KanCare Provider External Implementation Workgroup 

Meeting Minutes
10-18-12 
Division of Children and Families Learning Center, Room A
9:00 a.m. – 12:00 p.m.
Attendees:
	Name
	Affiliation
	In person or by phone

	DeDe Behrens


	Dentist, Ismile KCK
	

	Kim Brown


	Vice Chair, KDADS
	X

	Dennis Cooley


	Pediatrician
	

	Ruth Cornwall


	Kansas Medical Society
	X

	Jerry Delashaw


	PMMA
	X

	Jim DeCoursey


	KDADS
	

	Sandra Dixon


	KAAP/DCCCA
	X

	Paul Endacott


	Chair, KDHE
	X

	Steve Hatlestad


	Americare
	X

	Jennie Henault


	Lawrence Douglas County Health Department
	X

	Jim Johnston


	HCA Health Systems
	X

	Nan Kartsonis

	United Healthcare
	X

	Mike Larkin


	Kansas Pharmacists Assoc.
	X

	Jim Leiker


	Alliance for Kansans with Developmental Disabilities
	X

	Mike Malone


	Kansas Optometric Association
	X

	Cissy McKinzie


	Minutes, KDADS
	X

	David Mohr


	Via Christi Health
	X

	Michelle Morgan


	NW KS Area Agency on Aging
	X

	Dana Poole


	Amerigroup
	X

	Mike Quintero

	University of Kansas Hospital
	

	Dulcinea Rakestraw


	Preferred Family Healthcare
	

	Sharon Spratt


	Cottonwood, Inc.
	

	Bryan Swan


	Sunflower State Health Plan
	X

	Barbara Timberlake


	KU Physicians
	X

	Deone Wilson


	RCIL
	X

	Dwight Young

	The Center for Counseling & Consultation
	X

	Rick Zuzenak


	Amerigroup
	X


I.  Introductions:
Paul Endacott welcomed the Workgroup members.  
II.  Readiness Reviews

Paul updated the group that most of Leadership is currently in Baltimore with the Centers for Medicare and Medicaid Services (CMS) discussing the 1115 Waiver.   Decisions from this meeting will be coming out soon and hopefully what part(s) of the waiver are approved or not approved.  CMS and Kansas Leadership discussions have been ongoing for several months.  There were questions from the Workgroup on what “go or no go” means?  It basically means when the auto assignment file gets run and MCOs know what beneficiaries they have and can start the work period.  It was noted that the file can still get run in November and go live for implementation in January.   

III. Prospective Payment Rate (PPS) Presentation – Rowena Regier and Hallie Doud (KDHE) 
Hallie and Rowena discussed the change in methodology of how Federally Qualified Health Centers (FQHC) and Rural Health Clinics (RHC) will get paid for 2013.  The MCOs must reimburse the FQHCs and RHCs based upon what payment structure has been chosen.  The notes from the presentation are attached here:    

[image: image1.emf]Rates for FQHC-RHC  10-24-12.docx


IV. Critical Access Hospitals – Julie Jensen (KDHE)

Julie Jensen discussed Critical Access Hospital payment processes and provided a handout to the Workgroup (document embedded below).  Julie noted that the payments for 2013 and 2014 should be 
beneficial to critical access hospitals because they will get the current payment plus an add-on factor as described in the embedded document.  

[image: image2.emf]20121018163228738 .pdf


V.  Auto Assignment Logic Presentation – Lona Hoffsommer (HP)   
Lona Hoffsommer, Manager of Managed Care for Hewlett Packard (HP), provided an overview of the initial auto assignment logic that will be used to make the best automated match for Medicaid beneficiaries to a KanCare plan.   The criteria is outlined in the document embedded below:
 
