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DR. PARTIN: 1°m going to go ahead and
get started. We’re expecting a couple other members, but
they’re not here yet, but we’ll go ahead and start
anyways. So, first of all, we have some new members; and
1’d like to welcome them. Charlotte Whittaker, here on my
left; and Eric Wright, welcome.

MR. WRIGHT: Thank you.

DR. PARTIN: And, then, two
reappointees. | have been reappointed, and Peggy Roark
has been reappointed. And speak of the devil, here she
is. So, we welcome them to the Committee. We’re glad to
have their addition as we’ve been missing some members.
So, we’re really pleased about the appointments.

I don’t think we have a quorum yet, do

we?
DR. NEEL: How many do we need now?
DR. PARTIN: Nine.
DR. NEEL: We can’t approve the
minutes.

DR. PARTIN: We~”ve got eight, but we
are expecting some others. So, we may go back to that
later. So, under Old Business, the first item is Refund
requests from MCOs. And what this has to do with is the
providers are checking eligibility for patients when they

see them; and the patient is noted as eligible; and, so,
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the patient is seen. And, then, sometime in the future,
after the patient visit, the patients are retro-
disenrolled from Medicaid. And, now, the MCOs -- 1in
particular, the one 1 know about is Anthem -- are
requesting refunds from the providers. Now, the providers
are seeing these patients in good faith. They’re doing
what they’re supposed to do by checking the eligibility.

And on further investigation, what we
found was -- let me find my paper here -- that this
request is not coming directly from Anthem. 1It”s coming
through Amerigroup, which is a recovery specialist for
Anthem.

And the worker there -- in fact, | received
one of these refund requests; and that’s how I came to
know about it. On further investigation, we found out
that Anthem has submitted over 1,000 claims from Kentucky
for these refund requests for these retro-disenrollments
of patients. And, so, they’ve even given us a special
name because there’s so many of these from Kentucky at
Amerigroup.

So, I think this iIs a pretty
significant problem; and it’s affecting a lot of people.
I don”t think it’s fair to the providers when the
providers are doing what they’re supposed to do to check

eligibility and that there needs to be something worked
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out, 1 believe, between the MCOs and Medicaid to prevent
this from happening in the first place. And, then,
secondly, for either the MCO or for Medicaid to deal with
the cost of the visit because | don’t think that the
providers should be shouldering that cost. Are you
wanting to speak to that, Commissioner?

COMMISSIONER LEE: Yes.

DR. NEEL: Before she speaks to it,
1’d just like to expand on that a little. 1”ve had
several In my office. And the problem, Lisa, iIs that they
were seen more than a year ago. Okay? We checked their
eligibility at the time they were seen; very similar to
what she’s saying. And, so, the MCOs had hired a company
to drill down into this and find the claims. And usually
people were eligible but were maybe in the wrong company
or something. The problem that comes up for us iIs we
cannot resubmit a claim because 1t’s older than a year.
So, that’s part of what we wanted you to speak to.

COMMISSIONER LEE: So, 1°d just like
to discuss a little bit about the process. But, first of
all, welcome to the new members and congratulations to
those that have been reappointed. 1 think we’ve got a
pretty good MAC here, and we want to keep going forward
with making positive policy changes. Appreciate

everything you’ve been doing and looking forward to
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working with you and particularly those of you that have
just been appointed.

But the process for recoupments, |1
understand how much of a headache and a hassle it is for
the providers; but Medicaid in the position of having to
maintain accurate records. And sometimes, because of the
new eligibility enrollment systems that we have --
sometimes one system -- because we have several that talk
to each other -- sometimes one system may have an
individual with a number and the Medicaid system will have
the same individual with a different number. And when we
merge those two, 1If they’ve had two different managed care
organizations, we have to respect the needs and the wants
of the member. And if they have selected an MCO, that’s
the one that will be overridden.

So, sometimes that does happen. And
when 1t happens, the Department does recoup money from the
managed care organizations. We take back the capitation
payment for any member who has been reassigned, even
retroactively. So, in turn, those MCOs will go and recoup
from the providers. We understand how much of an issue it
is. We’re trying to get those systems synced up so that
those eligibility -- there’s no retro-eligibility
overwritten of the MCOs.

In the new contracts, we have inserted




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

some language -- the new contracts for the MCOs beginning
July 1st of 2015 -- we have inserted language that in
those events, in the event of a retroactive eligibility or
change in MCO, that the new MCO cannot require prior
authorization for any service that needed a prior
authorization. So, that’s one step to help.

For those that are over a year old,
Dr. Neel, if you give us examples, we’ll work to find out
what we can do to help facilitate the processing of those
claims because it would depend on when those claims would
hit the system and when everybody became aware of it;
because, as you’ve pointed out, you only have a year to
bill. And if 1t’s over a year in the past, we need to
know exactly when that hit the system and when everybody
is aware of it so we can work with it. But I think that
the big step that we took in the new contract with the
prior authorization and not requiring that will help
alleviate some of the issues but not all of them right
now, but we’ll continue to work forward.

DR. PARTIN: Okay, thank you. Will
you update us on that?

COMMISSIONER LEE: Yes; yes, we will.
I guess along those lines while we’re talking about
recoupments and accurate records and things like that, you

may have noticed in some of the newspapers that even
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fee-for-service has been recouping some funds from
providers. We’ve conducted some audits. Particularly, we
did one entire provider type. A third of those providers
had no errors at all and were not recouped any funds.
Another third of them had, 1 think, less than 1,000 or
10,000 dollars in audit findings that they had to repay;
and most of those have repaid. Some are iIn a different
appeal process.

So, anytime the Department does recoup
funds or we conduct an audit and we find that there may be
information that’s missing to support the delivery of
services, all providers always have the option of filing
an appeal or providing us with additional information. We
can go through a Dispute Resolution Meeting that attorneys
are not necessary. We can sit at the table and talk. And
a lot of times we do that and providers can support some
of the documentation.

But our whole goal in the Department
-— as you know, we serve 1.2 million people now. We have
1.2 million members, and we have a $9 billion budget. And
our whole goal i1s to make sure that we can support to CMS
-- because they provide 70% of our funds -- we want to be
able to support to them that we’re running this program
appropriately. Otherwise, they’ll recoup funds from us.

And we also want to make sure that
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this program is sustainable going forward. We have lots
and lots of wonderful providers delivering services, and
they care so much about our members. And we want to keep
those providers. We want to make sure that anything that
we find that we can educate or any funds that are being
paid inappropriately are recouped; and, then, we continue
to educate to make sure that we can account for every
single dollar that is spent in this program.

DR. PARTIN: Thank you. The next item
on the Agenda is the limitation on the Level 4 and 5
visits. And I know this sounds like a broken record, but
I think that we will probably keep on bringing it up until
we get some resolution. |1 think It”’s becoming more of an
issue because of moving to payment for -- help me, what am
I trying to say? For —---

DR. NEEL: Are you talking about
school physicals ---

DR. PARTIN: No, I°m talking about the
Level 4 and 5 visits.

COMMISSIONER LEE: The more complex
individuals?

DR. NEEL: The more complex?

DR. PARTIN: Yes, more complex
individuals. And, also, we’re being judged on the quality

of care we provide. And, so, when we document, in order

-10-
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to meet the requirements for when we get audited to
providing the appropriate care for these individuals, it
comes up to a Level 4 on many patients. But we’re forced
to down-code, which we’re not supposed to do, but that’s
what we do.

COMMISSIONER LEE: So, the Department
has heard you. We do listen. We have conducted research,
and we found in our State Plan Amendment some very good
news. We found in our State Plan Amendment that the
language actually says that it’s limited, | think, to two
per member, per provider, per year. However, that per
provider seems to have been left out of our regulation.
And that regulation has been open twice iIn the past year.
And in the public comment period, we haven’t seen that.
So, 1t was, again, overlooked.

But 1 would like to state publicly
that since our State Plan limits to two per member, per
physician, per year that the MCOs can provide two per
member, per provider, per year and the Department will
view those encounter claims as valid. So, 1 think that’s
a step until we can get that regulation changed to two per
provider, per member, per year.

