With Coventry among some of the
issues that we’'re seeing is that they’ve been utilizing a
more stringent definition of requiring a patient to be
homebound to qualify for home health services, even though
CMS has specifically said that’'s not allowed in Medicaid.
So, we’'ve kind of had some issues with that.

On certain individual denials, we've
been able to get that overturned, but it’s just the fact
that they’re leading off with a policy that really is in
conflict with the federal regs in regards to Medicaid and
the accéss to home health services is a bit of a
frustration.

One of the other issues that Beth
talked about was requiring the Medicare eligibility of
benefits for the dual eligible population. One of the
things that Medicaid has not required is that in the past,
for services for which a home health agency would never
bill Medicare in the first place, it didn’t have to get
that EOB before it could qualify for services because on
certain services that you would never bill Medicare for in
the first place, you wouldn’t even get an EOB back.

And we had had that issue worked out
with all three of the MCO’s a couple of months ago, but for
whatever reason, in the last month or two, that issue has

come back with all three of the MCO‘s leading to an
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increase in denials, and they really haven’t been able to
give ug a clear explanation as to why.

Visit limits on physical therapy,
speech therapy and occupational therapy, while Medicaid has
had that in the global choices plan previously, as Sharon
indicated, those were soft limits. When it was medically
necessary to get more visits, patients were able to qualify
for those visits; whereas, the MCO’'s have currently been
treating this as a hard limit. Boom, you’ve hit the wvisit
limit. There’s nothing that can be done. So, that’s also
causing some loss of access to services.

and, then, of course, payment
continues to be a real issue. One of the things that I
asked our agencies to share with us on a time-to-time basis
is the percentage of dollar values of claims submitted and
the percentage of dollar values of claims paid for both
traditional Medicaid as well as the four MCO’s.

There were a couple that I got back
in the last week that traditional Medicaid was about 929%.
Passport was about 96%. WellCare and Kentucky Spirit were
around 20%, and Coventry was down around 15.

Now, they’'re paying a lot better now,
but a lot of these claims are the things that go back to
the beginning of the program in early November and they’re

atill for some vendors as much as several hundred thousand
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dollars in unpaid claims and it's really causing a
continued problem.

And, then, since the TAC meeting,
we’ve had one issue emerge and that is the lock-in program,
And Medicaid had had that previously, but it had not been
applied particularly in regards to home health. I think I
very rarely ever talked to a home health agency that had
ever had a patient that had been denied services because
they Qere in the lock-in program.

I've had six agencies in the last
week tell me that with Coventry, they’ve gotten a denial
just because the referral didn’'t come from the PCP. But a
lot of times when a patient is leaving the hospital, the
PCP is not there. So, with home health, a lot of times the
referrals for those services in addition to being made,
because all home health services have to be--you know,
there has to be a physician referral in the first place.
g0, it’s not like somebody is going to the emergency room
ten times.

To access home health services, you
do need a doctor’s order. And, so, what we've asked is
that at least in regards to home health services, that
Coventry allow for any doctor’s order to be able to stand,
particularly in those situations where a patient is leaving

the hospital. If you can’t get those services authorized,
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they may end up staying in the hbspital two or three days
more and costing far more money.

The Medicare EOB issue is also an
igsue with WellCare and Kentucky Spirit but maybe not quite
to the extent’that it has been with Coventry.

And I think that’s kind of a recap of
where we are, although our members do want to say that
working with traditional Medicaid and Passport has been
very good. And while I know Neville can’t comment on that,
we're certainly hopeful that Passport continues because
they have really been in the last fifteen months very good
to work with, both from patients’ access to care as well as
timely authorization of services and payments to providers.

CHAIRMAN POOLE: Thank you.

MS. BRANHAM: We still have the issue
with the problem with getting prior authorizations in a
timely manner. Prior authorizations continue to take way
too much time.

And I think some of these issues that
we thought we had resolved with the MCO’s as we were
working hand in hand together that have crept back up has
probably some relation to the fact that the three Medical
Directors that we had been working with are now gone.

