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AGENDA
Call to Order/Introductions
Approval of April TAC Minutes
Resignation of TAC Member Karoline Munson, O.D.
Updated Vision Fee Schedule on website
Foster care children discussion

New Business:
* Aetna Better Health Incentive being offered
to those members to obtain their annual
diabetic dilated eye exam

* MCO Vision Contractor Updates

- Passport (September 1, 2019)

- Humana-CareSource (January 1, 2019)

- MAC recommendations at the July meeting -
wellness exam to include routine vision exam

- Availability of practitioners in seeing a
patient in a certain time frame

- WellCare/Aetna recoupment/DOS discussion

Future 2019 TAC Date:
* November 7, 2019 @ 1:00 p.m.
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DR. BURCHETT: I guess we will
go ahead and get started. Thank you all for Jjoining
us today for the Optometric TAC meeting here.

Once again, I see faces I may
not think I’'ve seen before. So, I'm just going to

have everybody go around the room and introduce

themselves.
(INTRODUCTIONS)
DR. BURCHETT: Thank you all.
MS. HUGHES: Dr. Burchett, if I
could, just a couple of things. The Commissioner was

called out just right before this, so, she is not
going to be able to come in, I don’t think. If she
gets back from whatever it was, she might try to come
in later.

DR. BURCHETT: That’s fine.

MS. HUGHES: And some time
during the agenda, I would like to be able to just
talk a little bit about this program, if you don’t
care.

DR. BURCHETT: That would be
good.

MS. HUGHES: And before you get
down to talking about some of the MCO information,

because we are in a critical period, could we hold
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those until the very last?

DR. BURCHETT: Yes.

MS. HUGHES: And, then, at that
point, David Gray and I will get up and leave. We
don’t want anybody to think we’re doing anything,
talking about anything that we shouldn’t be. So, if
you don’t mind to do that for us.

DR. BURCHETT: That’s perfect.

MS. HUGHES: We don’t want to
risk having somebody argue about it.

MR. BURCHETT: Which issues
would you prefer I move so that I know exactly which
ones we’re looking at?

MS. HUGHES: Anything with the
MCOs, like the Aetna Better Health. Now, the vision
contractor, that’s fine, but the WellCare and the
Aetna Better Health, if those could be later on in
the agenda, we would appreciate it.

DR. BURCHETT: That’s fine.
Perfect. I just want to make sure we don’t put you
all in a precarious situation.

MS. HUGHES: We appreciate
that.

DR. BURCHETT: The first thing

is we will look to approve the minutes of the last
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meeting. Have we seen the minutes?

DR. COMPTON: I think we got
them. 1It’s been a long time ago. We haven’t met
since April. I move we approve.

DR. UPCHURCH: Second.

DR. BURCHETT: All in favor?
The minutes are approved.

The next order of business is
Dr. Munson, due to her work schedule, has not been
able to attend the last couple of TAC meetings.

So, she has requested to resign
from the TAC. So, we honored that request and we'’re
currently looking to find a fifth optometrist here in
Kentucky to replace her. So, we’re on the lookout
for that right now.

MS. HUGHES: Just let me know
and I will get her on all the stuff.

DR. BURCHETT: Sounds good.

DR. LEVY: So, that
replacement, optometrist, do you guys, when you look
to do that, if you don’t mind me asking, is that
someone that practices maybe in a different mode of
optometry instead of maybe an independent or somebody
like maybe a retailer or a commercial optometrist?

DR. BURCHETT: I think
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historically we’ve Jjust looked across the state for
one who may be interested to do it. And, two, we
kind of look at practice modalities. We kind of look
at regions in the state to try to get good
representation.

DR. LEVY: Thanks.

DR. BURCHETT: The next item on
the list is the updated fee schedule. I just want to
thank the Department for getting that taken care of
for us. I know it has been a process.

And in speaking of the process,
just so we’re better prepared because we know that
you all have requested from us to let you know when
we know that codes are changing or being discontinued
or things like that, what kind of advanced time frame
would you all need to make sure changes are made in a
timely manner because I know some of these codes have
been changed but they’ve been changed for several
months before we got them on the fee schedule
changed?

MS. HUGHES: As soon as you all
get them, that would be great. I don’t know if the
Association receives them or just you all get them.

DR. BURCHETT: But as soon as

we know that something is going to change.
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MS. HUGHES: As soon as you

know, if you can let us know. Yes, that would be
awesome. You don’t have to wait until the TAC
meeting.

MR. OWEN: One thing I will
say. Lee Guice was at a meeting where she indicated
there’s a new process that’s going to be every July 1
and January 1 an update and she said you have to
submit ninety days in advance of whichever date. You
want to make sure it gets onto that next update.

MR. GRAY: I was going to say,
ideally, because for us to run it through DXC, which
is our external resource that’s involved in loading
those codes, if we can get those that hit January by
no later than - we can get them earlier - no later
than September 30th in terms of being able to get
those loaded by January 1, and, then, certainly,
whatever, April 1, I guess, to hit the July 1.

MS. HUGHES: And you can send
them to me. I can look up Lee’s email address, but I
can send them on to her. You don’t have to wait
until a TAC meeting to do that, though.

DR. BURCHETT: Sure. We just
wanted to make sure because I think I had heard a

long time ago that there was a new process in the
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works but I couldn’t remember if that had started.

MS. HUGHES: Thanks, Stuart.

MR. GRAY: We really want to
thank this TAC and the Optometric Association.
Through that, it really brought to light some things
that we as the Cabinet and the Department for
Medicaid Services needed to deal with beyond just the
optometric codes. It turned out to be a bigger issue
but that really was the impetus for us to do some
self-examination of our current process.

Also, I think we historically
have just adding new codes. We didn’t take any old
ones out. So, we cleaned that up and that makes it
easier when we add new codes if we’ve got a cleaner
database going in versus having to churn through
because it truly dated back like decades, I think.

So, there’s been a lot of good
that has come out of this discussion this year. So,
thank you for that.

DR. BURCHETT: Sure.

DR. LEVY: Is that loaded? Is
that up on the website currently?

MS. HUGHES: Yes.

DR. LEVY: It is? Thank you.

MS. ALLEN: If I could ask.

-9-
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Are you doing the updates as the CPT is updated? So,
every year, they add and they delete codes. Are you
automatically doing that or are you looking to us to
provide you with the recommendations?

MR. GRAY: I think as much as
you can provide those to us. Don’t just count on us
automatically getting them.

MS. ALLEN: All right.

MS. O’BRIEN: I think for the
medical it seems to happen automatically, but when it
comes to the----

MR. GRAY: Optometric and
therapy.

MS. O’BRIEN: Optometric and
therapy and dental seems to be the ones that we just
need to get those codes to them. That’s what I'm
seeing. Medical seems to be updated all the time the
first of January. 1It’s the other ones, or physician
fee schedule, I think that’s what it’s called, but
not the wvision.

DR. BURCHETT: Thank you all
again for getting that updated.