[image: image3.emf]KanCare  Presentation 10162012.docx


On October 24th, HP will get the eligibility file and will begin to run through the logic to show eligibility for November, but the effective date won’t be until January 1st for KanCare implementation.  Packets will be run on October 24th as soon as assignment logic is verified.  The initial group of packets will be sent out to beneficiaries continually through November 16th.  Final assignment for January 1, 2013 will be committed on December 20th, and will be available to providers online December 21st.  Verification information will be accessed the same exactly as it is today, the only difference is after December 21st it will be for KanCare.  Although there will be an auto assignment, it will be important for providers and care managers to read through the materials and help individuals match plans to best meet that individual’s health care needs.  If an individual’s primary care doctor is in one network and mental health provider in another network, beneficiaries have to make a choice of health plan.  The packet will only say what plan the beneficiary has been assigned to, not what primary care doctor.  Beneficiaries will have through close of business December 31st to make a January assignment change of their health plan.  The embedded document above describes how beneficiaries can make changes to their default assignment.   As of January 2nd, the beneficiary can still make an assignment change for February 1st.  In February, the beneficiary can make a March assignment.  The beneficiaries can change their doctors within a network, but not their plan after the choice period ends until next open enrollment unless there are good cause reasons.  Dependent upon CMS approval, the choice period for beneficiaries will be 45 days after effective date.  Example:  for January 1, 2013 implementation, the choice period will end on Feb. 14th for this enrollment period but beneficiaries will also have 3 additional days for mailing time allowed by the State.  It will be important for providers to get into the health  plans’ network in order to be listed in the provider directories to help beneficiaries choose plans.  It is also important for providers to note that HP will only be sharing assignment information with the plans and their beneficiaries as beneficiaries continue to also have the choice to keep or change their health care providers.  Providers would like access to the form letter template going out to beneficiaries on the KanCare website for training purposes.       
VI.  Provider Manuals – Kim Brown
Kim Brown provided status of the MCO (Managed Care Organization or health plan) provider manuals.  The MCOs and the State are working very hard to get the manuals finalized, approved, and available to providers as soon as possible.  Provider Manuals are in different stages of revision and approval, but will be out on the MCO’s websites once final versions are approved.  MCOs will also be doing provider education.     

VII. Stakeholder Calls
Stakeholder calls are being held on Wednesdays mornings.  A couple calls have already been held with really good attendance of over 100 attendees.  The calls basically consist of a one hour quick update from plans with questions and answers.  To access more information on the stakeholder calls, please see:  http://www.kancare.ks.gov/provider_events.htm
Training information such as schedules and locations from the plans will be also be out on the MCO’s websites.  
VIII. Contracting Feedback from Providers
Paul then asked the Workgroup to provide feedback on how the Contracting process is going with the MCOs.  Many of the Workgroup members discussed issues providers have with contracting.  A common theme included providers wanting to see contracts before contracting and what will be expected in the contract language  (such as definitions of routine and medical exam that vary by plan and the code used, and some processes aren’t medically necessary for some patients).  Rates, provider manuals, and third party contracts also were common issues.  Another issue appeared to be that for those providers currently working with  a managed care company, such as Substance Use Disorder, the providers feel they feel comfortable with the MCO leadership and information from the top, but the information doesn’t appear to be always trickling down in the plans to the people making the decisions.  For the Health departments, county attorneys vary in their review process and may be holding up the contracting process.  MCOs may also be in different stages of contracting with their sub-contractors (for example, pharmacy).    
IX. Action Items

· Paul Endacott to distribute FQHC and RHC payment process document after it is finalized.

· Providers would like access to the form letter template going out to beneficiaries on the KanCare website for training purposes.       

X. Next meeting:  November 29, 2012
     9 a.m. – 12:00 p.m.
     DCF Learning Center, Room D
    Call-in number will remain the same throughout each meeting.  
· Dial-in number:  866-620-7326

· Conference code:  586 374 1103

XI. Provider Workgroup Information:

Provider Workgroup minutes and schedule can be accessed at:       http://www.kancare.ks.gov/provider_wrokgroup.htm
Respectfully submitted,

Cissy McKinzie
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Kansas

Department of Health

and Environment
Divisian of Health Care Finance

Landon State Office Building
900 SW Jackson Street, Room SC0-N
Topeka, KS 66612

Phone: 785-296-3981
Fax: 785-296-4813
www.kdheks.gov/hef/

Robert Moser, MD, Secretary
Susan Mosier, Medicaid Director

Sam Brownback, Governor
Kari Bruffett, Director of DHCF

Re: Example Calculation of CAH Adjustment Factor (CAF) effective 1/1/2013 to be applied to IP and OP Medicaid Payments

CAF = (2011 CAH FFS Medicaid Cost Settlement “Current” methodology) divided by (Total Medicaid Payments)
+ Numerator is the Settlement amount due from the 2011 CAH cost report
¢ Denominator is All Medicaid Hospital “Payments” for the same 2011 Cost reporting year.

