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Introduction
The State of Kansas is preparing to renew its 1115 Demonstration Waiver, reauthorizing Kansas’ managed care model
for Medicaid, known as KanCare. This renewal process is being referred to as KanCare 2.0.
Kansas accepted public comment on KanCare renewal from October 27 – November 26, 2017, renewal documents were
posted online on the KanCare website (http://www.kancare.ks.gov/about-kancare/kancare-renewal) or could be
reviewed in person at the Kansas Department of Health and Environment (KDHE) Division of Healthcare Finance or at
the Kansas Department for Aging and Disability Services. Comments could be provided via mail, email, or during one of
14 public hearings that were held throughout the state and by conference call. Kansas notified stakeholders of the public
meeting locations and ways to provide input by mail, press release, website publication, listserv email, and provider
bulletins. Public hearings facilitated by the WSU Community Engagement Institute Center for Organizational
Development and Collaboration were held between November 14th and 20th, 2017.
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In total, 491 people attended these hearings and had the opportunity to share comments and questions live and/or by
writing on comment cards. Total written comments included 59 on comment cards during public hearings and 52
received by mail or email.

Technical Note
Comments during the public input sessions were recorded. Basic transcription rules were utilized to eliminate filler
words and statements, false starts, and repetitions. Non-verbal nuances are noted where appropriate and names are
eliminated or enhanced to provide appropriate reference. When the commenter provided comments on multiple topics
in one statement, when possible based on clear language breaks, the statement is segmented and categorized into
different thematic categories. When the statement is unable to be segmented, it is themed in the category that it
overwhelmingly represents. Some comments overlap multiple thematic areas and are not repeated in both to keep the
report concise. All verbal comments, comment cards, and written and e-mailed are included in the themed document
and are included only once. Comments received at public hearings begin on page 5. Summarized comments received by
mail and email begin on page 62, they can be viewed in their entirety beginning on page 77.
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Comments and Questions Received at Public Hearings
Theme 1: Strengthen Social Determinants of Health and Independence with
Service Coordination

There were a large number of comments and questions about social determinants of health and independence with
service coordination. These comments fell largely into seven (7) sub-theme areas: duplication, function of service
coordination, conflict of interest, funding and billing, community capacity, network adequacy, and assessment.
Additional comments not in one of these sub-themes are listed in the general section.

Sub-Theme 1: Duplication

There were many comments regarding duplication of
services. Some of the comments expressed concern in
the duplicated responsibilities between targeted case
managers and care coordinators. One comment
expressed concern over duplicative health screenings.
One comment supported a need for alignment between
state, local, and regional organizations, citing the discord
as a source of duplicative services. One comment stated
that the RFP is not in compliance with state law.

State Response

The State understands the concern regarding duplication
of services, specifically related to service coordination
activities. The intent of the service coordination program
is to expand upon existing care coordination services to
provide more comprehensive and inclusive care. The
service coordination approach will allow all parties
involved in the member’s wellbeing (e.g., foster care case
manager, primary care provider, family members) to
communicate and work together. Service coordination is
centered around the member and helps the member
make well-informed choices. This type of choice
counseling is not to replace the current choice counseling
services offered by community developmental disabilities
organizations (CDDOs). Please see Section 5.4 of the
KanCare 2.0 Request-for-Proposal (RFP) for more
information on service coordination.
Health screenings and other needs assessments will be
completed upon enrollment and re-enrollment. This
screening will be completed by the community service
coordinator or the party responsible for coordinating the
member’s care and will only need to be completed once.
Please see Section 5.4.2.E.3. of the KanCare 2.0 RFP for
more information on health screenings.
No changes were made as a result of these comments.

Comments
1. Currently under the DRA CDDO services are responsible for choice, options counseling is what we call it, and I
see that it’s listed under the matrix as one of the responsibilities of the community service coordinator. Can
you talk about how that will change for CDDOs, or will it change?
2. My comment is that I hope these requirements have been considered in alignment with other state
organizations that are providing similar things, other local organizations, regional organizations that are
providing similar things. Some of it sounds like duplicative services. People could be going through the same
services at five different places and then their result is not coordinated care, but the individual has to do
something again and again.
3. I work with the IDD waiver, we see duplication of services with the IDD waiver all the time with care
coordination at our local targeted case managers, where parents and family members go to multiple meetings
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for the same thing. So just a comment for consideration of KanCare 2.0, we do see a lot of duplication and it’s
very frustrating for families.
On those health screenings, you said when in KanCare, well what if you’re already enrolled in KanCare?
Concerning an RFP can be put out and waiver revision requested through CMS when it is not in compliance
with state law. Specifically, DRA states CDDO provides choice. In the RFP service coordination RFP matrix
options, counseling is included as a service they will provide.
CMS is not requiring you to include nonmedical side. There is a problem with duplication on the other levels
and you’re trying to get rid of one?
I have a question about community service coordination and how the roles and responsibilities of that person
compare to the responsibilities of the foster care contactors as written in the RFP. It seems to be significant
duplication of these responsibilities.
About the only thing that I cannot do is to fill out applications. I’ll admit to what I do. I don’t charge for
applications, I have a meeting with my families and we talk about the application and I talk them through the
process. But bringing in a service coordinator to do my job. That happens and it happens to every single case
manager. So why do we need a service coordinator?
I get it’s hard to put into words exactly how this goes, but at times I feel like you’re trying to fit every person
with a disability into the same box. I don’t do it that way and I know a lot of other people that don’t either.
When you add another case management or a care coordinator, even now with the service that KanCare has,
any interaction with nobody. I direct my own services, I’m on the work program, and the thing that works for
me is, I need to have an independent living case manager. To tell you the truth I don’t have a lot of interaction
with him either. We have people that are very capable of making our own decisions on how we live our lives.
The idea of having another person centered service plan or whatever you want to call it. I can’t write my life
down on paper, a lot of people can, I understand that, I wish I had a little of time to tell you what happened
the first time when person centered planning started back in 97. It ended up being that, I found I had plenty
of supports around me. I was getting services through a provider. I was in an independent living program. The
people that I had on my person centered planning team were the ones that I talked too to try and decide
what I was going to do when I had my first person centered service planning meeting. In that time my
situation was a little different, I was getting services for about four years in a sheltered workshop, trying to
get a job in the community. I had a case manager and employment services. Some of the jobs worked well but
to make a long story short, I decided at the end of when I had my first meeting, I had come up with the idea to
work as an advocate to for the provider that I was receiving services from. Let’s say we had a little bit of a
disagreement. I was having people tell me who I could associate with on my own time. A lot of that was other
staff that were working. One of the things that I did was, I dropped my services in that first meeting. That was
the best thing that I ever did because I knew that the best person that knows you is you. When you start
asking other people to add extra layers on to a system that’s very frustrating to navigate, I’m glad that I have
people around me that I work with and I have friends and supports that know how I work. I’ve met a lot of
people that are very capable of managing their everyday lives.