So, we’ve not had that reach out and

that dialogue to try to understand why these same kinds of
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things that we thought that we had worked through because
agencies are getting demand letters for overpayments merely
because the claim was not processed correctly.

And, Russell, I know that you issued
thié information to us which we had requested, and it’s
percentages of c¢laims that are being paid in a contracted
time frame - 93% - and then delayed payment for how long -
only 1%.

We've long been shouting that there’'s
no way can that be posgible, and I can give you a first-
hand example. If I submit a claim for $3,000 and
everything on the claim was prior-authorized and I am
reimbursed $30, I think you’re calling that a clean claim,
paid claim, But I have to resubmit that claim with all the
prior authorization information that’s already been
submitted with that claim, and it can take up to three and
four times to get that one claim paid.

So, when you say you're paying 99% or
93% leés than thirty days, that cannot be in all actuality.
It may be a portion of a claim being paid but it’'s not a
full claim. And to track the remittance advices are a
nightmare. So, just something to take back with and maybe
work with your folks about.

Again, Ted is going to work with us.

And as I mentioned to Neville, I hope it’s done bhefore
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those letters go out so we can get this homebound status
taken off of the website which the MCO'’s are utilizing hard
and fast, the Medicare EOB must be submitted with your
bills, and then the hard limits.

I think those are three things that
the Home Care Association would like to see polished up a
bit before the letters go out so patients are chocsing what
provider they would like to continue with in open
enrollment.

And I don’‘t know how it can come
about, but an example is, you know, business as usual.
November and December I think we all were told, and I guess
long about March, supplies were not being paid. And then
long about May, I guess it came out with Coventry - I'm
sorry to pick on you, Russell, but that’s just the way it
is - that the supplies being utilized on a wound when you
have a physician’s order to go care for that wound would
not be reimbursed. It would be part of your per visit
rate.

Well, we've never had that before in
Kentucky, and I frankly cannot provide tape, costly
dressing supplies and it be combined in my $87 skilled
nursing visit. Passport gives about $135, by the way.

And, so, we’'ve got this $87 and I’'m supposed to provide

some of the most expensive home health dressing supplies to
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patients that have wounds and that be reimbursed in my
visit.

Additionally, I am supposed to leave
supplies in the home - and we’re talking some dressings are
four and five hundred dollars - for the family to utilize
because we don’t go every day because we can’‘t get
authorizations to go every day to care for these wounds.
So, maybe two times a week, the skilled nurse will go and
look at the wound and observe for signs and symptonms.

But now we can bill on a separate
form for those supplies and be reimbursed at your
established reimbursement rate, but for what the nurse uses
you’re not reimbursed for. I plead with you to look at
this and give us some resolve or your wound patients are
going to end up in the hospital across Kentucky.

CHAIRMAN POOLE: Anything else?

Thank you. Next up is Hospital Care.

REPORT QOF HOSPITAL CARE TAC:

MR. CARLE: The Hogpital TAC has met
and submitted its information in writing. We also want to
thank and appreciate the MCO’s making themselves available
to us and keeping those lines of communication open because
that is very helpful. Steve, anything else we want to add?

AUDIENCE: 1It’s an ongoing process.

We're going now to monthly meetings, but some of the issues
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are just kind of reoccurring like in home health.

MR. CARLE: The one thing, Ron, I
might want to add, we talked about this in the past. This
information that you provided is very good. It might be
nice if we could have a standard set of questions, what I
would call a scorecard from each one of those that we could
look at every quarter or at every meeting that they could
provide in advance.

and, so, maybe what we need to do is
to come up with that list of questions, very similar to
this in the same format where we can actually lock at a
crosswalk with all three gside by side and see who is doing
what and when.

CHAIRMAN POOLE: Okay. Can we work
on that together, Neville?

MR. WISE: Yes.

MS. BRANHAM: And on that note, maybe
we should meet more often.