DR. PARTIN: And 1 think that that’s a
step in the right direction, but 1 don”t think that that

actually covers the problem. We’re forced to do

-11-
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inaccurate coding; and, so, the documentation for the
visit doesn’t fit with the coding. And I think 1°m not
unusual for providers in Kentucky, but it’s not unusual to
see a patient who has diabetes and heart disease and COPD
all in one visit, and that’s a Level 4 visit.

COMMISSIONER LEE: And in those cases
when you have those high complex needs, I would just
encourage you to reach out to the managed care
organizations to see If they have case managers and maybe
discuss those specific situations with the MCOs to see if
there’s something that they can do to work with you to
make sure that what you’re performing -- the codes that
you’re performing are consistent with what you’re billing
and getting paid for. But 1 would reach out to the MCOs
with any case specifics or to the Department for
fee-for-service.

DR. PARTIN: You know, the case
managers can help the patient manage their disease
processes; but it still doesn’t help us with our
reimbursement. You have a patient like that, that’s not a
ten-minute visit or a 15-minute visit. And those are
patients that | see everyday; multiple patients like that.
And it’s not that their blood pressure is uncontrolled or
their diabetes i1s necessary uncontrolled, although

sometimes it is; but If you’re managing three chronic
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problems, that’s a Level 4.

COMMISSIONER LEE: 1 would just
encourage you to reach out to the managed care
organizations for those particular clients and see if
there’s something that they can do. Our regulation and
our State Plan -- our State Plan does say two visits per
member, per provider, per year; and that’s what will be
reflected in the regulation when it’s open. And until
that -- and that’s the limitation. So, again, 1°d just
work with the MCOs to see what they can do.

DR. PARTIN: To do?

DR. NEEL: 1In ancient history, the
coding was based upon time spent with the patient; and
that goes way, way back. And now it’s based upon
complexity of the visit. And, so, most sick visits now
may be 213s; but there are many of them -- maybe 35 or 40%
-- that should be 99214s; and that’s proper coding. |
guess that this limitation was really based upon financing
in the beginning, was it not? The limitation of the two,
do you know if it was based upon simply amount of funds to
pay? Is that why it was limited? 1 don’t remember why it
was put in there in the first place.

COMMISSIONER LEE: 1 can’t recall, and
I don”t know. 1 wasn’t here when the first ---

DR. NEEL: Okay, yeah.

-13-
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COMMISSIONER LEE: 1 mean, I°ve been
with Medicaid 16 years; but 1 wasn’t around with the
drafting. But my understanding is that -- 1| understand
that there are complex needs individuals who come in. But
once they’re in and you have their whole history at first
that you don’t have to take that entire history each time
they come in. So, I believe that a lot of the thought
process behind it was that when individuals came iIn that
are real complex, then, subsequent office visits don’t
require as much in-depth, detailed work as that initial
Vvisit.

DR. NEEL: Okay. Well, 1 think Beth

would argue differently on that. Both of us would do

that.

DR. PARTIN: 1 would.

DR. NEEL: Because you don’t solve all
those problems in that first visit. So, | guess we’re

going to continue to present that; because In other
states, It has been taken out. And, so, as many as 35 or
40% of visits are now paid at the 214 level.

COMMISSIONER LEE: If you would like
to make that in a formal recommendation.

DR. NEEL: Okay.

COMMISSIONER LEE: Anytime that we

have a recommendation, we have to look at five things.

-14-
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How does it impact the member; how does it impact the
provider; how does it impact the MCOs and the contracts
that we have with the MCOs; how does it impact our system;
and how does it impact the budget. So, all of those
things would be looked at.

DR. NEEL: Okay.

COMMISSIONER LEE: So, if you want to
make that a formal recommendation so that we could look;
but we would have to look at that and see. And in the
event that it was financial, like you alluded to, Dr.
Neel, if there was some financial impact, we would have to
make sure that there was some more money put iInto
Medicaid’s budget in the next Legislative Session that’s
upcoming.

DR. NEEL: Because the MCOs are paying
it In other states. 1 know that.

DR. PARTIN: Kentucky is -- the
American Association of Nurse Practitioners looked into
it. And as far as they can determine, Kentucky is the
only state that does this.

COMMISSIONER LEE: We~ll be more than
happy to continue the discussion ---

DR. NEEL: So, if we make it a
recommendation, then, that will have to go into the next

time you open up the Plan, is that what you’re telling us?

-15-
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COMMISSIONER LEE: The regulation.

DR. NEEL: Regulations, okay.

COMMISSIONER LEE: And, plus, we’d
have to look at the financial impact of 1t. Again, --—-

DR. NEEL: Sure, 1 understand.

COMMISSIONER LEE: Because we would --
and, again, the Legislators will be in town this January.
So, Medicaid would need more money in the budget to
accommodate.

DR. PARTIN: We do have a quorum right
now. So, 1°d like to make that recommendation.

DR. NEEL: Did Chris make i1t? Yeah,
there he is. Good.

MR. CARLE: Better late than never.

DR. PARTIN: That’s right.

MS. BRANHAM: Perfect timing.

DR. PARTIN: So, is that sufficient
information for you for us to bring that recommendation
forward, or do you want us to write something?

COMMISSIONER LEE: Yes, put it in
writing, please, with the recommendations that come to the
Cabinet.

DR. PARTIN: Okay, we’ll do that.
Thank you. Okay. The next item on the Agenda is the

Medicaid MCO contracts. And we haven’t seen the

-16-
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contracts, but we have seen the news piece that came out
about the contracts. So, we have questions about that.

MS. EPPERSON: And, Beth, if 1 can
interrupt for a second, they are iIn the Miscellaneous
section. 1 did provide those iIn your binder.

DR. PARTIN: Thank you. So, we got
those today; and we’ll be looking at those. But 1 guess I
had some questions, and 1 thought maybe that you might be
able to explain some of the things. In this news article
in the third bullet down, it talks about 82 to 87% of
member capitation payments to the MCOs must be expended
for direct services to Medicaid members. And, so, we were
wondering direct services -- what that means.

COMMISSIONER LEE: What that means,
medical services provided to the members. So, for
example, we’re holding the managed care organizations to a
medical loss ratio. That means that the percent of funds
outlined in their contract have to be spent on the direct
provision of services.

DR. PARTIN: So, is that ---

COMMISSIONER LEE: That would be
encounter claims coming through the system, medical
services.

DR. PARTIN: So, tests and visits to

providers and that sort of thing?

-17-
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COMMISSIONER LEE: Anything that’s a
valid medical claim that hits our system, yes.

DR. PARTIN: Okay.

DR. NEEL: But do services to members
also mean the things that the MCOs do to increase the
HEDIS measures or to look at quality? Is that services to
members, too? So, does that go into the -- in other
words, this is not necessarily services from providers at
82 to 85? I°m concerned that 1t means a different thing
to me.

MR. WISE: You’re right. There is a
part in the formula called -- 1 think 1t’s quality
initiatives that benefit the member. So, expenses that
the MCO has on those quality initiatives can count as a
benefit to the member, but the key is is a benefit to the
member helping improve the member somehow. We put this iIn
-— most of it this year. We followed what the Medicare
Program has to do, and we followed what commercial plans
have to do under the Affordable Care Act.

And the new Medicaid regulations that
are proposed that just came out last month will be doing
the same in the future for the Medicaid Program. We
actually put that requirement In a year or before we
actually had to per the Federal rules. But, yes, It’s

benefits to the member. 1t has to be 85% or there is an

-18-
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amount that comes back to Medicaid.

DR. NEEL: Okay, all right. It means
something kind of different, all right.

MR. WISE: There’s extensive Federal
regulations on exactly what that means. And it’s hard to
quote all those to you.

DR. NEEL: Because it sounds really
good when we look at it; that more is going to come back
to providers and members. But it’s not exactly that way,
okay .

MR. WISE: It should help, but ---

DR. NEEL: Yeah, right, okay.