Sub-Theme 2: Function of Service Coordination
There were many comments regarding the function of
service coordination. The majority of comments
requested definitions explaining the differences between
targeted case management and service coordination. The
majority of these questions concerned the defined
responsibilities of the service coordinator, and why the
targeted case manager could not take on those
responsibilities. Several commenters questioned the
elimination of targeted case management as a service.

State Response

As a part of their response to the KanCare 2.0 RFP,
managed care organizations (MCOs) will submit
proposals for a comprehensive service coordination
program that is designed to confirm that members
receive appropriate care and are connected to other
social supports and services. MCOs will make referrals for
members who are eligible to enroll in home and
community-based services (HCBS) waiver programs or to
receive other long-term services and supports (LTSS). The
State will assess each proposal and has the right to
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Some comments requested clarification on the MCO’s
role within the process. Other questions requested
clarification on the qualifications, training, and the
licensure of the service coordinators. Some comments
and questions surrounded the service coordinator’s
ability to be involved at the community level. There were
questions regarding the person centered service plan or
plan of care and where the responsibility of the
document lay. Other comments and questions regarded
the eligibility of individual contractors. There were a
minority of comments requesting clarification on how
individuals will be assigned service coordinators and
whether they will have a choice in these assignments.
Other commenters’ questions surrounded turnover of
care coordinators, how it relates to service coordination,
their relative caseloads and ratios. One commenter asked
about the method used to transition beneficiaries from
targeted case management to service coordination. One
commenter’s question regarded foster care and service
coordination.