2013 Inpatient CAF Calculation;
CAH Kansas Hospital 123456789A
Cost Settlement YE 10/31/2011
State provided Hospital log data for YE10/31/2011

1P Cost=2011 CostReportE-3, Linel |0 |$467334
| IP Access Payment = 2011 State Provided Hospitallogs | b | $17,556
| 1P Copay amount = 2011 State Provided HospitalLogs | ¢ | .0
IP FFS Medicaid Payments = 2011 State Provided Hospital Logs d S 288,572
20110PSettlement ... |esobcd| $161,206
Al 2011 IP Medicaid payments = State FF$ & MCO Encounter Data (Excludes Stated Populations) f $ 587,478
inpatient CAF {Negative settfements will have a CAF of zero) g=e/f 0.2744
2013 Qutpatient CAF Calculation:
CAH Kansas Hospital 123456789A
Cost Settlement YE 10/31/2011
State provided Hospital log data for YE10/31/2011
OP Cost=2011CostReportE3,Line2 [ h._ | $516653
| OP Copay amount = 2011 State Provided Hospital Logs | 71 | 3 582
OP FFS Medicaid Payments = 2011 State Provided Hospital Logs i $212,764
(20110PSettlement | k=h-if | $303,307
All 2011 OP Medicaid payments = state FF$ & MCO Encounter Data {Excludes Stated Populations) / S 587,478
Outpatient CAF m=k/! 0.7254
Recap:
The CAF will be applied to the “payment” on all Hospital claim types including
« [P
« 0P
*  (Medicare) Xover IP
*  (Medicare) Xover OP
* LTC (swingbed).

* MediKan

SOBRA

Tuberculosis

ADAP

Mental Health Nursing Facility members aged 22-64
State DD Institution members

PACE members

The CAF will not apply to these excluded Populations from KanCare {note...these populations are currently not included
in the current settlement process):







KANCARE ASSIGNMENT PROCESS:

10/16/12 Provider Workgroup Meeting



Initial assignment occurs for all KanCare eligible beneficiaries with November eligibility at October month end (1/24/12).  The initial autoassignment logic will use the following criteria to make the best automated match for the beneficiaries to a KanCare health plan effective 1/1/13:

· Case Continuity – check to see if a member on the case is already assigned, and assign to the same plan.  This will keep family units together.

· Primary Care Provider Matches – check to see if the beneficiary is currently assigned to a HealthConnect PCCM, has a PCP with one of the current HealthWave MCOs, or is assigned to providers through the Lock-in Program.  If yes, use this provider to make a match to a plan with this provider in their network as follows:

· HealthConnect Kansas (HCK) PCP Match 

Check to see if the beneficiary currently has a HCK assignment.  If so, is the PCP associated with more than one plan based on the provider network spreadsheets received from the KanCare plans.  If the PCP is associated with only one plan, assign the beneficiary to that KanCare plan.  If the provider is associated with more than one plan, then the assignment will be based on the beneficiary's morbidity rating* and the overall distribution between the KanCare plans.

· Current HealthWave (HW) PCP Match 

Using the spreadsheet of PCPs by beneficiary from each of the current HW plans, as well as a provider network list received from the new KanCare plans prior to the Initial Default.  The system will use the information on these files to try and match the beneficiaries with the best KanCare plan.  The autoassignment logic will check to see if the beneficiary currently has a HW assignment. If so, is the HW PCP associated with more than one KanCare plan. If the PCP is associated with only one MCO, assign the beneficiary to that KanCare plan.  If the provider is associated with more than one KanCare plan, then the assignment will be based on the beneficiary's morbidity rating* and the overall distribution between the KanCare plans.

· Lock in Provider Match (Beneficiary Lock in Program, typically a PCP, Hospital and/or Pharmacy)

Check to see if the beneficiary currently has a punitive lock-in segment. If so, is the lock-in PCP associated with more than one KanCare plan based on the provider network spreadsheets received from the KanCare plans. If the PCP is associated with only one KanCare plan, assign the beneficiary to that plan.  If the provider is associated to more than one plan, then the assignment will be based on the beneficiary's morbidity rating* and the overall distribution between the KanCare plans. If the punitive lock-in beneficiary is not locked into PCP, the matching criteria will be evaluated by pharmacy and then hospital.