DR. PARTIN: And, then, the next item,
an incentive pool for the MCOs to improve health outcomes.
What is that?

MR. WISE: That is -- there’s two ways
that the MCOs can earn incentives. It is based on HEDIS
measures. So, half of the pool we’ve established looks at
the MCO improving year over year. In other words, their
results from this year are better than last year. They
qualify for shares of the pool if they meet that on a
HEDIS measure. The other half of the pool is how our MCOs
stack up to national benchmarks. So, in a nutshell, if
they’re over the average national benchmark HEDIS measure

for this statistic, then, they qualify for a share of the
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10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

pool. It’s a 1% share of the pool basically based on 1%
of MCO premium. And we”’ll start looking at that next year
based on this year’s results.

DR. NEEL: Does any of that trickle
down to the providers?

MR. WISE: It could because ---

DR. NEEL: 1t could, okay.

MR. WISE: And I guess we would hope
it would trickle down. The member primarily ---

DR. NEEL: Yeah, 1 know.

MR. WISE: --- is the focus there.

DR. NEEL: I understand.

MR. WISE: [Improved HEDIS measures,
improved care for the member results in the MCO qualifying
for iIncentives.

DR. NEEL: Because it’s important for
you all to understand that the HEDIS measures they’re
working on now and the quality issues are based upon
claims data. And we’re still finding that those claims
data really need to be cleaned up because right now we’re
seeing some of the numbers we’re getting just don’t make
sense because 1 sit on one of the Quality Committees and
it’s obvious they need to clean up the data. So, 1 guess
you all are looking at that, too, because you all are

pushing them to do the HEDIS measures to improve quality;

-20-
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and I understand. But we’ve got to be sure that the
claims data 1t’s based on is good.

MR. WISE: Sure.

DR. PARTIN: Okay. Then, requiring
national standards designated by the Cabinet to determine
medical necessity. What are the national standards?

COMMISSIONER LEE: In the new
contract, we have iInserted that the MCOs must use Milliman
or InterQual for medical services. There are different
criteria for behavioral health services, depending on age
and various factors of the individual being served. But,
basically, all MCOs have to use Milliman or InterQual.

DR. PARTIN: Is that M-i-1-1-u-m?

COMMISSIONER LEE: M-i-1-1-1—-

DR. PARTIN: 1-m?

COMMISSIONER LEE: --- m-a-n,
Milliman.

DR. PARTIN: And what’s the other one?

COMMISSIONER LEE: [InterQual.

DR. PARTIN: I-n-t-e-r-Q---

COMMISSIONER LEE: Q-u-a-1l.

DR. PARTIN: --- u-a-1? Okay.

DR. NEEL: We have no problem with the
use of the national standards, but how does that translate

into medical necessity? Is that going to be retroactively
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determined, or is that going to be prospectively? How is
that going to happen? Because part of the problem we get
into are these retrospective things.

COMMISSIONER LEE: So, the contract
does state that for any individual who is retroactively
eligible and a service has already been rendered, the MCO
cannot require a prior authorization. So, the medical
necessity criteria is used to determine anytime a prior
authorization is requested to make sure that that service
meets the medical necessity.

DR. NEEL: Okay.

DR. PARTIN: Another bullet talked
about expanding performance requirements for Medicaid
members” pharmacy benefits. What does that mean?

COMMISSIONER LEE: 1°m not sure what
that one is. Which section is that?

DR. PARTIN: 1t’s the eighth bullet.

DR. NEEL: At the eighth bullet point.

COMMISSIONER LEE: 1°m sorry. 1711

have to go back and research that one to find out what it

DR. PARTIN: Okay.
DR. NEEL: 1 think it’s looking at
their benefit programs to look at the performance of the

benefit programs is the way 1 read it. Can anybody else
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expand on that? |1 know Jonathan could expand on it if he
was here.

COMMISSIONER LEE: We”ll follow up.

DR. PARTIN: Okay.

DR. NEEL: Okay.

COMMISSIONER LEE: We~ll look at that
and follow up with you.

DR. PARTIN: And, then, using
national ly-accepted, uniform standards for credentialing.
What are these standards?

COMMISSIONER LEE: 1t”s NCQA
standards.

DR. NEEL: Credentialing continues to
be a problem. The length of time getting people
credentialed is still a real problem for providers. We
have people who are being six months out there getting
credentialed. Lee Guise, she’s hiding. Where are you
back there? 1 know you’re there. Once i1t gets to
Medicaid, then, it happens very quickly; and I think
that’s not the problem. The problem is getting through
the MCO process. And we have wanted that to be a uniform
process. And that’s why we’re wondering how -- does that
mean anything as far as uniformity iIs concerned?

COMMISSIONER LEE: Well, the MCOs have

to follow NCQA guidelines. And that’s National Committee
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for Quality Assurance Standards. They have to meet those
standards. The new contract does state the time amount
specified that the MCOs have to credential those
providers, and 1 believe i1t’s 90 days. Ninety days from
the time that they get all of the complete and accurate
information, they do have to ---

MS. BRANHAM: That’s the key, isn’t

COMMISSIONER LEE: Complete and
accurate information is the key. And the Department does
monitor reports to see how many providers fall outside of
that 90 days. The MCOs do have to report that to us. And
what we have encouraged providers to do, if they are
seeing that it is taking quite a lengthy time, you’re more
than welcome to contact the Department with any of the
specifics so that we can kind of help see what’s going on.
But most often it’s that there’s a certain relevant piece
of information that’s been omitted or missing from the
application packet.

DR. NEEL: Well, the MCOs are telling
me that they’re trying to cut it to 60 days and trying to
keep 1t as close as they can to that, and I understand.
But part of the problem is they’re not getting back to the
person who’s trying to be credentialed quick enough to

find out if there’s a piece of missing information. |1
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think that’s part of the problem is a lot of this Is --
don’t you think so?

MS. BRANHAM: Yes, it is.

DR. NEEL: Yeah.

MS. BRANHAM: The length of time it
lands somewhere and it’s reviewed to ask for additional
data, that’s the breakdown on providers getting into the
service record.

DR. NEEL: And this is a significant
drag on provider reimbursement. And that’s something
we’re going to continue to work on.

MS. BRANHAM: Right. 1 see lots of
folks from the TACs out there shaking their head as this
is a problem, and maybe they can speak to that today so
that we’ll know how many are -- what kind of groups we’ve
got are outlying there as we’re trying to get folks into
the provider base.

DR. WATKINS: We have brought this up
at our TAC meeting, too. And they did warn us that any
number that was issued iIs not retroactive. So, if you’ve
applied for a number, to make sure that that provider is
not seeing patients yet until that they know that they
have already received their provider number or
authorization ---

MS. BRANHAM: You can’t bill for
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services until you —--
DR. WATKINS: Right, right. You have
to already be linked to that particular MCO.

DR. PARTIN: So, they’re not doing any

retroactives?
DR. WATKINS: No.
DR. PARTIN: Because they used to be
DR. NEEL: No, I don’t think that’s
true.

COMMISSIONER LEE: 1 think that some
of them are. We’ll have to double-check with all of them.

DR. WATKINS: We were told no.

COMMISSIONER LEE: By all MCOs?

DR. WATKINS: Yes.

DR. NEEL: Well, that’s not the
information that 1 -- we’re saying they’re going to be
paid for seeing patients. They’d almost have to be. But
the question is the length of time. So, will you look
into that?

COMMISSIONER LEE: Yes. And iIn the
meantime, ---

MS. BRANHAM: You can’t bill without
your provider number, so ---

DR. NEEL: No, you can’t bill until
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then.

DR. PARTIN: But you can bill
retroactively. But it’s been awhile since 1 was
credentialed. But when 1 was credentialed, they didn’t go
back the full time; but 1 think it went back -- I don’t
know -- three months or something. But it took me almost
six months, and 1 didn’t have errors. It took that long.
But, anyways, that’s another story.

COMMISSIONER LEE: So, we”ll look into
that and find out which ones do and do not do retroactive
billing.

DR. NEEL: AIll right.