Return to Index
amend the proposed service coordination program
design framework. Please see Section 5.4 of the KanCare
2.0 RFP for more information on service coordination.
The State expects MCOs to utilize the existing service
coordination and case management structures at the
local level by subcontracting with local entities for
community service coordination. Community service
coordinators will not replace existing case managers or
care coordinators, they will instead create linkages with
all parties involved in the member's care to promote
sharing of information and maintain coordination efforts
such as transition coordination. The goal of service
coordination is to provide members a single point of
contact and avoid duplication or gaps in services.
Targeted case management (TCM) is a critical component
of achieving greater integration of care and improved
outcomes and will continue as a part of service
coordination activities. The State stresses that members
will be engaged in choosing a service coordinator. If the
member feels that their current care coordinator or
targeted case manager is appropriate for their level of
care and needs, this person may serve as the member’s
service coordinator. Other providers or provider staff
could also serve as the community service coordinator;
however, it must be within their capacity. The community
service coordinator must comply with all requirements
described in K.A.R. 30-63-32-Articles 63 and 64 when
providing community service coordination to individuals
with IDD. The frequency of meetings will be determined
together with the member during the initial meeting to
develop the person-centered service plan or plan of
service. Please see Section 5.4.4 of the KanCare 2.0 RFP
for details on plans of service and person-centered
service planning.
Community Service Providers (CSP) are a community
developmental disability organization or affiliate thereof,
including but not limited to Area Agencies on Aging,
Centers for Independent Living and Aging and Disability
Resource Centers.
Provider rates for participating in service coordination
activities will be built into the rates that MCOs negotiate
with the providers. The State will provide a code that can
be used to bill for service coordination. The State will
consider all concerns in reviewing and approving MCO
proposals for service coordination program design.
No changes were made as a result of these comments.
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Comments
1. I’m interested about care coordination versus service coordination, and I’m wondering what some of the
differences on what the MCOs are currently doing. I know the expanded population, that definitely made
sense, but I’m wondering what the thoughts are on what to expect and what is different from what we’re
used to doing now? Kind of an expanded communication level between the MCO and local level to make sure
we reach out to all services and options available?
2. A KanCare member has a care coordinator and TCM and there is already confusion on who they talk to for
which issue. So in 2.0 there is a service coordinator and a community service coordinator those are the two
people? That’s confusing. Who do they talk too? How is that going to improve things?
3. Since you are anticipating the increase in service coordination does that mean targeted case management
that was allowed to stay under the IDD waiver will go away or change in some way?
4. How is targeted case management going to fit in with service coordination for the IDD waiver population?
5. So service coordination will take the place of TCM?
6. You talked about the service coordinator, but what about the case manager with our MCO currently? Do you
expect that we will be able to continue with the same people we’ve already established relationships with?
Will this representative be from an insurance company?
7. My daughter has a case manager and she also has IDD. How does the new service coordination service change
the way she receives services? So you are talking about this person would be with the MCO?
8. What circumstances or for what populations does KDHE anticipate the MCOs should contract with the
community service coordinator? If there is a community service coordinator must the MCO also involve the
MCO service coordinator? On behavioral health, are you talking about the target populations of SPMI and SED
or are you talking about all behavioral health needs?
9. Is the role of the community service coordinator identical or strongly similar to the role of the targeted case
manager (TCM); and if so, how would the state vision ensuring the conflict free case management when
provided by the community service coordinator?
10. TCM in behavioral health is broader than it is for some of the other waiver services and so are you saying
there would be a redefining of behavioral health TCM?
11. Care coordination would pick up those other things that don’t fall into the four very specific categories is what
you’re thinking to get that coordination at the community level?
12. Are we talking about a model that looks like the health home model that we had a few years ago? I am hoping
we will revisit that and see how effective that whole process was before we return to that model.
13. What is the vision for the MCOs service coordination which I’m hearing you talk about as it relates to the
current and existing service coordination model for the IDD system? Is the intent to replace what is currently
in place right now?
14. So when you’re talking about service coordination and you're talking about the agencies and the service
coordinator helping the member, what’s your plan or vision for tying in the primary care provider, and are you
eventually going to be looking at patient-centered medical homes, or is that in a different topic? I’m just
wondering how the medical providers will fall into service coordination and reimbursement, and what that
looks like.
15. As far as service coordination part, can you tell me how this will be different than health homes?
16. Who is responsible for doing the screening and who does health risk assessment?
17. Does the service coordinator act like a case manager or care manager, or does that function now disappear?
There won’t be those positions anymore?
18. Service coordinators not just through community health center, but open up to other mental health
providers?
19. Will the service coordinators be located at the community mental health center buildings? Will they be the
same people that are the targeted case managers today with training? Will each MCO be represented at the
CMHCs?
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Service coordination: What are the qualifications, pay, and experience? Replace TCM? Currently TCM are
licensed by the state. Will service coordinator also be licensed? Sixty hours now.
TCM is narrowly defined in federal regulations on what can be paid for, it sounded like TCM is being rolled
into service coordinator which will allow a wider range of referrals and services? How will that be
reimbursed? Who will monitor activity?
Will the local person have the same level of skills that the targeted case manager now has for the specialized
groups?
What kind of training requirements will there be and qualifications service coordinators?
How will service coordinator increase access to LTSS?
Regarding the PCSP, is there an expectation that the community service coordinator does one and also the
managed care coordinator?
Can you compare and contrast case management to your community service coordination? You say you’re
going to expand what case managers can do, and I’m not talking about the MCO, I’m talking about the
community service coordinator with like the mental health case manager, or the IDD case manager, how do
you see their roles being different, will it be a 15 minute increment or do you foresee it being a per member
thing?
Not the MCO role. How do you see the local case management role expanding for the ones that are already
established? I don’t know that you understand, I think we are speaking about different things. Have you had a
lot of experience with current case manager roles?
I’m not sure if you can answer this but, what prevented care coordination from strengthening social
determinants in KanCare 1.0? What is the difference between the care coordination and service
coordination?
One slide mentioned that service coordination will oversee all of the aspects of the individual’s care. Is that
every aspect of the individuals care or is part of that service care? You’re talking about the MCO or are you
talking about the community service providers?
Are the service coordinators going to be employed by the MCO or by the local community? I’m asking are the
service coordinators going to be employed by the MCO or the local person we have?
So they will have an employee in every community and know the resources in every community to be able to
do this?