· Nursing Facility – Check to see if the beneficiary currently has a nursing facility level of care (LOC). If so, use the spreadsheet produced from claims in the MMIS.  The spreadsheet will contain a list of nursing facilities and the beneficiaries residing in the nursing facility based on LTC claims data from the MMIS. If the nursing facility is associated with only one KanCare plan, assign the beneficiary to that plan.  If the nursing facility is associated to more than one plan, the first KanCare plan will receive the assignment.  The next beneficiary in the same nursing facility, will be assigned to the second KanCare plan, etc.  This will help more evenly distribute the nursing facility beneficiaries by nursing facility to each of the three KanCare plans.



HCBS – for beneficiaries with an HCBS level of care, use the chart provided by the HCBS Waiver Managers to make a match.  For example, for a beneficiary on the Autism Waiver we will first match to their Autism Specialist, next Intensive Individual Support, and last their Therapist.  However, for a beneficiary on the PD Waiver the matching criteria will first look for the FMS provider, then their primary care provider.  Each waiver has their own unique criteria based on what was determined as the most important for the population. 



· Last is the Morbidity Level that comes from the John Hopkins software currently used by Utilization Management.  This software uses a beneficiary’s unique information to determine their level of wellness based on claims data in the MMIS.  The levels are:

· Unassigned – 0

· Low (healthiest ) – 1

· Mid-Low – 2

· Mid – 3

· Mid-High – 4

· High (sickest) – 5

· The logic will use all of this criteria to distribute the beneficiaries evenly between the plans, while also keeping the overall numbers even.

10/27-11/16	Mailing of approximately 215,000 packets in phases, plus continued production of KanCare packets for any new KanCare eligibles that come in on the files from State nightly eligibility files through 12/19.  The KMAP member portal and automated phone system for beneficiaries (ROSIE) are being altered to allow beneficiaries to access their current managed care information, as well as their future 1/1/13 KanCare assignment if applicable.

Enrollment - Beneficiaries will have until 12/31/12 to change the assignment the system made for them with an effective date of 1/1/13. This default assignment is listed on their Enrollment Form in the KanCare Packet.

Beneficiaries can make a change by:

· Enrolling Online (secured site) at https://www.kmap-state-ks.us/hcp/member

· Mailing the completed Enrollment Form in the postage paid envelope

· Calling the Enrollment Center at 1-866-305-5147 (M-F, 8-5)

Native Indians and Alaska Natives are given the option of opting out of KanCare.  The packet also includes the information on how to make this decision.

There will be another month end on November 21st and December 20th prior to the effective date of KanCare assignments on 1/1/13.

12/20/12	Eligibility and Managed Care Month end runs for 1/1/13 eligibility.  All beneficiaries that were assigned to a KanCare health plan between 10/24 and 12/19/12 that remain eligible for January will have that KanCare assignment take effect on 1/1/13.  If an assignment was made, but eligibility for January is not received on the month end eligibility file, we will remove the default for 1/1/13.  We will reinstate these assignments if eligibility is received within the time frame established during design.  In addition, any new beneficiaries that come in on the December monthly eligibility file will get an assignment to one of the KC plans effective 1/1/13.  All of these will be sent on the roster (834) to the KanCare health plans.  The plans will then assign a PCP for the appropriate individuals and send out their Welcome Packet and ID cards.  There are several options for both beneficiaries and providers to use to access the assignment information:

Providers:

· Web (after December month end completes)

· AVRS (after December month end completes)

· Phone

· Check the letter the beneficiary received with their default/choice assignment if available.

Beneficiaries:

· Web

· ROSIE (Automated calling system)

· Phone

· Present the default/confirmation letter to the provider

12/20 – Ongoing – On a nightly basis the MMIS will continue to receive new eligibility from the State eligibility system.  As the eligibility is received, the MMIS Managed Care system will make assignments to the 3 MCO plans.  The plans will receive daily rosters with all of the adds/terms/changes.  The MMIS will generate the ongoing letter , enrollment form and educational materials which tells the beneficiary:

· Which members are assigned (Name/ID)

· Which plan they defaulted to, their phone number, and web address

· The effective date of the assignment

· How to change if they want a plan other than the default

· How to notify us of TPL

· What to do if they meet the Native Indian/Alaskan Native criteria (form & instruction)

· Information about their choice period

· Information about annual open enrollment

· What to expect from the assigned plan (ID card, member handbook, choosing a PCP)

· Reminders about using In-Network providers

· How to get in contact with us for questions

If a beneficiary does want to change the system automated assignment, they can:

· Log into the secured member portal and make the future change

· Complete and return the enrollment form

· Call the enrollment center and we will make the change for them

These assignment changes will be for the next benefit month, and must be done within the Choice Period.  If the beneficiary wants to make a change outside the established choice periods, they can contact the enrollment center to present the reason for their needed change in plans.  If there is a good cause reason it will be evaluated.  If approved as a good cause reason, the MC supervisory level has the ability to override the choice period editing to make the assignment change.  If not approved as a good cause reason, the beneficiary will need to wait until their annual open enrollment.