DR. PARTIN: And, then, strengthening
requirements for provision of behavioral health services.
What does that mean?

COMMISSIONER LEE: So, we have
required the MCOs to enroll at least 500 behavioral health
providers in their network. They also have to have --
just one moment; let me find the behavioral health
network. 1 know they have to have at least 500. They’re
required to have at least 50% of the behavioral health
providers that the Department has enrolled in their
network in each region. And they also are required to
have no less than 500 behavioral health providers in their

network in total.
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DR. PARTIN: What type of mental
health providers are we talking about?

COMMISSIONER LEE: We would be talking
about, of course, the Community Mental Health Centers, but
any other provider type enrolled in Medicaid to deliver
behavioral health services such as psychologists, licensed
marriage/family therapists, LCSWs, licensed clinical
social workers and associates and those sorts of
providers.

DR. PARTIN: So, that’s all included
in that 500 number?

COMMISSIONER LEE: Yes.

DR. NEEL: 1°m sure Sheila will speak
to that later, but you just can’t invent these people.

Our problem in our community is they just don’t exist.
It”s wonderful that now you’re going to pay them, but it’s
just going to take some time to get that going. As I
said, I’m sure Sheila -- you’re going to speak to that,
aren’t you?

DR. SCHUSTER: I°m sure I will.

DR. NEEL: Okay, thanks.

DR. PARTIN: Those were the only
questions 1 have, but what about other members of the
panel. Do you have questions about the contracts?

MS. BRANHAM: Not really.
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DR. PARTIN: And, Peggy and Chris,
Barbara put the contracts in our binders. So, we’ll have
those to look at. Okay.

MR. CARLE: Thank you.

MR. WRIGHT: Might I ask a question?
I just want to clarify, too, for Medical Assistance
recipients, particularly those with intellectual and
developmental disabilities, they’re not falling in MCO
contracts currently. Are they receiving services within
MCOs? No. Correct me if I’m wrong.

COMMISSIONER LEE: If they’re iIn a
Waiver, if you’re talking about ---

MR. WRIGHT: Right, Waiver recipients.

COMMISSIONER LEE: --- individuals in
our Waivers.

MR. WRIGHT: They’re outside.

COMMISSIONER LEE: They are outside.
They are carved out of the managed care organizations.

MR. WRIGHT: Thank you.

DR. PARTIN: So, moving right along.
At the last meeting, a comment was made regarding coding
for smoking cessation. And it said if the -- the person
said if the provider enters the CPT code for smoking
cessation plus an E/M code, that the MCOs aren’t paying

for the visit; and | wanted clarification on that.
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COMMISSIONER LEE: Yes, we did receive
information from each MCO on this issue. And there in the
very last page of your binder is a summary of all of the
MCOs and the coverage of the smoking cessation.

DR. NEEL: All right, thanks.

DR. PARTIN: So, you can put in the
CPT code for the smoking cessation and use an E/M code for
the visit?

COMMISSIONER LEE: It depends on the
MCO. So, the very last page, we have all five MCOs and
their policy on those smoking cessation.

DR. PARTIN: Okay.

DR. NEEL: Thank you.

DR. PARTIN: So, I’m going to jump
back up to approval of the minutes as we now have a quorum
and ask for a motion to approve the minutes.

MS. BRANHAM: 1”11 make a motion.

DR. NEEL: Second.

DR. PARTIN: Any discussion? All in
favor say aye. Opposed. So moved. Thank you. And,
then, this isn”t on the Agenda because | received the
request after the Agenda was written, but Peggy Roark had
a question about rehab.

MS. ROARK: Well, I have several

questions, but I can’t get them addressed. But maybe
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after the meeting, | can speak to MCOs. My big question
is my daughter has been in three rehabs, and she was
currently In Recovery Works. And she’s got Humana, and
they would only pay for 20 days, and she needed more than
that. So, I’m trying to find out the big question with
all MCOs; how much are they paying for the rehabs. And 1
need a list of what they’re paying to help all of us
parents out here that’s struggling and trying to help our
children get into rehabs.

DR. NEEL: Do you mean how much in
dollars or how much in periods of time?

MS. ROARK: Time. What do they pay.

DR. PARTIN: What are they allowing
for the time --—-

MS. ROARK: Yes.

DR. PARTIN: --- for the rehab.

DR. NEEL: What they’re allowing; not
so much what they’re paying but what they’re allowing.

MS. ROARK: Yes.

DR. NEEL: Paying for.

COMMISSIONER LEE: We believe that all
therapy should be individualized for each person based on
their needs. If you want to talk to the specific MCOs
after this, 1 think that may be a good idea for you;

particularly the one that your daughter is enrolled with.
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But they do have to provide the services outlined in our
regulations. They have to cover all services, and they
have to meet medical necessity. So, | would just
encourage you to talk to them afterwards.

MS. ROARK: She’s been in three
rehabs. She was iIn Cumberland Hope, and they was a very
good one, but she left. And they was willing to help her
get mental health, help her with -- she has a heart
condition and other health concerns. She went into
Healing Place; and they told her if you’ve got a heart
condition, you’ve got mental health, you need to go on and
get that fixed; and, then, you can come back and work on
your addiction.

I did not agree with that. And it was
hard to get them back on the phones. And, then, Recovery
Works, that’s like 20 days. And I don’t know. 1°m just
-— 1t’s funny how each one of them has all these different
rules. And she’s had Humana with all three of those. But
it’s a lot of questions, and 1’11 talk after the meeting.

COMMISSIONER LEE: And 1711 be more
than happy to talk with you after the meeting, too, to see
iT there’s anything the Department could do. But I do --
you know, we need to pull in the managed care organization
and see what other services may be available and things

like that.
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MS. ROARK: Okay, thank you.

DR. PARTIN: Then, next on the Agenda
is Updates from the Commissioner.

COMMISSIONER LEE: We”ve talked a
little bit about the managed care contracts. You know,
that effective July 1st, we have new contracts for the
MCOs. We still have five MCOs, no more. 1 was at a
meeting earlier this week In which a state was talking
about having 19 MCOs. So, 1 felt very fortunate in
Kentucky at that point. We do have one contract for all
of the MCOs. You do have a copy of that in your binder.
They all participate statewide now. Every single MCO can
serve members in every region.

We are working on one common prior
authorization form and one appeal form for members and
providers to use. We have stated in the contracts that
MCOs have to update their online provider networks within
ten days of a change. We do have language -- we have
beefed up our language regarding the MCOs being more
involved when individuals with severe mental illness are
being discharged from mental hospitals. There’s language
in the contract that makes the MCOs -- they have to be
more aggressive about involving those individuals iIn care
and finding care after they are discharged.

We’ve tightened up the penalties
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section a little bit for the encountered claims that come
into the system. We have made some improvements to fraud
recovery requirements. So, for example, if the Department
or maybe the Federal Government finds fraud and abuse that
the MCO has not found, if we find that before the MCOs
have reported it to us, the state will be able to keep
those funds rather than the MCOs being able to keep those
funds.

And, again, retroactive eligibility
for individuals who get retroactively enrolled in a
managed care organization, we have stated that the MCOs
cannot require a prior authorization for services that
would require prior authorizations.

Just a couple of other updates from
the Department. We are going to be having some forums
around the state, some managed care forums for providers.
They’re going to be one-day forums. 1 believe the first
one i1s August 5th. The schedule is out on our website.
These forums are going to mirror somewhat some of our
previous forums, except they’re going to be a little bit
scaled back. 1t”’s going to be one day.

There will be updates from the
Department. Behavioral Health will also be providing some
updates, as well as the Department for Public Health. But

our main focus iIs to have those MCOs available all day
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long so that providers can come in and ask questions and
talk to them. The MCOs will not be presenting at the
forums as they did in the past, but they will be available
to address providers’ questions and concerns.

The Centers for Medicare and Medicaid
Services has issued proposed managed care rules that the
state i1s looking at. And we will be submitting comments
by the deadline, which is July the 21st. Some of the
provisions in the new rules we feel like we have already
incorporated in our new contracts. So, we feel like we’re
in pretty good shape.