So what will be the responsibility of the community service coordinators? If the MCO service coordinators will
be doing everything what is the purpose of having community coordinators?
So the service coordinator will fall under the MCO while the community service coordinator will be a part of
the MCO?
I’m still confused, who does the health screen is that the MCO?
That information is provided back to the service coordinator at the MCO who oversees the total wellbeing of
the individual?
I’m a representative for this area and I’m here today as a provider. A couple of quick questions. Who will be
the eligible contactors at the community level?
So those that are providing currently through disability groups or public health providers will still be eligible
contractors?
Then skip back to the case management at the initial part of this slide. Is there an assumption that everyone
enrolled Medicaid will have an automatic case manager or that be at request?
Will those automatically be assigned to the individual? Let me give you an example of how it works in my
world as a C13 special education provider. We are working with kids that are 12 months old. There is not a
case manager automatically assigned to those. Those have to be sought out. How do we bridge that gap I see
for some populations? How does that trigger happen?
You have mentioned that the MCOs choose the care coordinator, they won’t be the ones who choose the
service coordinator?
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I’m representing HCA so inpatient hospitals one of our biggest concerns are the patients that we have a hard
time getting placed after we have provided inpatient services.
I’m from the hospital association, we worked with KDADS on the difficulty to place patients and part of that
focus group was to figure out how to get these patients in the proper places when their acute needs are over.
So I’d like some thoughts on how that fits in to what we are talking about here?
I am the parent and guardian of a young adult receiving waiver services, we are here because we cannot
attend the one this evening. I am happy to take my answer off line if it’s not appropriate with what we are
talking about right now. What happens to my daughter’s case manager, someone that we have had a
relationship for 15 years, now? That community based person has been at every meeting. I’m ready for your
answer.
Do you envision the targeted case manager function as a licensed service going away and being replaced by
this community service coordinator? It won’t be TCM?
I’m with the Johnson County CDDO. First, working in IDD field the last few years having care coordination and
then trying to get case management has been a confusing role with each other and with families. My initial
reaction hearing about community service coordination is, that won’t do anything to reduce the confusion of
having a community service coordination and then an MCO service coordinator. With the community service
coordinators replacing targeted case management, that was a licensed entity, do you still see that licensed
under KDADS?
Without community system our system for the IDD world would be in a lot tougher shape. Is the idea that
MCOs would have to contract with service providers?
In the RFP you’re talking about ensuring the MCOs have an even distribution of caseload method. Is it the
community service coordinator that the MCOs are going to be assigning who the community service
coordinator is, or would the individual still have a choice?
My question is in regard to service coordination at the MCO level. I’ve looked at the attachments and the
handouts. Does the state define what reasonable ratio is for service coordination? Having heard so much
about turnover, having too many cases assigned to one person, as a reason for people not getting the services
they need, is there a reasonable case ratio that the state is defining for the MCOs?
First of all when you talked about service coordination one comment was that it would be included the
components of TCM with some additional services. But what could those additional services be?
Question, one of the things we hear for our clients, I work with a community health center in Wyandotte
County, is the number of people involved in consumers’ lives, and who do they go to in the confusion that
consumers have when too many people are involved. So is there talk to address that issue brought up by
consumers? There is a thought in the RFP in terms of conflict free case management, to address that issue.
Am I reading into that there is an expectation that those community service coordinators would be face to
face with consumers and not just on the telephone?
I thought that the reason TCM stayed in place for DD and mental health was that it was statutory that it stay
with the CDDOs, am I mistaken about that? Is that something that can be taken or is TCM staying with those
populations?
Who at the MCOs would be in charge of developing the plans of care? I don’t mean just about those
populations at this point I’m asking questions more in broadly.
You’re not answering the question the targeted case management have no authority over the plan they can
write a nice little plan of care. It then goes to MCO, they have all the ability to decide whether those particular
paragraphs on the plan of care are going to be provided. Hours have been reduce, people have been harmed
and in my sons’ case, because we don’t have enough staff, they have to call the police when he wonders
away. The plan of care that the local people, the TCMs, have put in place is seemingly ignored by care
coordinators who don’t know our kids.
I just talked to the legislature, we have some questions about the January 5th deadline when the MCOs have
to turn in their applications. The very next week the legislature reconvenes. I know it does not take a lot of
time to run through CMS for approval, it does seem rushed, because some people are saying its locked down
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the legislature won’t be able to make changes because it would be violating contracts. You’re saying you’re
making these changes to care coordination because CMS want to clear out any duplication. Was there
consideration given to eliminating the level of care coordinators and keeping the targeted case managers that
because that’s the level that all of my constituents are happy with, and it’s functioning well. I don’t believe
that they are forcing you to get rid of targeted case management. In other states they don’t include the nonmedical service that is not something CMS is requiring.
One of the frustrating thing about dealing with multiple MCOs is the lack of consistency in standardization so
I’m glad to hear you’re looking into that. My concern is with local service coordinators and current TCMs, are
those tasks consistent across MCOs?
There is concern about the targeted case management and the families the MCOs work with health
organizations so is there still going to be that divide?
I would like to thank the KanCare and all the representatives here. I’m going to talk about a recipient in the
facility. Will the service coordinator work with and discuss the needs of the recipient with the recipients’
guardian? In the past I have had to hunt the down myself. Will the service coordinator work with the
guardian?
Will an individual on work program continue to refer to targeted case mangers? Are there still going to be
living counselors?
As far as changes taking place if the MCO is hiring people locally, will we not have, our situation our MCO is
fantastic, if we lose that connection will there still be someone in between?
What I hear from my constituents are that they are seeing care coordinators as another layer of bureaucracy
and the targeted case managers are the ones who connect and engage the work to the patients. Earlier this
afternoon you said you were doing this because CMS was requiring it to eliminate the duplication so why …
why, it still seems like you are trying to squeeze out the targeted case managers. I think they could assume
the responsibility of the care coordinators. I’m still not understanding why that wasn’t a consideration.
My current son’s case manager can start doing more of what the care coordinator does? So I no longer have
to deal with two people I can deal with just one?
In 2.0 MCOs will contract out community service coordination? Who will those people be? That is not bee
established and that could be a new business startup correct?
I have a daughter in the system for 7 years so we have done pre KanCare and KanCare. We are confused
about the comments you have made and some John has made. Just to be clear, who would the targeted case
management report to under 2.0?
So how many times do you plan to see my child?
I’ve been doing case management for a few years. I have a few questions. I’m confused, first targeted case
management is licensed by state under article 63 that protects that license is the service coordinator going to
be licensed?