Next on the agenda it looks
like is revisiting the foster care children

discussion. I’'1ll let James speak to that a little
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bit.

DR. SAWYER: Well, it’s the
same thing as we’ve talked about every time, just
about every time at least anyway.

I deal with girls that are
incarcerated in a group home and they either are
showing that they have coverage, and, then, when we
bill for it, they don’t have coverage, or they’re
showing they don’t have coverage and we either go
ahead and try to see them or whatever because we'’ve
been told they’re supposed to be covered either way.

And, then, I had one the other
day. Is it the one I sent you? I can’t even
remember what I sent the other day to the office that
was--I think it was a recoupment, if I’'m not
mistaken. I was recouped after a patient had been
seen, paid and, then, it was months later, it was
recouped.

So, all of the things that can
go wrong are going wrong.

MS. ALLEN: Can I help with
that one? So, for the incarcerated members, we did
receive direction that Medicaid dollars cannot be
used to reimburse for services that an incarcerated

member received.
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So, if they are truly
incarcerated, if they have an “I” status on their
eligibility status in the DMS system, then, those
services cannot be billed through Medicaid. That has
to go through the federal process.

And if I remember correctly,
Carol has the details and Stephanie Bates can provide
the details as to where those claims have to be paid,
but we cannot release payment for services rendered
to incarcerated members.

MS. HUGHES: But, now are you
referring to--I think what you’re referring to is
incarcerated in prison. I think yours are not the
same thing.

DR. SAWYER: These are foster
children.

MS. HUGHES: This is foster
children in group homes.

MS. ALLEN: They don’t have an
“I” status on the eligibility file?

MS. HUGHES: No. These are
foster care children.

MS. ALLEN: Okay. I’'m sorry.

I just heard incarcerated.

DR. SAWYER: My wrong word.
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MR. GRAY: Institiutionalized.

MS. HUGHES: I think part of
the issue is that sometimes--I think, if I remember
correctly from previous meetings, once DCBS takes in
a foster child, they only have so many days to get
them seen by certain physicians.

So, a lot of times that is
happening prior to DCBS even getting the eligibility
status to us. I think we’re always going to have
that time line, that there’s that lapse because you
all have to see them in whatever amount of time.

So, they’re probably not
showing up on kyhealth.net at the time you’re seeing
them because we don’t have the eligibility.

You may have to hold the claims
and check. And, then, once their eligibility shows
up on kyhealth.net, then file the claims. Otherwise,
we’re not going to pay it if they’re not showing in
our system.

I don’t know for sure how long
it takes DCBS to process them when it does the
eligibility. I can certainly ask, but I think that
probably is where a lot of that issue is. What’s the
time line that they have to be seen? 1Is it like

within a week or ten days?
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DR. SAWYER: 1It’s pretty close.
I really don’t know for sure.

DR. BURCHETT: Two weeks at
most.

MS. HUGHES: So, it’s not
giving us time to get them showing as eligible.

DR. SAWYER: Often these girls
have been somewhere else within the year or even as a
few months’ time. And, then, their eligibility is
showing as if it’s been used, which it has obviously,
but, then, we’re still required to see them, too.

MS. HUGHES: I mean, we would
love to have suggestions from you guys if there’s
something you all think we could be doing to help you
all other than holding the claims until you see that
they’re showing----

DR. BURCHETT: I would think if
you could find out how long it takes them to process
it to change their status and, then, see how we can
work to change that requirement of the ten-day, two-
week, whatever to be past that time that the status
has changed might be beneficial.

MS. HUGHES: Okay.

MS. VAUGHN: And what about

even a group home foster home status for these kids?
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That’s, I think, one of the biggest deals. There’s
no status for these kids in the system. When we view
the children in the system, it doesn’t say that
they’re group or foster or anything like that.

So, the providers don’t know
when they see it. We don’t know when we see that
status in the system that those kids require multiple
exams or multiple vision exams or multiple pairs,
five or six pairs of glasses, depending on how many
times they change foster homes, group homes, if
they’re moving from place to place.

That would make it so much
easier for those claims to be processed.

MS. HUGHES: Doesn’t our system
show that their eligibility is foster care?

MS. VAUGHN: But that is just
for the MCO.

MS. HUGHES: So, you’re shaking
your head, so, it must show to you.

MS. ALLEN: It is showing but
it’s not clear for the provider. So, the foster care
members are put into groups. Each of the MCOs have a
group that members are put into. There is a foster
care group. I’'m sure you guys see 1t on your site,

too.
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But at the provider level, what
they see in the portal, they don’t see the groups
necessarily that the member is assigned to.

We can do some education. We
can help the providers look a little bit further so
that you can see that the member is assigned to the
group home.

But along the lines of what
Alethea is suggesting, if there were extended
benefits for foster care children, and I think the
2020 July RFP will take care of that when the foster
kids are carved out in the Sky Program.

So, I think that that will
probably take care of it, but to hold us over, if
there was a way to either----

MS. HUGHES: Now, are you a
provider?

MS. VAUGHN: ©No. I work in
Provider Relations. I work with the providers.

MS. ALLEN: She is with Avesis.

MS. HUGHES: So, it’s not
showing in your system they’re foster care?

MS. VAUGHN: What I’'m saying
is, when we come in contact with the providers--so, I

work directly with the provider. When the provider
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is reaching out to us, the biggest thing that is an
issue is when that member has already been seen.
These foster home or group home kids, they’re being
seen multiple times. Sometimes, as I’'m explaining,
the member is being seen multiple times throughout
the year. They’re getting multiple pairs of glasses.

The provider has to take extra
steps and we have to take extra steps. What I'm
saying is, it would be much easier if the member
could just be seen and the provider didn’t have to do
anything extra. We didn’t have to do anything extra.
If there was some type of way for that member to just
be seen and the provider didn’t have to go through
anything else.

There’s different steps the
provider has to take, different steps we have to take
to ensure that we can provide that additional
benefit. If those members were in the system and
they could have however many exams, ten exams,
however many pairs of glasses and there not be any
additional steps being taken by us or the provider,
so, carve that out.

MS. HUGHES: But what he’s
saying is these are new people being taken into the

foster care system.
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DR. SAWYER: Well, not
necessarily.

MS. ALLEN: Not necessarily.

DR. SAWYER: Just like she’s
saying, they have come new to our county, new to
whatever. They may have been in Louisville in the
same system and they saw an optometrist there, got
glasses there in March.

Then, they come to me and they
left their glasses at the last placement. And, so,
now they’re here and they don’t have their glasses
and we start all over, and oftentimes they’re not
even showing in the system at all by that time
because it’s so quick.

MS. UNGER: How many children
is this in a time period? Like, is there a stat? I
mean, 1s this something that you could carve out even
for the next year that DMS takes over these foster
children and you bill through DMS or no?