We do have -- our dental reg iIs open
right now for public comment. So, I think it closes iIn a
few days. So, if anybody wants to get out and look at the
dental reg and make any comments. We do have 12
regulations that just closed that we’re working on. And
we also have another 12 related to Waivers and some
changes that will be filed in the very near future.

Open enrollment for members to change
their managed care organization is October the 19th
through December the 11th.

We also will be this year mailing out
-— or next year -- the 1095-B”s; next spring. We just
want to give everybody a heads up that next spring the

Department will be mailing out 1095-B’s to Medicaid
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recipients. This is a form that they will need to use to
file their income taxes so that they’re not penalized. It
shows that they were covered by insurance so they’re not
penalized. So, those will be next year.

On August the 5th -- you know, we
continue to make changes and amendments to our eligibility
and enrollment system. Beginning August the 5th for
individuals who are incarcerated, we will be suspending
their eligibility rather than terminating their
eligibility. That will facilitate their enrollment into
the program easier when maybe they’re released for
emergency services more than 24 hours. And upon release,
it would be an easier -- we’d just re-enroll them or turn
that suspension off so that they can access their
medications.

And we do have some updates for our
Waiver programs. And 1°d like to ask Leslie Hoffman, the
Director of Community Alternatives, to come up and give
you an update on some of our Walver programs.

MS. HOFFMAN: Good morning. 1°m here
today to talk to you about some very positive upcoming
events in the Waivers for providers as well as the
members. Our ABl Long-Term-Care Waiver, which is our
Acquired Brain Injury Long-Term-Care Waiver, we are

actually releasing 120 slots tomorrow, which is a very

-36-




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

positive thing for many, many folks. Of the 120, 68 will
be reserved for MFP, which is Money Follows the Person
demonstration grant for those folks coming out of
facilities -- nursing facilities and ICF/MRs -- or DDs,
1°m sorry.

Another note would be that the ABI
Acute Waiver has also received approval for some
additional slots. However, we will need to make an
amendment to that Waiver. So, we’re currently working on
that now and hope to have that submitted sometime in late
September.

On another note, the Michelle P.
Waiver, we will be releasing 392 slots tomorrow, which,
again, iIs a very positive note for members and providers.
And, then, the SCL Waiver, we will be able to release 240
slots with the first year of the new Waiver renewal, which
hopefully will be sometime in September. So, those were
slots that were appropriated in the biennium budget; and
we’re very excited to get those slots out to the members
who need them.

DR. PARTIN: Thank you.

MS. HOFFMAN: You’re welcome.

COMMISSIONER LEE: 1 think that’s all
for updates right now.

DR. PARTIN: 1 have one question.
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COMMISSIONER LEE: Okay.

DR. PARTIN: Where you said about if a
patient is retro-enrolled in a different MCO that there
would be no pre-authorization, does that cover like
medication and stuff like that?

COMMISSIONER LEE: 1t should cover
everything, yes.

DR. PARTIN: So that the new MCO can’t
say they can’t have that medication any longer?

COMMISSIONER LEE: Right. And they
would have already had the medication if it had been
retroactive anyway. So, yeah, they can ---

DR. PARTIN: Did you hear what she’s
saying? She’s saying that it may not be on the formulary.
But what happens a lot when patients switch in my
experience is that you’ve got to change some of their
medicine or you’ve got a test ordered and now they can’t
have the test until you go through the whole process
again. So, all that is supposed to be taken care of, is
that right?

COMMISSIONER LEE: There shouldn’t be
any retroactive. So, for example, the member would have
already had the services. And in the event that one MCO
recoups for those services, the new MCO -- since the

services have already been delivered, the new MCO cannot
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require prior authorization on anything that would have
been prior-authorized. 1 don’t believe that what you’re
speaking about with -- maybe if they move from one MCO to
another, the different formularies. 1’m not sure that
that’s addressed.

MR. WISE: Yeah. 1 mean, they all
have different procedures.

COMMISSIONER LEE: Right.

MR. WISE: And you’d have to send iIn
your letter recouping from the other MCO which establishes
your date.

DR. PARTIN: So, yeah, I’m not
understanding then.

MS. BRANHAM: So, iIn other words, a
patient iIs receiving X, y, z services from MCO. They have
decided to change their MCO provider. What they’ve been
on before, been receiving doesn’t necessarily carry
forward with the new MCO when preauthorization is required
for the new MCO for services because everything -- or
because the authorizations are different, whether i1t has
to do with their formulary or signed orders or what. Is
that accurate?

COMMISSIONER LEE: So, i1f a service
requires a prior authorization and that member has already

received the service through a previous MCO, the new MCO
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cannot require a prior authorization for that service.
They must ---

MS. BRANHAM: --- from them.

COMMISSIONER LEE: That they received
in the past. They’ve already received the service. A
member receives a service iIn the past, and the new MCO
comes in today to retroactively cover that service. If
that MCO -- if the new MCO requires a prior authorization
for that service, they cannot require it for the service
that was provided in the past.

DR. PARTIN: Okay, but not for new
services. So, for instance, ---

COMMISSIONER LEE: Right, correct.

DR. PARTIN: --- 1f a patient had an
MR1 ordered and you went through the preauthorization
process and you got it approved and it was scheduled for
next month or something like that and, then, they have a
new MCO when it”’s time for them to have the test, you’d
have to go through the pre-authorization again.

COMMISSIONER LEE: At that point, they
would, 1f that service required a preauthorization. What
we were addressing with this Is we heard that some
providers -- for example, with the retroactive changes iIn
MCO, providers were stating that they could not get a

prior authorization for a service that was delivered iIn
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the past. Therefore, it was preventing them from billing
and getting paid for that service that they had already
delivered.

DR. PARTIN: Okay.

COMMISSIONER LEE: So, what we wanted
to address was that we did not want the managed care
organizations to deny a service that was delivered in the
past that they are now responsible for. Maybe they just
became responsible for i1t today. |If they require a prior
authorization, they cannot require that prior
authorization on the service that was already delivered.

DR. PARTIN: Okay, thank you.

MS. WHITTAKER: 1 have a couple of
questions. On the Waiver, the Money Follows the Patient,
how many slots do we have statewide? |1 know you’re
releasing 68.

COMMISSIONER LEE: Uh-huh
(affirmative).

DR. WATKINS: And how do you determine
who gets 68 slots?

MS. HOFFMAN: So, currently, right
now, there are slots in the ABI Long-Term-Care Waiver.
And we had asked originally CMS to give us a set number of
slots. So, we need 68 of those to be reserved for the MFP

members that we had already asked for approval for through
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CMS. The current SCL Waiver also has slots, for lack of
better words, reserved for MFP members through the
emergency slots. Does that make sense?

MS. WHITTAKER: It does. Thank you.

MR. CARLE: Another follow-up question
with that. In consideration of these 392 spots for
Michelle P. Waiver and the 240, I’m seeing that that’s a
substantial amount. 1°d like to see if we can get kind of
a feel for where we are with the number of requests for
those slots, particularly for the Michelle P. Waiver,
looking at how many people are still waiting for services.
Can you speak to that, please?

MS. HOFFMAN: Uh-huh (affirmative).
Currently, right now, in the Michelle P. Waiver, we have
approximately 4,344 on the waiting list. 1 was looking
this morning. It appears that there’s about 70% of those
that are children. And we have active currently right now
9,909, which about 50% is children, active.

DR. PARTIN: Any other questions?

DR. NEEL: Just a quick one. Without
getting into detail, looking into the future, newspapers
are already reporting that we were so successful in the
expansion of Medicaid that now we have many more members.
And, then, talking about how do we pay for those in the

future when we don”’t get 100%. And they’re talking about
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the fact that hospitals will have more insured than
uninsured. Will we look at decreasing disproportionate
share payments, will we look to adding long-term care.
Are you all internally -- are you looking to the future
there? Because that’s got to be a big thing for the
future. Can you share some of the -- 1 know you all -- is
it true that we had more than anticipated members in the
expansion? They keep saying you didn’t anticipate that,
but is that really true?