First thanks for not shewing us out at 4:00. On behalf of parents I would like to ask why you are pulling the rug
from under all of us who depend on our TCMs. This is something that nobody has asked for and it’s going to
make many of us unhappy. You have told us before that we could keep our case managers. The ones we have
now we depend on. Why if there is no financial reason for you to set up a brand new little box. This system is
working smoothly and as my daddy used to say, if something ain’t broke don’t break it.
You don’t know what the qualifications are? We looked up that during the break and there is nothing on your
website like that. We went there. This lady talked about only having to worry about one person now, if you
work for CDDO as a targeted case manager and you promised us we could still be TCMs that has not gone
away right? Is targeted case management is done right?
What are the qualifications? We looked at that during the break and it’s not there. We went there, it’s not
there.
Will MCOs also provide service coordination like they currently do?
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So far the experience has been, what the MCOs and care coordinators have brought, has been increased
bureaucracy, more work, and meetings. What the targeted case managers have brought has been assistance,
knowledge, they are a check and balance and an inviable resource to the family.
If I understood something you said earlier is that a service coordinator or service entity cannot be a direct
service provider entity correct? Today community mental health centers are able to provide targeted case
management and bill for target populations and provide direct treatment. So under KanCare 2.0 the
treatment centers have to decide if they will be a service coordination organization or direct care provider?
I know that social determinants help is the new buzz word, but the problem that I see with this. First of all, did
I hear correctly that the person who does the service coordination is now going to assume the TCM’s
responsibilities? Is that an accurate statement?
How will the individuals select a care coordinator?
So now everyone who’s involved in assisting people is linked to the MCO? No, they’re not, well, as a license,
but as separate entities. They are separate entities. That’s fine, as long as we don’t lose the TCM.
My question is, will the new service coordinator position in RFP that’s getting developed, and they won’t be
employees of MCO? They’ll be kind of local, kind of like the TCM role that people will have a choice, and they
can pick who their service coordinator is, who knows about local resources? Will that person be able to help
their families or their participants through the appeals process?
My question has to do with Article 63. I wonder what you’re going to do with that? Where it says that the
Target Case Manager is licensed by state. Is the law, are you going to change that? Are you going to go to the
legislatures and change that? It sounds to me like a lot of the things your service coordinators are going to be
doing are similar to what TCM does already?
What are the qualifications of the service coordinator going to be?
Is community service coordination automatically available to someone in the waiver population or is that
specifically authorized by the MCO service coordinator?
I want to know if you have a service coordinator, are we going to lose that coordinator, or are we going to
have to go to the state only. I’m worried about losing my coordinator.
I have a question, I’m trying to figure out the relationship between the targeted case management and
service coordination, and we have a couple of populations that currently receive targeted case management.
Will service coordination supplant targeted case management or will service coordination expand TCM?
I actually have a comment on service coordination. When they’re looking at the client as to what their needs
are, they need keep in mind those who are on severely limited incomes, because you said you could connect
them with resources, service agencies – some of those cost money. And some of us don’t have the money to
pay for that
As I have read some of the RFP, as it reads it sounds like community service coordinators cannot be attached
to an agency that provides day res and or community personal care. With that in mid how would the role of
the community service coordinator or the case manager as described in the RFP effect the function and
working and payment of the current case management system as it relates to the CSP. If system change
drastically what is the state’s plan to effect such a major change in such a short period of time because as it
reads it sounds like many people who currently have a case manager attached to the CSP will not be able to
keep that case manager? If the organization is required to split that service as it is right now our agency can’t
provide that service, and we are caught because we are attached to an agency. It will be much more
expensive to be separate.
So historically we have been able to mitigate that. Will there be an option to provide mitigation so we can
keep the structure as it is?
You didn’t answer my question, I listened to an ANCORE phone conversation yesterday, and there were some
guidelines on how you can mitigate that. Will it be a possibility to provide those mitigating guidelines?
It will be a big impact.
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So my question is as an independent living advocate, hearing language about coordinated person centered
care, is music to my ears. How is it going to become a reality? I didn’t read the RFP and wouldn’t understand it
if I did. How is the state going to work with the MCOs? How are the MCOs going to coordinate with the
organizations on ground and insure that the person, who is really at the center of all of this, has the choice
and autonomy to make informed decisions about how to set and achieve their goals? Example housing, if
you’re somebody moving out of a nursing facility and you’re got a disability, maybe you need access mods,
and maybe you have some evictions, or have drug conviction against you. People have other issues that affect
their ability, you can’t go and find a listing in the paper and get your dream apartment. There are a lot of
working parts. It’s the kind of thing that just hooking people up with a phone number or an agency will not cut
it. If must be and ongoing relationship to make sure the ball doesn’t get dropped in the process. I guess what
I’m saying is, from where I’m setting going from people singing blank plans of care to putting them in charge
of their lives, is a long bumpy road.
As an independent targeted case manager for the IDD population looking forward what the transition look
like, the qualifications for the community service providers? We currently affiliate with all three MCOs looking
forward, what are the changes and how will we continue to be a part of that and make sure our consumers
maintain their services with us as well?
Do you have the numbers for the IDD community? The number of individuals that will need a transition to
another agency that only does the targeted case management coordination? I recommend doing that.
I notice you mentioned having a coordinator for those on the waiting list. What would they be doing for those
on the wait list?
What you said was so important. From what I understand you will have the MCO contract out to have
coordinators in the area? What’s going to happen to people who are now TCMs working for themselves that
are providers?
Are they going to contract with individual companies or agencies, or is it up to them?
My concern is that my children have been a part of the system for two decades it is a difference between now
and back then. As time goes by I’ve seen things get whittled away. I can tell a big difference form when case
management changed from one form to another how my children function. Even changing between case
managers as well. So it mean a lot and the people that I’m close too have become an extension of my family,
the MCOs are not.
I was just a little perplexed on page 39 about one of the pilots. It’s about improving foster care, I think that’s
fantastic, I’m concerned and confused about how service coordinators will help with the number of kids, the
3.1% in foster care obtaining permanency?
Compare and contrast community service coordinator and targeted case manager.
Define CSP.
Will the community service coordinators be doing transition services? You talked about the MCOs helping
people get – you know, make the transition from the hospital, the PRTFs back into the community. Then that
would open up then for the community service coordinators to also be able to provide transition services
So, not just people with IDD but everyone in KanCare would have those two persons? And IDD persons would
no longer have targeted case management as all of the other waivers have now, is that true?