DR. UPCHURCH: That would make
it easy because whenever it was DMS, it was one exam
per provider per year. That’s what Medicaid says in
its regs or it used to say at least and still does.
And, so, it didn’t matter if they saw Steve Compton

over in Franklin and, then, they were switched to my
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community six months later and needed another exam.
That was a different doctor, so, they went ahead and
paid me. It wasn’t a problem.

But now with the MCOs, it’s a
problem because they’ve used their benefits. We have
to go through this circle of events. Like Alethea
said, I see that they don’t have coverage but I’'ve
got to see them. They’re in my office. 1I’ve got to
see them. They’ve been brought by the State Foster
Care there for me to see.

So, I have to fill out a prior
authorization. I have to put all the letters on
everything, the EPSDT’s, whatever those letters are.
I have to put all that stuff on there and I have to
give them a copy of the exam.

I have to go through all these
different steps and, then, hope that when it gets to
Avesis or wherever, that the person that’s looking at
it there understands the problem because it’s not
Alethea that knows exactly what’s going on. It’s
another person that’s looking at the claim, whether
or not they will deny it or they will approve it.

It’s got to be approved
eventually but sometimes you’re jumping through so

many hoops that it’s cost me more than what it’s
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worth for the exam.

MS. HUGHES: For next year,
that should solve the problem because all the foster
children are going to be on one MCO.

DR. UPCHURCH: But do we have a
fix between now and then? That’s what we’re after
right now.

MS. HUGHES: I don’t know that
there is a fix between now and then.

DR. UPCHURCH: Because James
has about seventy or eighty girls that are being
circulated constantly. I have about seventy or
eighty boys that are being circulated constantly.
They’ re coming and going on a daily basis and it’s a
problem for us.

MS. HUGHES: 1I’11 take it back
to them, but so far they’ve not--you know, this has
been an issue, I know, since January when I had taken
over the TAC and they’ve not come up with anything.

So, possibly as a result of
moving them all to one MCO is the plan to fix it.

DR. LEVY: To that point, we
were just having a little sidebar on this. We can go
back to our partners and see what we could do to make

an efficiency here.
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I agree with you. For this
population, that’s way too many hoops.

DR. UPCHURCH: And Alethea is
having to deal with--me and James are sending stuff
to her constantly and she’s dealing with it.

DR. LEVY: She likes vyou,

though.

DR. UPCHURCH: She does and we
love her - don’t get me wrong - but it’s extra work
on us. It’s extra work on her and she’s overloaded

now. And I'm not taking up for her but I know she is
because she’s having to work for somebody else right
now and she’s not complaining about that, but it’s
just extra work on everybody that really doesn’t need
to happen.

MR. GRAY: I think in terms of
this next ten months, I agree. By the time we worked
out a solution, we would be at July 1 of next year.
We’re ten months to go.

If there was something Avesis
and EyeQuest could do because it’s very painful when
it happens. And if you’ve got bad geography,
depending upon where you’re located at and where
these different facilities are located around the

state, they’re not big numbers that we’re dealing
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with.

MS. HUGHES: Right. 1It’s big
numbers for these guys but it’s----

DR. UPCHURCH: 1It’s not big
numbers because there’s not that many facilities, but
it’s happening with every optometrist in the state, I
guarantee you, just not on the same scale it is with
us.

DR. LEVY: It’s an
administrative burden. So, we’re going to put
together a few ideas, right, and we already have one
or two just that quick and we’ll share that and maybe
we’ll be able to come up with something in the next
ten months to make an efficiency here.

MR. SMITH: I was going to say,
too, I mean, it sounds like an ad hoc process. I
know we’ve worked with some of you providers. Our ad
hoc process, because we know long term the goal is
for them all to go to MCO, but ad hoc wise, we really
try to (a) we will have someone contact you guys and
explain exactly how to submit it. And we’ve really
been just doing it and I know it’s tedious but it’s
ad hoc and that’s more so just faxing it over on the
cover sheet foster.

And our claims processing team,

-22-
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so, to your point, everyone within that team is aware
-we have an internal work flow - foster kids in
Kentucky, you know, when you receive these, they need
to be processed because obviously they’re moving to
another. You know, it’s required.

So, that’s something that,
again, it’s probably not the best solution but it’s
the one that we’ve come up with.

MS. O’BRIEN: I’'m thinking
about five years when I met with you all at Passport
is that it’s been a constant problem for years with
foster kids. And what we used to do at the home -
and I see Judy down there - is that they brought in a
paper and I kept that paper and I delayed the claims
going in because of trying to get things in the
system so that I could make sure that I was getting
payment.

But we always had the same
issue you are having is with going to a different
provider. I don’t remember issues with every MCO but
I do remember issues and you do have to pull a lot of
documentation. I understand and it’s been a
longstanding concern. I do think, though, going to
one MCO is going to really get us out of the problem.

DR. LEVY: To your point, is
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there something we can do together, your group, our
group so we give them one process?

MS. O’BRIEN: Yes.

MS. FRAME: That’s what I was
wondering, coming up with some sort of process----

DR. LEVY: Yes. Why don’t we
work together so they have one process for foster
kids.

MS. O’BRIEN: At least until it
gets to next year.

MS. HUGHES: For the current
foster kids, even though they may be coming to you
from another county, i1if they’re already enrolled in
foster care, when you all get--you have a select
eligibility group.

So, for the current foster care
children, you all should have that information to be
able to know that this is a foster care kid and not
have them to have to jump through hoops, correct?

MS. ALLEN: That’s what we’re

talking about is to do an automated process. We know
who the foster care kids are. They’re assigned to a
particular group ID. So, it is expanding the

benefits for those foster care members that are

assigned to that group ID.
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However, we do have to consult
with the MCOs just to confirm that they are in
agreement with us doing that because if everything
worked perfectly, we would be releasing payment for
those claims anyway. So, it’s not like there’s that
much additional expense but we have to receive----

MS. HUGHES: So, if they can do
that, that should cut down because if the majority of
what you all are experiencing is with kids that are
already in the system, they’ve just moved from one
county to the next, then, that could help you all a
whole lot.

And, then, for anybody, if it’s
a brand new kid in the foster system, if they’re not
showing in our eligibility, then, just maybe hold up
on that claim until you see it in there, and I can
find out about how long it takes.

DR. UPCHURCH: But holding up
on the claim is not--I mean, when we do file the
claim, we have to file it for the date of service
that we saw. Is that going to work?

MS. HUGHES: ©No. You still
file it because that foster care kid is going to be
backdated to when they came into the foster care

system. So, you still would file the exact date you
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saw them. I’m just saying, you’re probably very
efficient. Within the next two or three days, you
all are probably filing the claim----

DR. UPCHURCH: Same day.

MS. HUGHES: Right.

MS. UNGER: But with your
issue, the patient was already in the system with the
MCO. You filed everything and now they’re coming
back and being recouped----

DR. SAWYER: Yeah. I’'ve had
some recouped.

MS. UNGER: ----saying that the
child was never under the MCO in the first place.

DR. SAWYER: Correct.