MS. FUMMILAYO: Thank you, even if by
telephone. And I don’t mean to just interrupt, but I was
thinking about that on the way in that maybe that’s why
we’'re kept out of things sometimes 1s because we don’t meet
often enough to address the things. And by the time we get
back here for another quarter, we not only have the things

that we talked about before, we have all new issues again
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in addition and things just begin to pile up. So, maybe if
we could meet more. I don’t know if it’s mandatory that we
just meet four times or if we are to meet at least four
times, I don't know, but that’s something that we might be
able to think about, even if it’s, like I said, by
teleconference.

CHAIRMAN POOLE: Well, obviously
there’s expense involved in doing that. So, I've got to
talk to Neville, got to talk to the panel here, too, but
dertainly by teleconference would be a great option and we
need to utilize that. 8o, I will be emailing and talking
to Neville and getting some input from Commissioner Kissner
and everything on that.

| MS. FUMMILAYO: And I have to admit,
I'm not a very good teleconferencer, but I do think that we
need to just hear each other a little bit more so that we
can get more things done. We don’t seem to be getting a
lot done. Am I wrong? Do you think we’re getting a lot
done? T don't either.

But I think if we met just a little
bit more often, we could get some things finalized at
least or pushed forward and we don’t have to pile it all on
the MCO’'s all at one time because it seems like when we do
that, they respond with nothing anyway so far.

MS. SHARLEY HUGHES: I’'1l just let
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you know the statute doesg say that you must meet at least
quarterly but you can have other meetings or special
meetings or regular meetings as desired. And the Cabinet
does have the ability to set up conference calls.

CHAIRMAN POOLE: Thank you, Sharley.
Next up is Intellectual and Developmental Disabilities,
Nothing to report. Nursing Home Care.

MR. FOLEY: The Nursing Home TAC has
no report.

CHAIRMAN POOLE: Nursing Services.

DR. PARTIN: No report.

CHAIRMAN POOLE: Physical Therapy.

REPORT QF PHYSICAL THERAPY AND THERAPY SERVICES TAC:

MS. BETH BNNIS: Just as we met last
quartér, this is kind of a combined TAC. TIt’s not just
Physical Therapy but we are also representing OT and
Speech. So, it’s combined with the Therapy TAC that’s at
the end of your list.

I'm Beth Ennis. I’'m the Chair of the
TAC. We have conference called, We’ve utilized the
conference calls that the Cabinet has available on a
monthly basis. Since the last meeting, we have added two
speech members. So, we’re now fully represented which is
really nice.

Most of our focus has been on a lot
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of the issues that we’re hearing about todéy - difficulty
getting authorizations, difficulty getting paid.

What we have found out from a survey
that we sent to providers was we're also having difficulty
just serving the people that are already enrolled in
Medicaid because there's a lack of providers. Difficulty
getting enrolled as providers has been an issue.

OT and speech cannot become Medicaid
providers outside of waivers, and PT can't do it outside of
home health, hospital or if it’'s a dual-covered patient.
So, what we found on our survey was elther wait lists or
turning people away because they were not able to serve the
clients.

We did try to survey physicians. I
sent a link for a survey to the Kentucky Medical
Association. We didn’t get any physician responses. So, I
don’t know that it ever got sent out to the primary care
physicians to get their perspective on need.

We are still seeing issues with
reimbursement. I know each of the disciplines has a
reimbursement committee within their organizations that
have tried to meet and in several cases have met with the
MCO’s, but I'm still hearing from constituents that they
haven’t been paid since November. So, we’re still trying

to investigate that.
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We did get a comment just recently
that there has been some change in the reimbursement with
time versus untimed codes, and I don’'t know if this is
specifically to Waiver participants or if it is within the
MCO’'s, but they’'re only being reimbursed on an untimed
code. So, instead of being able to reimburse for units of
service if they did a 45-minute visit, they’re getting
reimbursed $22.