Sub-Theme 3: Conflict of Interest
Many of the commenters expressed concern about
potential conflicts of interest. Most comments expressed
the issue that if the eligibility requirement is being
decided by the MCO, who would control the coordination
of the services. Some comments and questions expressed
that they felt because the service coordinator was being

State Response

As a part of KanCare 2.0, the State seeks to ensure
conflict-free case management by assuring that entities
responsible for assessing individuals’ needs are not the
same entities providing direct services, in accordance
with federal requirements in 42 CFR §431.301 and 42 CFR
§441.730.
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As a part of their response to the KanCare 2.0 RFP, MCOs
will submit proposals for how they can work to ensure
that conflict free community service coordination is
implemented. The State acknowledges that there are
some exceptions and instances where only one entity in a
geographic area is willing and qualified to provide case
management and/or person centered service planning. In
these cases, the State will develop conflict of interest
protections, including separation of entity and
participating provider functions within participating
provider entities, which must be approved by CMS. The
State will also develop accessible pathways for enrollees
to submit grievances and appeals related to service
delivery, quality, and choice. Please see Section 5.4.13 of
the KanCare 2.0 RFP for more information on conflicts of
interest.
No changes were made as a result of these comments.

Comments
1. The fear has been, in a lot of cases with the new KanCare system, that you have a health screening, then care
coordination with the same MCOs that are deciding what services someone needs. If there is a dispute
between the family or the individual that they are not capturing services that they are used to or need, that is
a conflict of interest in our view. How is that resolved? I hope that the care coordination works, and
appreciate it but if the care coordinator is dependent upon the MCO they’ve contracted with or employed by,
that conflict could still arise. Specifically with us, and with wheelchairs being denied and other things, there’s
been issues and probably will continue to be, we want to make sure there is someone we could go to outside
of the MCO in order to get a fair hearing.
2. Targeted case managers do not currently work for the MCOs. The payer of the services who want to make
money off of us has a conflict of interest in identifying what services we need. I find that very objectable.
3. I just listened to a presentation on conflict free case management. The presentation said “Managed care
arrangements. CMS has permitted care managers in the MCOs to be case managers, but has required that the
assessment be overseen and eligibility be determined by a separate entity, such as the state Medicaid entity.
No provider of services listed on the plan do assessment or service planning.” As you know, a lot of the
targeted case management services are done by providers that are also on the plan, and from this
presentation from CMS it sounds like “thou shall not do that anymore.” So that service coordinator is going to
be separate from a provider?
4. I am concerned about having MCOs in charge of contacting an “on the ground” coordination, which is
currently targeted case management. Right now, having care coordinators separately organized than targeted
case managers serves an important “check” to ensure a no-conflict-of-interest look at what is best for the
consumer.
5. One of the topics we have not talked about is conflict of interest. How do we define it in the RFP? What
providers will be able to provide community service coordination?
6. In terms of service coordination idea I don’t understand how service coordination is not a conflict of interest.
Specifically when the MCOs can provide service coordination they develop both sides of the plan. How is that
not a conflict of interest, and ensuring that it is adequately staffed?
7. Then the RFP talking about conflict of interest in case management, can you address want level of separation
would mitigate that conflict?
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Just on the conflict of interest, I guess the irony of it is, a conflict of interest occurs when someone has an
incompatibility of their own private interest and that has to do usually with money. To me the MCOs are the
ones who have all the money, and they are the ones who determines the cost of the plan of care and
determine how many days of service your get, how many units of service you get. So to me it seems like that’s
where the conflict of interest is. If you have the money and determine what the care cost is, that’s where the
conflict of interest is.
I’m cautiously optimistic about that, for example with health homes MCOs, and I know they don’t do health
homes anymore, MCOs had all the funds, two decided to contract with health home providers one did not
and the state did not have the authority to do something about it. So I’m really cautiously optimistic, I hope
there is MCO oversight in KanCare 2.0 there were many promises in KanCare that did not come to fruition.
So when you talk about eligibility determination, and that’s not something the MCOs contract or pay for, so
how would they be in charge mitigating conflict when they don’t have a role in that? You’re basically saying
that in the RFP you’re ensuring that the MCOs have no part of it.
KanCare 2.0 and the RFP has not satisfied issue of conflict of interest at all. You say that you are going to
continue to separate the eligibility from the plans of care from the administration of these plans of care. What
we’ve experienced is that there is an eligibility meeting that takes place the care coordinators hold up the
plan of care there and without really knowing our kids needs they decided to reduce hours of care or change
them in a way that is harmful to our kids or the parent. We don’t see any reduction of conflict of interest. I’d
like to hear about that as well.
I have a couple of things that I want to talk about. I want to go back into conflict of interest, it’s something
that I’ve been talking about for a long time, since it started. We know that the CDDOs do the eligibility
assessments, it used to be that they did the needs assessment along with the case managers. Now the MCOs
do the functional analysis that determines the need of the individual. Then they turn around and decide how
many hours they get. It is a total conflict of interest, I don’t know why you let them get away with it. It’s not
right and it’s not fair to our families. Are you going to do something about it?
But won’t they be paid by the MCOs, is that not a conflict of interest? This does not make sense and you know
it doesn’t.
How are you going to do that? We don’t have an inspector general or ombudsman that’s neutral, how?
This not specific to KanCare. How obvious it is at having organizations doing assessments for service delivery,
controlling money, and doing everything else, they are going to be doing a lot more in KanCare 2.0. I don’t see
how you can say that is not the biggest conflict of interest ever. The role of the TCM is being weakened
regardless of how you put it on paper. KanCare and Managed Care is such a conflict of interest, I am so
disappointed at seeing this.
Having the MCOs identify to you what the conflict of interest, is laughable. They have the money and they
determine ultimately what the plan of care is. The MCOs are telling you this is conflict free correct?
Just on the conflict of interest CMS had the thing we not supposed to provide service as sell coordinate the
service, but there are ways to mitigate that. That’s what Kansas has done all these years. You have different
lines and ways that authority is, like a fire wall, in organizations like ours the director of case management is
different than the director over services. I don’t know if that is anything that you have talked to CMS about?
That’s going to be primarily dictated by the amount of funding the person gets that determines the person’s
ability to be able to live in the community. I don’t understand why you would have the MCOs identify to you
the conflict of interest that is ridicules.
In line with conflict of interest is there a way to find out how much money has been made off of this? How
much money has been given out? How much money given out opposed to services given out?
I had a question about conflict-free case management, which has been mentioned. And I was wondering if the
state had an idea on how that would be determined and when we would possibly have a plan so that – we
probably do need a plan in order to make sure that it’s not disruptive to the people we serve. And, so, I’d like
– if you have any information on that, it would be helpful.