COMMISSIONER LEE: Yes, that is true.
Our projections -- you know, we First did one white paper
in 2013 on reasons to expand; one of those being that it
did have a positive impact on the state. Right now, the
State of Kentucky’s unemployment rate is lower than the
national average. That is the first time in I don’t know
how long. And while we can’t attribute all of that to the
expansion, we do believe that 1t had an impact on our
uninsured.

But going forward, the State of
Kentucky always does their budget two years in advance;
and that’s the amount of time that we do those budgets.
But 1 think that when we look at expansion and we look at
going forward, we can’t just look at Medicaid as
expenditures and what’s going on.

Because, for example, the Department
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for Behavioral Health delivered a lot of services; and
they paid for those services with 100% State General Fund
dollars. When those individuals became Medicaid-eligible,
we’re getting now 100% for those individuals -- 100%
Federal funds, which means that freed up just a little bit
of State General Fund dollars that was transferred and
being used for other purposes. And, also, in 2021 when we
begin paying our full share, 1t’s only going to be 10%.
So, again, we’re going to be drawing down 90% Federal
dollars for those services versus 100% State General Fund
dollars.

And 1 think that we just need to look
at this as a whole. And what the purpose was was to
insure individuals and give them access to healthcare.

And we do know that many of our expansion members are
accessing preventive services at a little bit of a higher
rate than some of our traditional Medicaid members. We
also know that our Medicaid members do have some complex
healthcare needs, but they’re getting those treated
earlier rather than later. So, we have to -- 1 think have
to keep our eye on the future and what”’s going to happen
to our workforce and the health of our individuals if they
have access to healthcare.

So, I’m not sure that that answers

your question; but we’re here for a specific purpose. And
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that’s because we had so many individuals -- almost
500,000 individuals in Kentucky that could not access
healthcare because private insurance was out of reach for

them. And Medicaid and the Exchange now has been their

safety net.

DR. NEEL: Thanks.

DR. WATKINS: I would ask, though, to
please -- for the MCOs to continue to outreach this

preventative care; because | did hear at our TAC Meeting
that all the MCOs were claiming that, yes, they were
letting their members know that they do have this
preventative care. But something is not going out;
because 1 had a couple come in yesterday that these were
normal, average, intelligent, middle-aged people. Both of
them telling me that they had not had a comprehensive eye
exam iIn siX, seven years.

The wife was an insulin-dependent
diabetic. She had had diabetes for six years; had not had
an eye examination. And they were listed as being
self-pay. And I was telling her that -- you know, once 1
found out that her eye pressures were high, that we were
going to need to be bringing her back for other testing
for her being a glaucoma suspect, 1 said, ma’am, 1 said,
you know, with you being an insulin-dependent diabetic, 1

said, do you not have any health insurance at all? And
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she said, well, we have Passport. That’s all we’ve got.
And 1 said, you have Passport? That’s insurance. | said,
you know, they’ll cover your eye examination as that being
a medical necessity.

And her husband said, oh, well, I have
that, too. Will they not cover me even though 1°m not a
diabetic? And | said, yes, sir, they sure will. They
were like, well, we need to have a celebration. 1 think
it’s time for some chicken fries, you know. And these
people had been this long without an eye examination. So,
I mean, the word is not getting out.

COMMISSIONER LEE: I appreciate that,
Dr. Watkins. Thank you so much for that story. And I
think that it goes to show that we have 1.2 million
members iIn Kentucky on Medicaid; and we all have to do our
part -- the MCOs, the Department, and the providers -- iIn
educating our individuals, not just on what their benefits
are but how to appropriately use those benefits. So, |
think 1t’s just going to take all of us to continue to
spread that message to all of our members. Thank you.

DR. PARTIN: Anything else for the
Commissioner? Thank you very much.

DR. NEEL: Thank you.

DR. PARTIN: The next item on the

Agenda i1s the State Innovation Model; how do we redesign
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the model for providing services?

DR. LANGEFELD: Good morning. So, |1
think you have a presentation. It’s actually the first
page behind your Miscellaneous tab for reference. And
this is a follow-up, I think, to our last meeting where we
talked about this briefly. So, first, let me understand.
So, Innovation Centers, CMMI, SIM, State Innovation Model,
are those words familiar to anybody on the panel? A
little bit. Okay. So, what I want to do is just give you
a brief overview of what this really means and what it’s
about and see what questions you might have.

The Innovation Center or what we call
the Center for Medicare and Medicaid Innovation was
actually established by Congress under provisions of the
ACA legislation in 2010. And it was established under the
Social Security Act 1115A. So, that’s where it lives,
resides. But its intent is that it will provide both
funding for and technical assistance support for new,
innovative models of service delivery, healthcare delivery
and the economic model that supports it.

And, so, there have been a number of
initiatives that have been supported; some of which you
may be involved in. For example, you’ve heard of
Accountable Care Organizations, ACOs. The pioneer ACOs,

the Shared Savings Plans. There are many different models
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that are out there that some of you may be involved in.
And the Comprehensive Primary Care Initiatives. There are
other primary care initiatives. Many of them are
primary-care-oriented. All of those are examples of the
Innovation Center providing funding and support to say
what works better and how do we pay for that in a
different way.

So, the State Innovation Model work 1is
actually an initiative by the Innovation Center under this
premise. It says: How or can state governments be an
accelerator of transformation In healthcare? Because they
can be a convener. They can be -- they can use policy
levers. They’re a large payor iIn Kentucky where 25% of
the population plus state employees. And there are lots
of regulatory levers that may be able to be used to change
healthcare. And move it from kind of that traditional
state to where we are today, to where we hope to be in the
future.

So, on page 2, you see an overview of
that. Ultimately, what are we trying to accomplish. The
objective, as it always is, is what we call the Triple A.
We want better health for our population, iImproved care
for individuals, and what we increasingly call value or
financial stewardship.

And, so, one of the things 1 want to
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be clear about is this iIs not a Medicaid-specific
initiative. It i1s meant to cover the full spectrum of
payors in the state. Obviously, in Kentucky, Medicaid is
a large payor. So is Medicare. But this initiative is
meant to involve and incorporate as key stakeholders all
payors so that there’s -- you, as providers, understand.

IT people come to your facility or
your office, you don’t want to have to stop and think who
does this belong to, who does this person belong to. You
want to be able to provide care in the most effective way
regardless of payor. So, that’s an overview of what the
State Innovation Model work and initiative is all about.

So, let’s talk about kind of what that
is In Kentucky. On page 3, what you see is how this has
progressed. The initial funding for this iInitiative
occurred in 2012, and there was about $300 million
allocated at that time for the first states that were
involved In this. The second round, which started and was
awarded in December of 2014, which Kentucky responded to
that and was awarded a grant funding for what we call
planning.

Now, what does that mean? There are
two different essential levels of the State Innovation
Model work. One is what we call design phase, meaning

let’s get everyone together and talk about what a
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transformation might look like and what the economic model
might look like that would support that best and put a
plan together, all collectively together. So, that’s
design work.

Kentucky applied for that. The ranges
of awards were generally one to three million dollars.
Kentucky received $2 million to support just the planning
phase of that. That’s what we’re in this year.

The second phase is what’s called
testing, which means take your design and test it. Does
it work; does it show benefit. Now, the testing phase has
included funding support for states that have been awarded
in the range of 50 million to 100 million dollars. So, it
really is a way to say how can we help states and
providers in the states and all stakeholders get through
that transition and at least get started.

So, that’s where we are. We’re in the
Model Design Phase of the State Innovation Model
initiative. So, let’s talk a little bit about what that
means and what we’ve done so far. Page 4 really talks
about some of the components that have been outlined.

Now, one of the advantages, 1| guess, of not being first is
that you learn from those who went ahead of you. So, some
of the components of the State Innovation design work that

have been envisioned and incorporated into some of the

-50-




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

work you see on page 4.