We have tried to establish contacts
within each of the MCO’s for our providers to go to if they
have issues with reimbursement, with getting authorizations
because they’'re not receiving authorizations for weeks
after they evaluate a patient. We have gotten a contact in
Pagssport. I talked with Russell earlier to try and get omne
through Coventry. We’re really having difficulty
establishing that, but we’'re still working on it and hoping
to put tbgether some sheets for our members.

And then our hope is that we can pull
together - we realize we’re kind of on the bottom of the
totem pole here, but we do know that all of these therapy
services support health wellness, preventative care, as
well as rehabilitation and return to work. And in our
survey, the folks that are getting served are school-aged
kids and folks on waivers. Our birth to three, our 21 to

65 Medicaid folks are not getting served, and we feel like
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we could be beneficial in preventative care, in wellness,
as well as in return to work. And, so, we’re going to pull
some efficacy studies together that we can present with
hopefully some recommendations on how to help within the
whole Medicaid process as far as cost savings énd services
to our constituents.

CHAIRMAN PCOLE: Thank you.
Physician Services.

REPORT OF PHYSICIAN SERVICES TAC:

DR. NEEL: Our Physicians TAC met by
phone last week, and I think some of you all are more
optimistic that this is working than physicians are at this
point.

After nine months, we don’t see that
things are getting better. Older physicians are opting
out. Younger physicians are not getting in. Older
physicians are borrowing from their retirement. Younger
physicians are borrowing from the bank.

A physician emailed me who is a
physician in a Western Kentucky city who has a large
Medicaid practice and said, I‘'m very seriously looking at
other alternatives. I have an interview tomorrow. I don’‘t
gee how this is ever going to work. I'm way too far in
debt and don’'t want to keep digging a deeper hole. T still

want to see this corrected and I‘11 do what I can to help.
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Essentially we’re going broke getting
paid - I don’t know how else to say that - because the
MCO’s are paying and they’re paying fairly quickly; but the
hassles that have arisen in this are just almost more than
the physician offices can stand.

The prior authorization process by
itself has been a nightmare. It reminds us a little of the
second opinion thing that we used to go through. If most
of them are going to be approved, then, why do we do it,
and that seems to be the case and that’s been a very
difficult thing.

There are less and less specialists
who are willing to see patients sent to them by the primary
care providers. And I had a pediatrician tell me this week
during that meeting that he thought it probably would be
easier to get a child an appointment with the Governor than
it would with a child psychiatrist, and I think that’s
somewhat symptomatic of what we have.

But we’'re all in this together,
folks, and we’'ve got to.somehow make this work, otherwise,
some of us are not going to be on this committee next year
because we may not be in business. &And, so, we/ve all got
to see it improve somehow.

So, T would like to be optimistic.

I've actually had a very good relationship with the three
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MCO’s, but it seems it’s very difficult for them to make
change, and that’s why I mentioned some of the data that
we're getting.

Our goal is to provide a medical home
more than it is to manage care, in my opinion. And if
people have a medical home, then, I think care will be
managed and Kentuckians will be healthier, and that’s the
important thing that we’ve got to face here.

And I don’'t mean to lecture, but I‘ve
been at this for forty-two years, and I'm having people who
have managed offices for thirty years tell me that they’'ve
dealt with every kind of managed care, insurance company,
whatevér, and this i1s the worst situation they’ve ever had.
And I think I'm seeing some nodding out there from it.

And, so, this has got to be improved. So, I just call on
us.

And the Secretary committed to have
us meet with her and to talk about what we need to do, and
I'm not willing to come here and be involved unless
somebody is going to listen to what we say. And if we
listen but nothing ever changes, then, how do we expect a
different outcome? 8o, I plead if we meet with her, that
maybe we can make something happen. Thank you.

DR. PARTIN: Dr. Neel, Matt wanted to

talk for a moment about lock-in.
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CHAIRMAN POOLE: Go ahead, Matt. Go
ahead and introduce yourself so she can have it on record.

MR. MATTHEW ADAMS: My name is
Matthew Adams. I manage an internal medicine practice in
Danville, Kentucky. I’'m also with the Bluegrass Chapter éf
the MGMA.