MS. HUGHES: And with those
instances, you probably want to just give us the
information and let us check on it. We can’t figure
out why without knowing what’s going on with that
particular----

MS. UNGER: And that one was
sent to that MCO.

DR. SAWYER: That’s why we call
Alethea.

MS. HUGHES: And if you’re not

getting those resolved quickly, let me know. I’11 be
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more than happy to get our MCO Division on to
whichever MCO it is and say, come on, get this taken
care of or what-have-you, that you’re not left out
there stranded for any amount of time.

DR. BURCHETT: And moving
forward with that, though, is there a process for--I
know they’re moving them all to one MCO. That’s
great, so, now they’re all housed in one position but
does that change the process any?

MS. HUGHES: Now, that I don’t
know. That would be Stephanie----

DR. BURCHETT: Because 1f you
just put them all in one group but the process hasn’t
changed, we’re going to still run into the same
issues.

MR. SMITH: What we’re going to
have to talk about on our side is and work with the
MCOs is the benefit limitation because right now
they’re still set up with the standard limitations
just like any other chid.

So, basically, we would have to
work to see if we can - and we get that approval - if
we can unlimited basically at a certain point, within
twelve months. If we released that benefit

limitation to where there’s no limitation, then,
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those claims would go through without having to work
this. But, again, we have to work with the MCOs and
also get that approval by DMS as well because it’s
written right now where every child has a certain
standard of limitations right now.

MR. GRAY: Which makes sense.
By creating that under one MCO, we have the ability
to structure that.

MS. VAUGHN: They shouldn’t
have any benefit limitations. If it’s a foster child
group home, they shouldn’t have any limitations.

DR. UPCHURCH: Right, but are
you going to be able to get--on those new ones that
are being put in foster care, is there a way to speed
up the process of letting the MCO know that this
child is a foster child because that ends up causing
problems on the new ones?

MS. HUGHES: When they come in
with a new foster kid, do they not come in with any
information to let you know this is a new foster kid?

DR. BURCHETT: They’ve got
their folder, their binder, yes. That’s it.

MS. HUGHES: So, you all know,
then, that they are foster kids. Do you know if they

are a new or an existing?
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DR. BURCHETT: Most of the
people that I see, yes, because most of the families
that I know are foster families from where I
practice, and I see them all the time. So, when they
come in with their kids and there’s a new one, I say,
oh, so, do we have somebody new today. And they will
say, yes, they came into my care two months ago or
last week or whenever. So, yes, usually I can tell.

DR. UPCHURCH: But do you know
if they were coming from a previous foster care?

DR. BURCHETT: If I dig deep
enough and ask, yes.

DR. SAWYER: I don’t. Mine
come with one sheet of paper and that’s it. Mine
come in a van. They come in a van full and they
bring one sheet of paper and I don’t know where they
came from, what their status was, is, anything.

MS. HUGHES: Well, let me check
and see how long the process is of getting them from
DCBS, taking them into foster care and us getting
them set up in the Medicaid eligibility system.

And if they could work on
something because, honestly, if they’re currently
enrolled and indicated as a foster care child, even

if they were in another county, I don’t see that
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there should be that much of an issue with the MCOs
and Avesis and so forth to be able to get those gone
and processed without you all having to jump through

hoops that way, but let me check and I’11 get back

with you.

DR. LEVY: And I do like for
this population per provider. I agree. That makes
sense.

DR. SAWYER: That used to be
the ever population, the whole population of
Medicaid, one per provider per year.

DR. BURCHETT: And it still
says that on the fee schedule, so, I’'m not sure why
it’s not. I mean, that’s the way it’s set up.

That’s probably the way it should fall out but that’s
above my pay grade.

MS. HUGHES: Mine, too. So, I
will get back with you on how long it takes. And,
then, i1if you all can get back with me and let me know
what we can do and I can get that out to the TAC
members also.

DR. BURCHETT: So, 1is everybody
good with foster care?

Moving forward, we will skip

the next item on the agenda, I think, from what I
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heard earlier and go to the MCO vision contractor
updates. Whoever wants to go first - Passport,
Humana.

DR. HOAGLAND: Thank you.

Steve Hoagland, Chief Medical Officer with Passport.
Glad to be here this afternoon. I won’t take up a
lot of time.

Hopefully, it’s not a surprise
at this point. We are making a transition in the
middle of that for our Vision Benefit Manager.

Avesis will be pulling that together for us. It
helps us kind of broaden our relationship and I think
bring a lot of different scale. Hopefully, we’ll
also create some efficiencies for the practices
because of having operated with them, etcetera.

For me, every transition should
be easy. It’s like every system should be easy. You
turn the computer on, it’s supposed to work but I
realize that it doesn’t always happen quite that way.

We want to be responsive to
that; and if you do identify anything that is not
operating exactly the way that you would expect it
to, please reach into any of us and we’ll work as
quickly as we can to resolve any issues that may come

up. Again, knock on wood, we are working very
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diligently to try to minimize any potential impacts.

DR. BURCHETT: Any questions?
Humana.

MS. CUMMINS: I was just going
to read this network notification that was sent out
July 18, 2019 because it kind of explains it very
well.

Humana and CareSource have
mutually decided to terminate their current alliance
partnership between the companies servicing the
Kentucky Medicaid market effective December 31, 2019.

Humana will become the existing
contract sole administrator effective January 1,
2020. Expect things to remain business as usual
through the remainder of 2019, continue submitting
claims for Humana-CareSource-covered patients, call
Provider Engagement Representatives to get questions
answered and access the Humana-CareSource provider
portal.

Humana will distribute
transition details and provider reference materials
in the fourth gquarter of 2019 to educate and aid your
transition. There will be no disruptions of coverage
or negative impact for your Humana-CareSource-covered

patients.
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Humana and CareSource are
mutually committed to maintain a high standard of
care and responsiveness throughout the transition
period. And if you have any questions, you can reach
out to your Provider Engagement Specialists.

MS. ALLEN: And, so, Dr.
Burchett, in addition to that, I think what you guys
are looking for is the announcement that Avesis will
become Humana’s Vision Benefit Administrator
effective 1/1/2020.

DR. LEVY: And that’s
comprehensive eye.

MS. ALLEN: Yes. That'’s
comprehensive eye. So, we will be doing the routine
eye and the eye medical, similar to how we are
administering the other plans, and the same is true
for Passport. We will be doing the full package.

DR. BURCHETT: So, my question
is, are the coverages going to be any different
between the different groups?

MS. LEVY: I think the benefits
are pretty much the same.

MS. ALLEN: Yes. The benefits
are pretty much the same with the difference of the

adult material benefit. The value-added benefit will
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remain as they are for the MCOs unless an
announcement is released.

So, as of this point, so, 9/1,
Humana-CareSource vision benefits will remain the
same. The adult members are not receiving a material
benefit. And for 1/1/2020, as we understand now, the
benefits for both Humana and Passport will remain the
same; but if we know of anything, of course, we’ll
let you know.