KanCare Extension Hearings Public Comments

Page 15 of 271

Return to Index

Sub-Theme 4: Funding and Billing

State Response

Numerous comments and questions requested
The initial actuarially sound rate range will be developed
clarification on how the program is going to be paid for.
by the State's actuary after the bids in response to the
Questions ranged from identifying cost estimates, cost
KanCare 2.0 RFP are submitted and will consider the cost
neutrality in lieu of expanding the program’s range, the
proposal information provided by the prospective
overall expense of the current program, and the
bidders. Provider rates for participating in service
perception that the current MCOs are not making money, coordination activities will be built into the rates that
and therefore could not afford to expand. Some
MCOs negotiate with the providers. The State will provide
commenters expressed concern regarding the elimination a code that can be used to bill for service coordination.
of targeted case management services. Other comments The State will consider all concerns in reviewing and
and questions regarded reimbursement rates, some of
approving MCO proposals for service coordination
which requested information about its relation to
program design.
behavioral health services. A few commenters requested
No changes were made as a result of these comments.
information about coding, specifically how will service
coordination be coded, and the adding of codes to
assisted living and behavioral health. There were a
minority of commenters with questions concerning
capitation. Other questions regarded alternative fees,
transfer to MCOs, and foster family billing.
Comments
1. I am not clear on the funding in regard to the service coordinator role. Is it going to be a waiver service or part
of the state plan and modified?
2. You mentioned targeted case management (TCM) narrow and that billable hours are minimal, and that by
doing service coordination you can increase the opportunities for somebody to coordinate the services. How
would that differ? How is the reimbursement rate going to be changed from what can bill under TCM versus
what service coordination is? To follow up then, the eligibility for these waivers and for Medicaid, will that still
be separate from the MCO?
3. How will the capitation note pay for service coordination? Will it be a note that differs between MCOs?
4. Adding the requirement for high fidelity wrap around. Who provides that service? State, MCO, or provider?
Will the state provide the coaching/training that goes to perform true high fidelity wrap around or will that be
the responsibility of the provider? Will the state alter fees and codes to cover the lower case load/staff ratio?
Lower supervision/staff ratio?
5. If CMS doesn’t recognize service coordination as a comprehensive billing code how can it be “coded” to
ensure billing effectiveness? Billing rejections in KanCare 1.0 have created business closures and other
impacts on network adequacy and capacity.
6. With TCM the way it’s being done now versus putting it in the 1115 and then being able, that allows us a lot
more flexibility for that service and getting that service paid for with match money is really what you’re saying
isn’t it?
7. Wouldn’t it be up to the MCO, in their proposal, to tell you how they’re planning on how they’re going to do
that?
8. Billable services that are currently under TCM model, are those going to change, some things go away?
9. Any idea what some of those billable services might be that will be transferred to MCO?
10. I guess it boils down to financing. Is somebody going to pick up the cost if they can find somewhere to move
these patients? Particularly with foster kids on our units, they don’t have a safe place to go, it’s not safe for
them to leave, and will we end up on the hook for that?
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In the Medicare world there is chronic care management that is paid to health care provider to oversee
chronic care and other types of services the patient may have. I don’t know how that will fall in future
discussions but I think that the funds that back into the hands of providers that are taking care of the services
should be taken into consideration.
How will that be paid?
First question, is there any exploration or discussion about adding codes for per diem for assisted living care,
similar to or benchmarked across the skilled nursing per diem? We as a provider have an extraordinarily
difficult time of providing business intelligence any type of reporting at the executive level with respect to the
MCO systems.
Are you going to do these things? And pay for them?
I’ve heard that, although you responded today about how your service coordination would be paid for, you
said that it hasn’t been quantified, I’ve heard some discussion that it may move away for fee for service?
I have a question related to that provider relatability because you can have the best in plan in the world, and I
feel like we have very good plans, and I have nobody to execute them. Here is an example of why this is an
issue, I have an adolescent that I was serving in rural north central Kansas. His EVA service provider traveled
to his home one travels an hour each way the other travels an hour and a half each way and they get
reimbursed at $25 an hour to pay the provider this doesn’t include my billing that I do have to contract out to
try and track the money that doesn’t get paid adequately or directly. It takes me just to pay the provider
$108.50 I can bill down $100 for that session. So this is pretty consistent across the board. We actually end
up, our Medicaid clients cost us money we are not for profit we have to maintain a ratio to maintain out
Medicaid clients we have to take on additional higher paying private insurance. So I think there’s a, I’m
wondering what kind of costs you are looking at especially in these rural areas where services providers are
not going to be readily available they will have to travel?
A lot of times when we are providing those direct services we are doing 25 – 40hrs of intensive intervention
per week that’s not including Telemedicine comes out to be what the direct service provider, for example this