So, you know, what does a service
delivery transformation plan look like? How do we align
state and federal innovation levers and thoughts? What do
we do to monitor the plan? How do we align quality
measures? Huge issue, as we’ve talked about in this
forum. Everybody is overwhelmed with measuring quality;
let’s move the meter. But we have to do that by aligning
and converging a lot of that thought.

What’s the payment model look like?
How is it different than what it is today? How is more
effective? How do we use regulatory levers to help
facilitate that? What is the foundation of what’s called
Health Information Technology infrastructure piece? And,
finally, you see the piece of what’s called the
Stakeholder Engagement Plan.

So, all of those -- there are a lot of
content around that. 1”11 let you read through that. But
if you go to page 5, one of the key components that 1 want
to make sure we don’t miss. When we think about health,
you know, a lot of people say, well, why haven’t we gotten
the results we hoped for to-date. We’ve talked about the
fact we haven’t moved the needle iIn Kentucky in 25 years.
How do we do that? What do we think about I1t?

And part of it is our thinking about
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what health means I think is evolving. And we now are
increasingly recognizing that we can’t just think about
health In a very narrow way as it relates to just doing a
lot of services on the back end. We have to think about
it in the context of health being total mental, physical
and social well-being in the context of the social
determinant.

So, what impact does our environment
play or our disparities in our socioeconomic status or
things that have to do with genetic factors or behaviors?
So, those components that we’ve spent less energy on, how
do we think about that? And that’s what’s called the core
of the State Innovation Model work as envisioned by the
Innovation Center. It’s what’s called the Population
Health Improvement Plan. And, so, all of those components
make up the Model Design as it’s envisioned structurally
by the Innovation Center.

Page 6, you see our current process or
our current structure of work. And what we have is a
Multi-disciplinary Core Team made up of individuals from
the state. We have an External Stakeholder Group. And,
then, we have, as you see on the bottom, five active
workgroups that are involved. The workgroups have been
divided up to look at increased access, integrated and

coordinated care, quality/strategy metrics, payment reform
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and Health Information Technology infrastructure. So,
that makes up the components of the active work.

And how this has occurred -- well,

1’1l get to that in just a minute. Let’s go to page 7 and
talk a little bit more also, then, about the components of
our Population Health Improvement Plan. One of the things
that’s required by the Innovation Center outlined iIn a
combination of CMS and CDC is to say your Plan should at
least begin to address some of the issues and disparities
around three core areas; obesity, tobacco use and
diabetes. Because that tends to be a common thing across
most populations, and certainly in Kentucky that’s true as
well.

So, as we begin to talk through the
workgroups, a lot of the things emerged -- a lot of
thought emerged about, well, wait a minute; we’re already
beginning to address that and, in fact, 1t’s even broader
in the Governor’s initiative around kyhealthnow. And, so,
what”s occurred is that’s expanded from those basic three
to now incorporate all of the components of kyhealthnow to
make sure we align and harmonize at a state level a
Population Health Initiative effort.

So, the work, if you look at page 8,
has included all of these workgroups that have met. We

have met at least monthly. All of the workgroups meet
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individually. This week has been a little bit different.
And, then, we have a large stakeholder meeting where
people come together collectively. And, so far, all of
those meetings have been in Frankfort.

And we’ve been very excited by the
fact that our activity or involvement has been from people
across the entire state from Paducah to Pikeville and
everywhere in between. And, in fact, you can see the
numbers of people that have been involved. Probably after
yesterday, probably close to 1,000 people that have been
actively involved in a lot of these discussions. And our
workgroups, you see the averages there; and I won’t go
through them in detail.

But the point is that these are people
that represent all key stakeholder groups that we can
think of. Now, 1°m going to come back to that in just a
minute; but let me move to page 9; because with this group
-— this work started in February of this year. And we’ve
had monthly meetings and a lot of interim smaller group
meetings. And taking all of that information, what has
been put together is what we call our straw person, sort
of our structural diagram of what this might look like.

There’s a lot of detail behind i1t, but
here”’s In one page what the Plan looks like or what our

straw person looks like. And what you see is, of course,
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as | described at the top, we have our Population Health
Improvement Plan initiatives, basically our kyhealthnow
initiatives. At the bottom, you see some emerging what
1”11 call operational and economic models. Things like
patient-centered medical home that many of you may be
involved iIn; Accountable Care Organizations, health home
activities, bundled payments which Medicare has just come
out with and taken up to a different notch.

And the Tifth area there is a
long-term -- a Multi-Payor Community Innovation Support
Center. We probably ought to think of a better name for
that. And here’s what that means. What It means iIs every
community may have its own unique character, and they may
develop iInitiatives that don’t fit easily into some
bucket. And, so, we wanted to allow -- or a region. It
doesn’t have to be just an individual community. So, we
wanted to allow an opportunity where a community or a
region says we’re doing this; this is working really well
for us. And, then, that’s a model that we could support
and have the flexibility to support.

At the bottom, you see the strategies.
And, again, these are very high-level; but the strategies
that have a lot of detail behind them of looking at
access, HIT infrastructure, consumer strategies, quality

strategies, workforce strategies, and other supporting
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strategies which incorporate a number of different things
like things that this Committee talks about all the time.
How do we create efficiencies, how do we create some
consistency iIn what our work are, and why do we have to
think about things different for every payor. So, that’s
an example of things that would fall under some of the
other supporting strategies.

Now, again, a straw person by design
is put out to say, hey, now is the point that we want to
challenge this. Tell us what’s wrong with this. Tell us
how 1t needs to be revised or redone or added to or
augmented. And, so, we’ve had some great meetings this
week. Actually, this is the week of our July meetings.
And, yesterday, we had a whole-day session hearing from
people all over the state about a lot of the initiatives
that they’re currently actively involved in to understand
what”’s working and what are you thinking about and how can
we think about this as we go forward.

So, page 10 is really just a
description. This is, obviously, an iterative process.
There’s no plan that somebody has on the shelf that we’ve
pulled off and trying to get everybody to sign off. It’s
something where active involvement is important. And
before I finish up on the time line, here’s, | guess, one

of the asks of this group.
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When you sit down and think about who
all needs to be involved, if you’re going to talk about
transformation of a system or some people would say a
non-system in some ways and the economic model that might
support that best and you want everybody involved in it
and you try to come up with a list of who should be
involved iIn that discussion, you’re never complete. So,
the question or ask 1 have of you is who needs to be here?
All of you may need to be there because 1t’s something you
haven’t really heard a lot about, right, or your
organizations that you’re a part of.

One of the things that we’ve been
reminded over and over -- where’s Sheila?

DR. SCHUSTER: 1°m back here.

DR. LANGEFELD: |Is that we desperately
need what some people call consumers, some people call
patients, some people call persons. 1 call them citizens,
Kentucky citizens. How do we engage people to say what’s
your problem, what’s your concerns about trying to access
the systems, what are the hurdles for you, how can we
think about a system that responds to your needs? So, 17°d
welcome comments and thoughts about what you think about.
And our messaging around that, right, Sheila?

DR. SCHUSTER: Right.

DR. LANGEFELD: How we talk about
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things and how we understand the psychosocial components
and be sensitive to that. Our time line, as you can see,
is we’ve been actively working since February. There are
some deliverables where we’ll send back -- we’ve already
sent back the draft of the initial Population Health
Improvement Plan. We’re putting together some other
interim progress reports to CMS. As you see, the final
draft, we’re hoping to have at least a draft of by the end
of the year and a final Progress Report or a final Plan by
January of 2016.

So, with that, 1 may have gone through
it too quickly, but let me know what your questions are
around that and/or thoughts.

MR. CARLE: Thank you, Dr. Langefeld.

I have a question. You raised a very good gquestion to us,
and 1t kind of goes back to the scenario that was brought
up before that there are things covered within the state
that some people don’t realize; and, so, 1t’s all about
education. But 1 have to ask the question, so, we just
literally got a copy of the contract for the MCOs. Has
anybody taken the time to see how your initiatives that
are very aggressive match up with what”’s covered in the
new contract with the MCOs? Are these initiatives for
obesity, smoking cessation, tobacco use, are they covered

by our current Plan? And 1 think that’s a good place to
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start because if they don’t match up, we have a problem.