We just recently had to start dealing
with lock-in through Coventry. The first member that we
dealt with was a blind diabetic in renal failure with
cardiology problems. So far, I’ve spent seven hours on the
phone with Coventry just tryihg to get referrals done.

What's the plan on lock-in? I'm
being told that it’s supposed to be identical to the way
the State did it. Hate to break it to you. 1It’s not. So,
can we get some feedback on that?

DR. PARTIN: Ron, I had a question
that related to lock-in. Could I asgk that and then they
could answer it all together?

CHAIRMAN POOLE: Sure.

DR. PARTIN: We had some patients
locked in to our practice and they were patients who
regularly have seen us as providers. When I asked why they
were locked in, I was told it was because of their complex
medical problems.

The question I have about the lock-in
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ig that I was told that the patient, even though we have
two nurse practitioners in our practice, the patient would
just be locked in with me and could not see the other
practitioner in the office if I happened to be sick or on
vacation or something.

And then they said, well, okay, they
can see the other provider, but you have to submit an
authorization within fourteen days and we’ll decide if
we’'re going to pay you for that visit after that. And then
on top of that, I was told that even if there was another
person covering for me, that if that person wrote a
prescription for that patient, that the pharmacy couldn’t
fi1ll it because I was the only one who could prescribe
medicine for that patient.

and, so, if I'm off or I'm sick or
I'm out of the country, even if I have somebody covering
for me, I may or may not get paid for that visit and the
patient cannot receive a medication. Even if they have a
strep throat, they can’'t get an antibiotic because I'm not
there to write the prescription.

CHAIRMAN POOLE: Would you address
that, Russell? What is your all’s future plans for the
lock-in program?

MR. HARPER: I can tell you the lock-

in program is identified in the Kentucky Administrative
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Regulations of 907 677 and those are the criteria we use to
identify members that are eligible for this program.

I will tell you that the initial list
that we put together is now being scrubbed to kind of go
back and find some of the individuals that could possibly
have been not qualified for the program that received a
letter. So, that sets the criteria there.

and when we did this initially, we
identified a little over 4,000 members that qualified for
this. 2and if you look at the criteria, it’s number of
pharmacy visits, provider visits, to hospitals, things like
that. It really doesn’t have anything to do as far as the
amount or the types of care that an individual receives.
It’'s more or less on the utilization rates.

I'1l just take them one by one if
that's okay. To address Mr. Adams’ concern, I'm not real
familiar with the patient. So, I can’t really comment on
their particular condition or why they were selected for
the lock-in program.

I would assume that the normal appeal
process, if this person-was not eligible for the program
because they’'re blind or in a nursing home or whatever,
then, that would catch that, if we haven’t already. And
then if not, then, I would have to--I mean, I guess we

could get the information from you or whatever we need to
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do to take that back.

And, then, to address Ms. Partin’s
issue is that I guess the question I would have is if you
have a singular contract with Coventry or does your
practice have a contract in itself would probably make the
difference between whether or not that other individuals in
your partnership can work with a lock-~in member.

DR. PARTIN: I think we have both.

We get checks both ways. We get checks individually to us
and we get checks to our practice.

MR. HARPER: And I think there’s
requirements in the regulation that allow for the
continuation of care regardless if the provider is not
available for those services or whatever services there
are.

I'm not entirely familiar with that
section of it, but what I’11 do is I'11 take these concerns
béck. We do have a lock-in committee that’s required by

the regulations that goes through all these particular

‘issues and things like that. So, I’'ll be happy to take

this back. I apologize I can’t give you more detail., I
just don’t know a lot of the specifics.

DR. PARTIN: Could you respond to us
in writing?

MR. HARPER: Yes, ma‘am. Respond to
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the committee or to you specifically?

DR. PARTIN: Both would be fine.

CHAIRMAN POOLE: Thank you. Any 0ld
Business?