DR. BURCHETT: Thank you. Any
questions, gentlemen?

DR. UPCHURCH: 1Is there any
possibility of adding adult benefits? Do we know
that, Humana or Passport either one?

MS. ALLEN: I think it’s
something that’s always considered, but at this
point, a definitive answer on this isn’t there.

DR. BURCHETT: Fair enough.
Moving forward, then, the next item Steve will lead
us on.

DR. COMPTON: This next one,
it’s just a question I had sent to the KOA office,
but at the MAC meeting, I think it was the Primary
Care TAC - it could have been someone else - made a

recommendation that Medicaid recipients entering high
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school get a complete physical.

My question was, would that
include or could that include a comprehensive eye
exam as well? I’'m just kind of throwing that out
because they made the recommendation. That’s not
carved in stone. My thought process was, if it is,

maybe eye care should be included if it all comes to

pass.
MS. HUGHES: Right.
DR. LEVY: Why high school?
DR. COMPTON: That was their
recommendation.

DR. LEVY: In other states,
I’'ve seen it where it’s right before a child starts
school or elementary school.

DR. COMPTON: We have that.

DR. HOAGLAND: If I could offer
a little bit, and Dr. Theriot knows this better than
I do. Looking at our data of how children and
adolescents engage in care, we do a pretty good job
up through beginning of junior high and, then, it
falls off dramatically.

Part of that has to do with
some of the requirements that exist around wvisits

that children have to have before entering into
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school. It pretty much falls apart as it enters
adolescents. And a lot of the potential carrots or
sticks, depending on which side you look at things,
as far as getting parents and children and
adolescents to engage in care goes away.

Sports physicals are sometimes
a thing that people have looked to, but as you know,
it’s pretty rudimentary what’s offered there. 1It’s
not necessarily the most preventative of services.

And, so, when we look at our
preventative schedules for adolescents, it’s much
worse than it is for younger children.

DR. THERIOT: If it was
required, it would also help immunizations because
most of the kids will get the immunizations if they
come in but they just don’t come in.

MS. HUGHES: And you all can
certainly make that as one of your recommendations
that you make to the MAC.

DR. COMPTON: I think we’re
about to. I'm trying to wordsmith it to phrase it
right.

DR. LEVY: Any of the other
ancillaries, were they part of the conversation as

well?
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DR. COMPTON: We weren’t part
of the conversation either. I was just at the
meeting and my ears perked up. So, I would move, Mr.
Chairman, that we recommend to the MAC that if the
Primary Care TAC’s recommendation is approved, that
it would also include a comprehensive eye exam for
those recipients by an optometrist or
ophthalmologist, not by the pediatrician or whoever
is doing the primary care.

DR. SAWYER: Second.

DR. COMPTON: And I’'m open to
changing the phrasing of that.

DR. LEVY: I just have a
question, if you don’t mind. So, they would get the
exam 1f they already haven’t received an exam, right?
We wouldn’t want to give them another exam if they
just had one.

DR. COMPTON: Get one in May
and another one in August, no, unless they’re foster
care.

DR. LEVY: That makes sense.

DR. BURCHETT: I would envision
it much like it is now when they enter school and
fill out an entering school form, and if they’ve

already had their exam, we just have to fill that out
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for them.

DR. COMPTON: Maybe it’s if
they’ve had one in the last year. If it’s been over
a year, they’re eligible for another one anyway.

DR. UPCHURCH: You have a
tremendous amount of kids in that age category that
think they’re doing well or they are phobic to the
possibility of having to ear glasses and they just
don’t come in for the eye exams. They Jjust drop out.
So, that’s a good idea.

MS. HUGHES: Have you
considered, because I'm assuming you’re not just
wanting this for Medicaid children. You would like
to have this for all children.

DR. COMPTON: Well, yes. I’'m
not certain if the Primary Care TAC was proposing
because it was at the MAC, I don’t know if they’re
proposing that for all children. Whatever comes to
fruition there, I would just like to have it to
include eye exams.

MS. HUGHES: I was just going
to offer that you might want to go through the
legislative process as far as trying to get something
that all children, all high-schoolers, not just

Medicaid children.
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DR. BURCHETT: Sure.

DR. COMPTON: I wasn’t certain,
and I read the minutes again yesterday, if the
Primary Care TAC meant Medicaid recipients only or
all children. It would make more sense for all
children.

MS. HUGHES: And right now, I
know that our State Plan and our regulations talk
about that we follow the - and I don’t know all those
names - but I know it’s Grade A and Grade B of the
something therapeutic----

MR. OWEN: U.S. Preventive
Services Task Force.

MS. HUGHES: So, if it’s
recommended through that, it’s covered. So, I don’t
know if they already cover that or not, if that’s
part of that.

DR. UPCHURCH: Well, these kids
are covered now for routine eye exams if they have
Medicaid. 1It’s just a matter of whether or not they
bother to come in. So, they’re already covered.

DR. COMPTON: If that physical
before high school is mandatory, this would be
mandatory as well. It’s all part of the package.

MS. HUGHES: But, see, I don’t
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know that we as Medicaid can make it a requirement
for a high school physical.

MS. UNGER: So, you have to
wait until Medicaid responds to the Primary Care’s
recommendation.

DR. LEVY: Any way to help
educate the population through the PCP? So, when a
child goes in or to when they go in for their
physical before athletics, someone says, by the way,
did you get your eyes examined? Just simple
education may even help as well just in the interest
of time of trying to get something put through.

DR. COMPTON: Who seconded it?

DR. SAWYER: I did second.

DR. BURCHETT: We were having
discussion. So, we have a motion and a second.
We’ll go ahead and take a vote on that. All in
favor? Any opposed?

I will say, Steve, since you’re
our MAC representative, we’ve got that to bring
forth. 1I’1l1 leave it to your discretion when to
bring it as far as if we want to wait until they say
they’re going to do it for that population or if you
just want to do it and say we want this included.

How is that?
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DR. COMPTON: We’ll work on
making that sound good.

DR. BURCHETT: And I guess
you’ re the next one down, too.

DR. COMPTON: This is a
scenario that happened not in my practice but a
patient and a Medicaid recipient with papilledema.
The optometrist ordered an MRI to rule out a brain
tumor. That came back negative, so, she then tried
to refer the patient to neurology. The patient is
having bad headaches, in pain.

This was a month or two ago. I
think one neurologist could see her in October and
another one in December.

I’"11 tell you what happened
with this patient in a minute because it cost the
whole system a ton of money. Is there a time frame
that if you’re a Medicaid provider, you’ve got to
make time available for patients within a certain
time frame or is that maybe some of my vision plans
require you’ve got to have a slot for those?

DR. HOAGLAND: I could be wrong
but I believe, except for primary care or in a
situation where there is an ongoing relationship with

the patient, and, so, it’s for a continuity of care,
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then, there are, depending on different contracts,
think, that are probably let between the different
organizations, different expectations around
timeliness for appointments.