DR. LANGEFELD: Right. Very good
question. | think one of the things that we’ve tried to
do is align completely or at the very least harmonize the
thoughts. Kyhealthnow, the Governor’s initiative,
obviously has been in place for over a year-and-a-half
now. Many of the things that we’re doing from the
standpoint of preventive strategies and how to align that
and support it with benefits coverage, certainly related
to Medicaid, have been incorporated not only into
contractual requirements but performance metrics relative
to that population.

MR. CARLE: Thank you.

DR. NEEL: We started a community
initiative about 15 years in my community in the Owensboro
area called Healthy Horizons. And we attacked smoking
first; and we became, 1 think, the third county, if you
would, to go non-smoking or have a smoking law. And now

we’re looking into other things; obesity, cancer and drug

abuse, which is one of the things. So, | think the idea
of doing it community by community -- it”’s almost precinct
by precinct, if you will —-- 1 think has some merit because

each community is a little different and has i1ts own
things.

So, we’ve been pretty successful. And
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we tried to involve all the stakeholders, get people who
were business people, government people, everybody
involved and not just the health people involved to make
it work. So, I think it can work that way.

DR. LANGEFELD: Well, it has to be.
This Is a discussion that can’t just reside in traditional
healthcare. It has to reside In communities because
people’s concerns and needs at the community level involve
many more things. It includes education and housing and
transportation and food. All of those things are
critically important. It’s not just the services that are
available or not on traditional healthcare.

But you’re right. And that’s some of
the things -- in fact, we heard from some folks yesterday
from your community and some of the things they’re
involved in. And all of you sitting there have probably
been involved maybe in different initiatives. A lot of
the things that we’re talking about are not new
discussions. We’ve been talking about them for a long
time.

I think one of the differences now 1is
hopefully we have a forum where everybody can talk about
it at the same time rather than in these disparate silos
that traditionally we’ve been involved in. And, so, 1

hope that we can engender that kind of activity and
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support.

And 1 would welcome all of you to
participate. There is a website; and, actually, 1’1l send
that out. |1 should have put it in the slides. It has all
the materials that have been generated so far and
information and when the meetings are or any information.
And if you have questions, you can let me know as well.

DR. PARTIN: That would be great if
you could send that out to us.

DR. LANGEFELD: Okay.

DR. PARTIN: 1 have a question. On
page 9 where it talks about the Plan, this is the Plan
that’s being developed now?

DR. LANGEFELD: This is what we call
the straw person. So, it’s kind of a high-level
description of some of the things that the discussion has
coalesced around. And some of these things are things
that have been in place or neighboring states have done
and some of their work as well. But your question is?

DR. PARTIN: So, this is where some of
these standards that we’re looking at implementing at some
point. And, so, the idea is, then, to look at each of
these things and see how they can be implemented through
the other -- the components of the quality, the workforce

and the ---
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DR. LANGEFELD: You’re exactly right.
So, here, let me just describe. So, patient-centered
medical home, you may be involved. There’s a lot of
activity around patient-centered medical home. [It’s not a
new concept. But 1t’s more of an operational model about
how you create some efficiencies and effectiveness and
processes in a practice.

And, so, as we think about that,
historically, what’s happened, those initiatives have
either been funded and supported by one commercial payor
over here or maybe another self-insured group who”s doing
it with their ASO provider over here or Medicare is
providing some support over here for a different
initiative.

The concept is how do we get all of
those payors together and providers together and say
here”’s the model that creates both efficiency and better
outcomes. How do we align the economics around that and
the processes around that across all payors so that we
don’t have to think about i1t; we just focus on providing
the best care we can. Does that make sense?

DR. PARTIN: Uh-huh, uh-huh
(affirmative).

DR. LANGEFELD: The same is true for

ACO. ACO by definition is a Medicare initiative, but it’s
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a concept to say how do you take an integrated system and
have that system provide the full spectrum of care. And
to do that, it should be more than just Medicare. What
about Medicaid? What about the commercial payors? How do
we create an economic model that supports and aligns
incentives economically and from a support standpoint so
that we can just focus on the best patient care.

DR. PARTIN: So, you’ll be looking at
how to get all of those separate groups to work together
as one to meet these goals?

DR. LANGEFELD: Correct.

DR. PARTIN: Okay, thank you. Any
other questions?

MS. WHITTAKER: 1 just have a comment.
I know in Ohio County, you know, as far as dental
providers, that is huge in our area, especially with ---

DR. LANGEFELD: You said dental
providers?

MR. WHITTAKER: --- Medicaid. And,
you know, the nearest orthodontist is E-town. And to get
those kiddos up there once or twice a month or back and
forth, it’s a challenge.

DR. LANGEFELD: Yeah, very important
point. Because, again, as we think about this, not just

Medicaid but our communities and everyone in our
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communities, we have to think about people in the most
holistic way. What are their behavioral health needs or
psychosocial needs or oral health needs or physical health
needs, their social needs, period. We have to think about
all of those things. We can’t just say we’re just going
to take care of this part.

DR. NEEL: Thanks, John.

DR. LANGEFELD: Okay.

DR. PARTIN: Thank you very much.
Okay, moving right along, we’ll go ahead to the TAC
reports. Okay, Behavioral Health.

DR. SCHUSTER: Good morning. Sheila
Schuster. Actually, our Behavioral Health TAC did not
meet in July; the first time ever. We gave ourselves a
vacation. 1 do have a couple of comments, though. First,
to thank Barbara Epperson and the MAC for making the
binder available online. We were able to send that out to
our TAC members, and that’s a huge help. So, kudos to
Barbara for doing that and to you all.

I also want to thank the Department
for Medicaid Services. 1 don’t always come and do my
positive M&Ms. So, I1’m going to do that to start off with
-- for the focus in the new contracts on some of the
behavioral health issues and some of the requests that we

had made as well as some of the other TACs. Certainly,
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the standardization of forms is going to be very, very
helpful and a consistent medical necessity standard. We
certainly applaud the emphasis on what we call a warm
handoff of those with severe and persistent mental i1llness
at the point that they’re discharged from the hospital and
how important it is to get them engaged In community-based
services asap.

While we applaud the emphasis on an
adequate provider network, 1 have to express some concerns
about the lack of specificity. To read that language
would make it seem that every behavioral health provider
is like every other behavioral health provider, which is
simply not the case. We know we don’t have enough
prescribing behavioral health providers; psychiatrists and
mental health APRNs. There needs to be an emphasis on
that. Some of the services like psychological testing can
only be done by psychologists; and, yet, there’s no
distinction, again, with just a generic number of
behavioral health providers.

I’m a child clinician. 1 think child
people are different than adult people. And Dr. Neel, 1
think, would -- we’ve always been such good friends. |
mean, people that deal with kids do that. And people that
deal with adults and their issues very often don’t know

kids and don’t feel comfortable with them. So, some
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distinction around that. And now with the substance use
disorders being added, we really need to be sure that
we’ve got those providers.

I1’m happy to report that the licensure
law for alcohol and drug counselors finally passed after
five sessions, and which is written the regs. And, so,
we’re going to see those people included in the State
Plan.

I also wanted to ask a question. That
is that an early release about what these contracts were
going to have was that there was going to be a requirement
that the MCOs not use a subsidiary or a separate company
for their behavioral health. And that’s one of our
complaints has been that there’s not been integrated care
because they have farmed out the behavioral health. But
I’m not sure that that’s actually in the contract.

COMMISSIONER LEE: We didn’t
(inaudible) any subcontract use.

DR. SCHUSTER: Well, that’s
unfortunate, 1 think. It was in one of the early press
releases about what was going to be in the contract was
the requirement around that, unless 1 completely misread
that. 1 just wanted to ask you about it.

Dr. Neel and Dr. Partin asked

questions about credentialing. And on behalf of
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psychologists, which is a group I know the most about, 1
think there’s several issues and several reasons why
there’s not been the uptake In