MR. CARLE: Ron, before we leave
Physician Services, I wanted to ask Dr. Neel a question.
With the ACA, with the private medical home, with the
development of then Exchanges, does the physician community
feel like we have enough primary care providers in the
State of Kentucky to actually provide the care that our
patients deserve?

DR. NEEL: No, I don’t think we have
enough primary care providers now to provide for the ones
that we have now, much less for the future. -Now, it
depends on who delivers primary care. As we have more mid-
level practitioners supplying care, then, that will take
care of part of it, I suppose.

For example, in Owensboro, we have a
critical shortage of primary care at this point and we’re
having a terrible time having providers available,
particularly for Medicaid patients. We take care of them
pretty well with children; but for adult Medicailds, we only
have one practice, one practitioner actually in Owensboro
who will even accept adult Medicaid who are a totally

different situation. So, that’s a good question and I
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don’t have an answer for the future.

DR. PARTIN: I've got one more
question on the subject of referrals, and I just wanted to
touch on that subject since it had already been brought up.
We’'ve been having a terrible time referring to specialists.
With dermatology, for instance, I'm in Adair County, and we
don’t have any dermatology in that area.

And all of the dermatologists that
are within a reasonable driving distance have told us that
they will not accept referrals because--they will only
accept Medicaid referrals if the county that you‘re in
touches the county that they’'re in. For instance, I can’'t
refer to Somerset or Glasgow or Bowling Green or
Elizabethtown because those counties don’t touch Adair
County, and those were the places that we referred to in
the past.

So, I had a patient that I had to
refer to a dermatologist and the only place that I could
get her an appointment was in Frankfort. And that’s kind
of crazy to make somebody drive all the way to Frankfort,
particularly a Medicaid patient who already is financially
in a difficult situation and transportation problems.

So, referrals are a big problem, and
then just getting the authorization sometimes for the

referrals is very difficult. Thank you.
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CHAIRMAN POOLE: Anything under Old
Business?

Under New Business, I want to try to
get through these really quick. 1It’s going to be taken on
as a whole. These are directives and recommendations by
this body up here to the Cabinet for Health and Family
Services to evaluate and to get answers, solutions,
feedback on these. So, I will read through these.

The Medicaid Advisory Council asks
the Cabinet for Health and Family Services to evaluate how
the managed care organizations are working with our home
health agencies and hospice providers.

If Medicaid deemg the behavior of the
MCO’s to be substandard when working with these agencies,
then, Medicaid needs to take appropriate action to get the
MCO’s abiding by the contracts and to send out a timeline
for these improvements to all contracted home health agency
and hospice providers.

We have'suggestions down there for
reviewing the authorization process for services and
supplies, to evaluate the lower reimbursement rates for
thesé services and suppliesg, the amount of time it takes
for reimbursement and the response time in dealing with the
MCO’s on these issues.

The second recommendation from the
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MAC to the Cabinet is to persuade Coventry to change its
policy concerning certain drugs being limited to 100 dosing
units, to allow for a 30-day supply on all medications as
authorized by the prescriber. For example, when a
physician writes for 120 Percocet four times a day,
Coventry pays for the 100. This inconveniences the
patients and physicians due to the remainder of the
prescription being null and void.

Sometimes the physician refuses to
write a new prescription every twenty-five days. So, if
the patient needs enough medicine for the month, they have
to pay for it out of pocket or just get the 100 and go
without for five days.

The third initiative is what we just
talked about. The Medicaid Advisory Council asks the
Cabinet to persuade Coventry to not implement the lock-in
program which again is another mechanism for barriers to
care. It takes away patient choice and can prevent
patients from gaining any kind of healthcare gservices such
as getting medicine filled on Sundays for a pharmacy that’s
not open on a Sunday. |

The fourth recommendation is the MAC
asks the Cabinet to persuade Kentucky Spirit to eliminate
its four-prescription limit for thirty days. Every

prescription thereafter requires prior authorization. It’'s
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true that Medicaid had this limit before the MCO
implementation; however, there was a drug class exclusion
list that allowed for prescriptions per month based off of
the chronic medical condition exclusions. This process
delays Medicaid recipients access to care.