There is some kind of common
language in our contract with the Department around
timeliness of appointments for urgent and regular
care. But if I remember correctly, it’s primarily
for when there’s a relationship already established
or for primary care.

MS. O’BRIEN: There are some
guidance for specialists. If you’re a specialist,
it’s thirty days.

DR. HOAGLAND: Right, but I
don’t think that it is if they don’t have a
relationship.

MS. ALLEN: And if they don’t
have a relationship, in certain specialties, it
doesn’t apply to it, so, if you’re an orthopedic
surgeon; but like family practitioners, GYNs, they
have to be available for urgent appointment within
forty-eight hours and for non-routine appointments,
think it’s within thirty days. So, there are time
frames that they do have to meet.

For optometrists and
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ophthalmologists, I think you’re another group that
is excluded from that unless it is, again, something
that’s urgent or life-threatening but you probably
would refer them to the ER.

DR. COMPTON: Well, this

patient made four trips to the ER in one weekend

complaining with pain. I don’t know who the MCO is
but there’s four claims. The first time they gave
her Advil.

Finally, after the third or
fourth visit, they got the optometrist on the phone
and she finally got a lumbar puncture which is what
she needed and the pain is gone and that sort of
thing.

So, my next question is, and
maybe this is a question for the Board of Examiners,
can we order a lumbar puncture? That’s what the
patient needed.

DR. LEVY: If that falls within
the scope within the state. You would know better
than I here.

DR. BURCHETT: Off the top of
my head, I couldn’t answer that but it would be a
question for our Board of Examiners because they’re

the ones to determine our scope.
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DR. COMPTON: The 0O.D. could
have ordered the LP and saved four ER visits.

DR. HOAGLAND: Could you send
them to interventional radiology to have it
performed? Not every hospital has that service
available but many of them do and some of them now
are operating----

DR. COMPTON: This was done in
the ER finally.

DR. HOAGLAND: Some of the
radiology is almost open access now.

DR. THERIOT: But what about do
you have a neurologist, that you could have called
the neurologist and said I have this patient, can you
see them today in your office?

DR. COMPTON: She called three
different neurologists.

MS. HUGHES: Did the patient
call or did the optometrist?

DR. COMPTON: The doctor
called.

MR. LEVY: The 0.D. did
everything possible to treat the patient.

DR. COMPTON: And knowing what

the patient needed. The 0.D. ordered the MRI.
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DR. THERIOT: Can she still
see?

DR. COMPTON: I don’t know but
it cost the system. I think the Commissioner charged
us with finding a better way to do stuff and that
would be a better way. Those patients aren’t common
but we all see them a few times a year.

DR. HOAGLAND: I guess, for
one, that would be a situation I would like to know
about firsthand and try to intervene, not that I
can’t guarantee that I could pick up a phone and
someone would be able to see them that exact moment,
but I think it’s something that we would try to exert
a little pressure within the network to try to get
them in.

DR. COMPTON: So, call the MCO
rep and see if they can put some pressure.

MR. LEVY: I have to ask this
because it would be upsetting. Did the neurologist
not see the patient because they were a Medicaid or a
government-sponsored patient?

DR. COMPTON: I have no clue.

MR. GRAY: I would just say
this as it relates to neurology only because I was

involved in helping a friend who has got Blue Cross
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and Blue Shield, a great insurance plan, who spent
the prior weekend in an ER ruling out stroke, ruling
out MS. She suffers from Lupus, is right now bed-
bound. And the soonest her primary care doctor,
along with input from her rheumatologist, could get a
neurology appointment in the City of Louisville was
January.

DR. LEVY: You answered that.

MR. GRAY: It has nothing to do
with payor source.

MS. HUGHES: ©Neurologists I
have heard numerous times that it’s impossible to get
in to them.

DR. HOAGLAND: It’s the hardest
specialty to get in to see right now.

MR. GRAY: And that’s across
the whole state.

DR. BURCHETT: Moving on, we’ve
got just a few more to cover. I'm going to skip down
to Other Business. I just had something pop into my
mind that I wanted to ask the Department about.

I know the comment period has
ended on the telehealth regs recently.

MS. HUGHES: I think so, vyes.

DR. BURCHETT: Is there any
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idea when those regs will be released?

MS. HUGHES: Well, now, the
regs were already out there. So, this was the
Statement of Consideration.

DR. BURCHETT: Finalized.

MR. OWEN: Their response is
due September 15th.

MS. HUGHES: And I think they
can ask for it to be deferred a month but I think it
is like September 15th if they don’t defer it that
the Statement of Consideration will come back out
with any changes to the regulation.

MR. GRAY: That’s the E reg,

right?

MR. OWEN: The comment is on
the ordinary. If the reg stays as is, the comments
are on the ordinary. The ordinary could be changed.

DR. BURCHETT: So, September
15th is when we should start looking?

MR. OWEN: That’s when it’s due
to be filed. It might be published a couple of weeks
after that.

DR. LEVY: Was there something
specific you guys are looking at regarding the bill?

DR. BURCHETT: Just when they
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were coming out. I think there are some optometrists
that are looking into doing electronic stuff.

MR. OWEN: I think the store
and forward was a concern because it’s restricted to
radiology.

DR. LEVY: Right, because it’s
synchronice or asynchronice.

MR. OWEN: So, the way it is
right now, that’s only allowed for radiology. I know
there were concerns from other providers on that.

DR. BURCHETT: Okay. Thank
you.

Looking down my list, I think
the rest of it was stuff that you all wanted to be
excused.

MS. HUGHES: Can I do just this
just real quick?

DR. BURCHETT: I just wanted to
make sure I didn’t skip over anything there. And if
I haven’t, you all do this presentation.

MS. HUGHES: So, we’ve always
had a health insurance premium program but we’ve
never had a lot of participation in it. So, we’re
really kind of excited to be able to start really

putting this forward more. Personally and as a
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Medicaid employee, I think it’s a great plan.

So, what it is, in a nutshell,
is if I have a Medicaid recipient that is working and
they have access to a group health insurance plan, if
it is cost effective for Medicaid, we will pay the
premium for them to enroll in that employer-sponsored
plan.

They will be pulled out of the
MCOs into the fee-for-service. So, what happens then
is just like anytime you have two different plans is
that the employer-sponsored insurance will pay first
and, then, Medicaid will come in and wrap around and
make the member whole back to--you know, they’re
still going to have the $3 copay.

So, we would come back in and
make the member whole. They’re not losing any
benefits through Medicaid. So, if, for instance, the
employer-sponsored insurance doesn’t have dental,
they’re still going to have dental through Medicaid.
So, they’re not losing anything.

We have I think the
Commissioner said yesterday like a hundred and forty
something that have enrolled since the beginning of
it July 1 and it’s saving us like $40,000 a month.

MR. GRAY: Potentially 85,000
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people that are on Medicaid that are employed right
now.