January 1, 2013 and after – Applicants new to KMAP will have the opportunity to make a plan choice when applying for benefits.  If they choose a plan while completing their eligibility application, the information will be passed on the file from the State eligibility system to the MMIS.  Prior to running the auto assignment process, the choice received from State eligibility system will be used to make the KanCare assignment.  

Annual Open Enrollment –

This is based on the eligibility case.  If all members on the case have the same open enrollment period (assignment started 1/1/13 for example), an annual open enrollment packet will be generated 60 days prior (11/1/13).  If they want to change, it will be for 1/1/14.  If not, they will remain assigned to the same plan they had in 2013.  Each annual open enrollment period also allows the beneficiaries a new choice period.  For example, a beneficiary changes from Plan A to Plan B effective 1/1/14, but on 1/15 decides they don’t want to staff with that plan.  They will have until 2/17/14 to change (45 day choice).  However, this change will be for a future month.  Example, the call come in on 1/15/14 to change plans -the new plan choice will go into effect on 2/1/14.

If a case has multiple assignment start dates because a newborn was added, or family members from another case came to live with them during the year, the system will use the first available date for the case when sending the annual open enrollment period.  This ensures that no member has to wait more than 1 year to go through an open enrollment.



Newborns –

The newborn logic used today will continue.  If the baby’s eligibility is received within 365 days of the birth, the baby will be assigned to the same plan the mother was with at the time of the birth.  If there are multiple potential mothers on the case and they are assigned to different KC plans, the newborn will go to a daily report worked by the MC team at HPES.  The potential mothers are researched to identify which is the actual mother, and an assignment processed through the assignment window.


Effective with CY 2013 and the Jan. 1 launch of KanCare, cost settlements will be replaced by a prospective rebased PPS rate as an alternative reimbursement methodology.   Therefore, FQHCs and RHC can choose either the standard PPS rate or the rebased PPS rate.  

· The PPS Rate will be calculated based on 2008 and 2009 final cost settlements for RHCs and 2009 and 2010 final cost settlements for FQHCs.  

·  The actuaries will average the two years cost rate and apply the MEI trend to get the 2013 rebased PPS rate.  

· Providers will have the choice each year of being reimbursed the standard PPS or the rebased PPS rate. Some of the RHCs have a capped rate from Medicare and in those instances the capped rate will be used.  

· The MCOs must reimburse providers using the PPS rate the provider selects or the Medicare capped rate.  

· Rates will be re-evaluated at least every 5 years.  All providers, new or established, can request a change in scope of services. This request needs to be in writing and must include enough information to facilitate an evaluation of the proposed change and its effect on the rate.  The information that must be included is:

1.  description of the change

2.  budgeted expenditure

3.  change in total number of visits. 



 In addition to change of scope, clinics will have the opportunity to submit a request to increase the rebased PPS rate if costs exceed the PPS rate by 15% or more.  Again, documentation must be provided to determine the case for reconsideration of the rebased PPS rate.

For new FQHCs, the Medicare rate will be used for the base years.  If no Medicare rate, then the clinic can submit an interim cost report to determine the initial rate for the new provider.  The interim PPS rate for Year 2 will be determined after evaluating their Year 1 costs and comparing that to the initial encounter rate.  If a cost report is not available, then an average of the baseline rates of other FQHCs in the same area will be used.  After 2 years, a PPS rate will be set for the new clinic and re-evaluated within 5 years.

For new RHCs, the Medicare rate will be used for the base years.  After 2 years, a PPS rate will be set for the new clinic and re-evaluated within 5 years.

Our actuaries are currently working on modeling this methodology.   Once their work is completed we will forward the rates to you.

If you have questions, please send them to KanCare@kdheks.gov