The fifth recommendation, the MAC
asks the Cabinet to convince the MCO’s to allow drug
therapy management for behavioral health patients to be
wholly determined by the prescribers and pharmacists
working together to obtain the best health outcomes.

Behavioral health medications will be
exempt from prior authorization processes. A request
and/or a justification inquigition may be made by the MCO’s
to verify the validity of the drug therapy, but the request
cannot interrupt drug therapy management in any manner.

Just in the topics of mental health
issues that need to be addressed - lack of coverage with
local private hospitals with psychiatric wards, arbitrary
shortening of hospital days, the medication prior
authorization processes that we’ve talked about. And the
rest ‘just summarizes the points about the prior
authorization which I will leave that part out and that
will save some time here.

The proposed titration, out-of-day

programs or TRP’s, refusal to pay for crisis stabilization
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unit services, and payment for peer support services. That
was number five.

Number six recommendation, the
Medicaid Advisory Council asks the Cabinet for Health and
Family Services to examine why the states of Connecticut
and Oklahoma ceased to allow their Medicaid Programs to be
operated by contracted managed care organizations and
placed the administration of the program back in the state.
That wag number six.

Seventh and last is what we asked of
Secretary Haynes earlier. KRS 205.2550 states the subjects
on which the Council advises. I’ve read those before in two
other meetings, but the MAC would like clarification from
the Governor’'s Office and the Cabinet for Health and Family
Services in defining the function and charge of the MAC.

And we've got some questions down
there we need answers. Why was the Medicaid Managed Care
Oversight Branch Department within Medicaid formed? What
purpose do they serve that is different from ours? And are
the members of the Medicaid Managed Care Oversight Branch
paid positions? When, if ever, will the actions and
recommendations enacted by the MAC be given true
consideration by the Cabinet to improve policies of
Medicaid and truly increase the quality of care provided to

our Medicaid recipients?
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Do I hear a motion to accept these
recommendations be brought béfore the Cabinet?

MS. FUMMILAYO: So moved.

CHAIRMAN POOLE: Second?

MS. BRANHAM: Second.

CHAIRMAN POOLE: All those in favor,
say aye. Any opposed? Motion is unanimous.

And, Neville, with you being.the only
one back in here, I will get these to Commissioner Kissner
and yourself and the Secretary. You‘ve got variations of
these. Some of the items have been taken care of. 8o, I
revised them again.

Is there any other New Business to go
before the MAC today?

MS. HUGHES: Just for clarification,
you all did get the June 7th response that I sent out in
response to your'recommendations, correct?

CHAIRMAN POOLE: Yes, the original
comments, but there were still some that we were going to
address further. So, now that we are actually presenting
it in a meeting that has a quorum and with the new
Commissioner, we want to address these issues.

You can see the suggested meeting
dates. Obviously we’ve talked about meeting more. I

already have a conflict with that first date, but, again,
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I'll communicate with everybody on the MAC here to come up
with a good date and, of course, coordinate that with
Sharley and the Commissioner’s Office to get that done.

Do we have any other information?
Take a motion to adjourn.

MS. BRANHAM: So moved.

MS. ROARK: Second.

CHAIRMAN POOLE: All those in favor,
say aye.

MEETING ADJOURNED
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STATE OF KENTUCKY
COUNTY OF FRANKLIN

I, Terri.H. Pelosi, a notary public in and
for the state and county aforesaid, do hereby certify that
the foregoing pages are a true, correct and complete
transcript of the proceeding taken down by me in the above-
styled matter taken at the time and place set out in the
caption hereof; that said proceedings were taken down by me
in shorthand and afterwards transcribed by me; and that the
appearancesg were ag set out in the caption hereof.

Given under my hand as notary public

aforesaid, this the 1st of August, 2012.

o,
e U /1

Notary Public
State of Kentucky at Large

My commission expires February 10, 2013.
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