MS. HUGHES: In May, we sent to
10,000 people that actually had indicated to us that
they had employer-sponsored insurance. So, August
5th, we sent about 35,000 letters out. And around
the first of September, we’re going to send another
35 and those are to people that have just told us we
work. So, it’s a letter saying if you have employer-
sponsored insurance, we can do this for you.

One of the good things about
this, and especially in our Waiver Program, it may
only be a child that’s covered under Medicaid and say
the mother or the father works and has access to
employer-sponsored insurance.

If it is cost effective for us
to pay the family premium for them to have that child
also covered under that, we will cover the employer
premium for the entire family just to get that one
Medicaid child covered under there.

Now, the other family members
still won’t have Medicaid but we’ll pay that whole
premium for them. So, it helps them out in that
respect.

In some cases, it’s actually
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going to expand their provider network. Now, it’s
always a choice. The wraparound payment is
contingent upon them going to a Medicaid provider but
they have the choice. Because they have the employer-
sponsored insurance, 1f there is a doctor there
that’s in their employer-sponsored insurance that
they want to see and they’re not participating with
Medicaid, they can see them. They would have to pay
the deductible and the coinsurance stuff with the
employer insurance.

But if they contact us and say
I really want to go to this doctor but he’s not
participating with Medicaid, we will reach out to
that doctor and say would you be willing to
participate with Medicaid and try to get them to
enroll so it would help them that way as well. And
they can enroll for a one-time thing for that patient
only to take just for them to enroll.

So, to me, it’s a win/win/win.
The Medicaid beneficiary is not losing anything.
We’ re saving money that we can put towards other
programs within Medicaid, and the employer obviously
- I mean, I worked for Anthem for years selling
employer insurance - if you’ve got more people on

your health insurance plans, sometimes that decreases
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your rates.

So, if you know an employer or
if you all have employees that may qualify for
Medicaid, we’ve got stuff. I think I’'ve sent all the
TAC members the website for the KI-HIPP Program.
We’ve now just last week added about six or seven
documents out there that are employer-driven.

We talked to the guy at
Owensboro Hospital this morning and he was saying
that they may have some employees that qualify. So,
we were telling him, go out there. There’s
information for the employers to use to talk to their
employees about this plan.

So, we just wanted to touch
base. We think it’s a great program. I know it
probably is not going to be a lot more because, also
having worked for Blue Cross, we know most health
insurance plans don’t provide vision care very often,
but it is a good program and it can help the Medicaid
members.

DR. BURCHETT: A couple of
questions. So, say we’ve got an employee that is on
one of our plans and it’s a high-deductible plan.

So, we bill to that and, then, it comes to Medicaid

second and will it still cover those costs for them?
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MS. HUGHES: Yes.

DR. BURCHETT: Okay. And when
can they sign up because we Jjust had our open
enrollment and we’re done with that for our
insurance?

MR. GRAY: This is a qualifying
event.

MS. HUGHES: This is a
qualifying event for them to be able to----

MR. GRAY: Anytime. It’s not
tied to open enrollment.

MS. HUGHES: Right. So, they
can come in at anytime when they sign up for this.
There’s a handbook out on the website that’s just for
KI-HIPP. There’s the application and everything.

And even 1f their employer has
five plans available to them, if they submit us the
information on all five plans, we will run that plan
through and look at the cost of the plan, the cost of
what we would normally pay for that Medicaid
beneficiary.

If it’s cost effective, we’re
going to send back and say, okay, Plan A, C and D are
plans we would pay your entire premium for if you

signed up for it. So, we will tell them which one.
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And if it’s not cost effective, we will get back with
them and say, I'm sorry, but it’s not cost effective
for us to do it.

DR. BURCHETT: Okay.

DR. HOAGLAND: Sharley and
David, didn’t I hear the Commissioner say that right
now the numbers, it looks like there’s maybe about
eighty thousand people around the Commonwealth that
could qualify?

MS. HUGHES: Yes. And we've
actually picked like the top ten employers in the
state and are reaching out to them to say we’ve got
this program available if you have Medicaid
beneficiaries or lower-income people that are
eligible for Medicaid working for you that we may pay
the premium for them.

The MAC members, when we talked
to them last month, they seemed to be very pleased.
Chris Carle, who is CEO of St. Elizabeth, was very
pleased and wanted information for him to be able to
give to his HR folks for some of their employees.

So, I think it’s a pretty good
program. So, if you hear of anybody, have them call
us and we’ll be glad to help them.

MR. GRAY: And to add, too, the
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Medicaid piece would be considered fee-for-service.

That enrollee would come out of the MCO.

DR.
the employee’s portion of
premium?

MS.

BURCHETT: Would it just be

the premium or the whole

HUGHES: The whole premium.

Well, we’ll look at it always, if the Medicaid

beneficiary is the policyholder, is the employee and

it wouldn’t be cost effective for us to cover the

family but it would be to
single plan.
DR.

what if, say, like in our

of their premium for them.

that?

MS.
still pay that. We would
to pay.

MR.
pays their portion.

DR.
enough.

MR.

cover him, we would pay the

BURCHETT: But I'm saying
business, we pay a portion

So, we still would pay

HUGHES: Yes, you would

pay what the employee had

GRAY: The employer still
BURCHETT: Okay. Fair
SMITH: Because I know like

if a member, if they become a KI-HIPP beneficiary,

they’ 11l be pulled out of the MCO and put in the fee-
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for-service. Let’s say my employer offers medical,
again, I’1l have my primary covered by my employer.
Fee-for-service will cover any medical.

Now, vision, how does that
work? Will that still be fee-for-service?

MS. HUGHES: Yes.

MR. SMITH: Let’S say they
don’t offer vision coverage.

MS. HUGHES: Yes, it’s still
going to be fee-for-service.

MR. SMITH: Okay. That makes
sense. With the vision and dental both, it would
still be fee for service if it wasn’t offered through
the employer insurance.

DR. COMPTON: But the glaucoma
and diabetic and all that will go to medical.

MS. HUGHES: Yes. That would
be medical and would go to their employer insurance.
And, then, once that paid, then, you would turn
around and file it to Medicaid.

So, what should happen is that
that Medicaid beneficiary, when they come to your
office, will give you their employer-sponsored card
and their Medicaid card, but we’re also going to have

that information in our system.
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So, when you look at
kyhealth.net to verify Medicaid eligibility, you’ll
be able to look and see, oh, they have this employer-
sponsored insurance plan and Medicaid is going to pay
secondary. So, even 1f they don’t show you their
employer-sponsored insurance, you could still get
that information from our system.

DR. BURCHETT: We see a lot of
that anyway, people that don’t know they’ve got
something.

DR. UPCHURCH: You’ve got to
get this on kindergarten level for me. So, even if
we have our own employees and we’re providing partial
payment for an insurance plan and they were paying
the rest, but if they still would be Medicaid
eligible, this would work for them as well possibly?

MS. HUGHES: Yes. So, if you
have an employee that works in your office and they
qualify for Medicaid, whatever benefits you provide
for them, they can submit that to us.

We have a computer system
that’s been developed with all these algorithms in it
and we enter all this information. We’ll put in how
much it would cost us for them to stay with the MCO,

how much the premium is and everything.
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And if it comes back as being
cost effective, we’ll notify the member and say, yes,
you can go ahead if you want to and sign up for this
plan and we’ll pay the premium. Now, it will still
come out of the employee’s paycheck, their portion,
and, then, they submit to us the proof that it was
paid and we pay them back.

DR. UPCHURCH: So, our HR
person, they just need to call this number or visit
this website and figure all that out?

MS. HUGHES: Yes. And if you
have any questions, just let me know and I can get
our folks here that are working on it to call you.

Be glad to help you. If it’s cost effective, it’s
going to really be good for everybody.

DR. UPCHURCH: Well, it’s going
to be good for you all, Medicaid, but it’s also going
to be good for that employee big time.

MS. HUGHES: Right, big time
for the employee if we’re going to pay that premium
for them. And, also, if they’ve just got a child
that’s eligible for Medicaid, then, we may pay that
whole family premium just to get the Medicaid
recipient covered.

And, then, also, unless it’s
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like what the dentists told us yesterday, the
employer-sponsored insurance, if you all are seeing
them and it’s covered under there, if their
reimbursement is higher than Medicaid, then, you all
are going to receive additional money rather than it
just being a Medicaid recipient.

DR. UPCHURCH: There’s a lot of
employees that even though they’re working, they
still meet the criteria for Medicaid.

MS. HUGHES: Yes. People think
that Medicaid recipients don’t work, but just for
those that have indicated to us on our system, we
show about 80,000 that currently have indicated to us
in some way they’re employed.

DR. BURCHETT: Thank you all.

(Ms. Hughes and Mr. Gray leave at this time)

DR. BURCHETT: Let’s finish up
real quick. The WellCare/Aetna recoupment stuff,
we’re going to table that for today. We’re not going
to talk about that. So, I think that’s been
discussed previously already and worked out somewhat.
So, we’ll go with that for now.

And, then, the only other one
is the Aetna Better Health incentive being offered to

members for diabetic eye exams, and I think Steve is
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going to talk about that.

DR. COMPTON: That was
something else that was presented at the MAC. Aetna
Better Health, for their diabetic patients that get a
dilated eye exam, they get a Walmart card----

MS. ALLEN: A gift card, yes.

DR. COMPTON: ----that they can
go charge at Walmart. I have three questions. I may
or may not want the answer.

One, how much is it? What is
it worth? Number two is why Walmart? And number
three what do we have to give that patient or how
does that work? What is the process?

DR. LEVY: I'1ll just say it’s a
dilated exam. They put a bunch of non-majoritic
cameras in the Walmart and it’s just that. So, it’s
a retinal screen. It’s not even a fundus photo.

DR. COMPTON: That’s not the
way 1t was presented at the MAC.

DR. LEVY: I know but I know
the program that they’re doing and they’re not doing
it through us that they’re doing the program, but
from what I have seen and understood, it’s a non-
majoritic camera in Walmart in that environment.

False positive is huge.
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I don’t know the success rate
but I do and I’'ve heard a little bit about it. I
don’t know what the gift card is but it’s not
dilated, it’s not comprehensive and it’s being
offered as a screening.

DR. BURCHETT: So, they can’t
get this through us, then? 1It’s coming straight
through Walmart?

DR. LEVY: 1It’s part of an
incentive program through Aetna through Walmart
specifically, vyes.

MS. UNGER: Is anyone here from

Aetna?

MS. ALLEN: Yes, but I'm not
sure if you can speak to this. Can you speak to this
program?

MS. GUNEY: No.

MS. ALLEN: Okay. So, if you
can give us an opportunity to talk with Aetna, I will
get the details on the program and we’ll give that
information to Sarah to disseminate to you. 1Is that
acceptable?

DR. HOAGLAND: I know that
there is a third party----

DR. LEVY: There is.
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DR. HOAGLAND: ----that

packages this program. We’ve been approached by I

suspect it’s the same group. I don’t know that to be
100% true but we were approached by it as well. We

had some questions.

DR. COMPTON: One more
question. What happens to that patient that’s a
positive?

DR. LEVY: All of your
questions are founded and those are my questions as
well. I will tell you that I listened to the program
that they’re providing, and by no means it is
absolutely nothing more than a screening. There is
no review. The patient takes the image. They get
maybe a prick Alc on their finger and they’re trying
to get them through a gamut of different things, but
that’s a good question and that wasn’t shared on if
there is any review, if I’'m not mistaken.

MS. ALLEN: So, let us take it
back.

DR. HOAGLAND: I think there
was tied to a relationship that Walmart has or is
growing with vision providers within their bricks and
mortar. Off the record.

OFF THE RECORD
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MS. ALLEN: So, I will talk
with Aetna. We’ll get the details on the program and
answer your four questions and we’ll follow up with
Sarah.

DR. COMPTON: If T think of
more questions, I will send them to you.

DR. UPCHURCH: 1I’'ve got a
question and you may not know the answer to this, but
are they just taking the pictures and handing them to
them or are they giving them some kind of device at
allz

DR. LEVY: No, I don’t think
they’re doing that and I don’t know the total process
but I don’t think they’re getting the picture or the
image. I think it’s just taking a shot.

And to the doctor’s point. I’'m
not sure. 1It’s surprising because, if I'm not
mistaken, a lot of the Walmarts have full
capabilities and fungus cameras to be able to and a
practitioner, an optometrist on staff there. So,
it’s surprising.

I think it was really more to
get them to do some of the other things based on
other comorbidities that they may have and this was

just one of the ways to do a screening, but I’'m

-63—-




10

11

12

13

14

15

16

17

18

19

20

21

22

23

24

25

familiar with the camera they’re using and it’s more
than challenging on a dilated eye with the camera
there using the technology they’re using.

DR. UPCHURCH: You’re always
concerned about the possibility of them saying, oh,
this looks good and, then, the patient getting the
false impression that they’re fine and they’re not.

DR. LEVY: My feedback is that
if a patient does that and to break to my partner,
it’s this is not in any means an eye exam. This is
just a screening and that’s that.

So, I had some pause and some
concern that in the mind set of that member, it would
stop right there for eye care services and that’s
exactly what we’re not about.

MS. UNGER: Who are they going
after? So, you’re just walking in?

DR. BURCHETT: Are they
marketing to them?

MS. UNGER: I guess there’s a
lot of questions.

MS. ALLEN: Yes. So, we’ll
talk.

DR. UPCHURCH: Well, we’re

thankful that you’re going to be on top of this as an
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O.D. because that’s scary. 1It’s a little scary.

DR. LEVY: Absolutely.

DR. BURCHETT: Any other
questions? We thank you all for all the information
and all the information to come.

DR. UPCHURCH: I make a motion
we adjourn.

DR. COMPTON: Second.

DR. BURCHETT: We’re adjourned.

MEETING ADJOURNED
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