job trying to provide on the SED waiver coordinating with this local PD health center, he had been out of PRT
for months now without a single service provider. So we are trying to find multiple funding sources to meet
the needs of this child. This is just one example we work also with the IDD waiver it’s kind of the same song
and dance over and over again.
Is that reimbursed by unit or per member per month? Where are you getting the proposed baseline rates for
that?
Starting January 2018 there is a substantial change to one of the codes on the TBI waiver. I’m not sure the
state is aware of the implication of this who do I need to talk to?
So first I think it’s great, a lot of these things and ideas are good, and it shows some listening is going on, and
being responsive to that so I appreciate that very much. At the same time I didn’t go through the RFP so I
can’t say how it’s going together. One thing I did going through the application, there wasn’t detail and maybe
that’s in the RFP. I wish I knew how this was going to work. There were themes and concepts and ideas that
were good but I wanted more and that may be my lack of looking at the RFP. One of the things I looked for
was budget detail. All there is the global, we’re going to spend this may hundred million on KanCare. The one
thing that it said was that, we are asking for the same expenditures in KanCare1.0. You’re not expecting new
expenditures? As much as I love these great ideas massively expanding care coordination contacting with
agency that are local and address social determinates, this is big very important. I can’t believe it will be
absorbed in the current budget. My question is: is there new money? I combine that with what I saw with the
supplemental requests. This is a lot of money, this is not like you scrapped around and found some extra
change. Where is the money coming from?
First of all, I’d like to go back to the comments about all these expectations. I want to remind everyone when
KanCare first started one of the first things that was promised was that there would be a pilot project to get
things under control. Several years later the MCOs billing pay system is still not adequate. There are payments
going to provider and providers have no idea why they got paid some don’t get paid at all. Some people think
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this is intentional so the MCOs can keep all the money. After all these years something as simple as billing and
getting paid this is not straightened out. I have no confidence that added MCOs will have a better of paying or
their ability to pay. That needs to be taken care of. That has been in place ever since KanCare started and still
hasn’t go straightened out.
I think part of the issue that parents and guardians have is a belief issue. A belief that what you say is going to
happen. The reason I raise that question is that we have validation. We conducted a state wide satisfaction
and their satisfaction with KanCare. Frankly, the MCOs have flunked when compared with the quality of care
out kids get with target case managers. It’s hard to believe that in the course of a year this is going to turn
around and be better than it is now. Which is why I raise the question why fix something that’s not broke.
When I look at how the targeted case managers currently perform and the quality of work that they do. Then
look at the experiences that parents throughout the state continue to have its hard to believe that anything is
going to change for the better. When the state is paying for nonmedical supports, just for that portion of
HCBS $27 million an year for care coordination, if you’re ever going to achieve what you’re saying, I don’t
know how much money that is going to cost the state. If they are currently paying $27 million for a program
that has flunked. So we have grave concerns about KanCare 2.0 and the fact that targeted case managers are
probably going to be replaced by service coordinators.
With some of the other service that are contracted out, it’s difficult to find providers. Like with behavioral
services or nursing, the reimburse rate is so low some companies don’t want to go with an MCO. How will you
ensure that does not happen?
In the current 1115 application the most striking thing to me is that a there was no cost estimates in the
entire application. I find it disturbing as it makes it difficult to make comments and gain a full understanding
of the program if there is no finances, to me if there’s no finances there’s no plan.
If you attempt to do something cost neutral with 2.0 and expanding services. I know it’s wonderful to expand
services. I sat in on a number of meetings where you stripped targeted case management from other services
a few years ago. I have horrible stories about how targeted case management was stripped, and in doing so
services were also stripped. I don’t know how you will keep it cost neutral and expand the services that TCMs
provide and not strip money from somewhere else. MCOs are for-profit organizations, and we all know what
for profit organizations are supposed to do, and that’s make profit. A lot of us are questioning as this
gentleman over here, where is the money?
I’d like to say the targeted case managers, they do other services for us consistently, and they haven’t been
paid for them, but they care intensely about the people they serve. What happens in this new system when
we get those new services and suddenly there is no money? Because it appears to me that the money
situation is a critical mess here.
It’s really difficult to grasp this is going to be cost neutral. There is an assumption that each community in
which these services are provide will be capable of finding the talent and the interest necessary to take on the
initial responsibilities, I’m not sure that set of assumptions is reality.
If it’s true, what we hear are the MCOs are currently not doing well financially. How is that going to make
sense? If in fact the MCOs are not doing well now under the current system, taking on additional duties and
responsibilities that you described. How is that going to make good business sense for the MCOs and how
does that translate to services?
Back to uncompensated care pool and the proposal at changing the uncompensated care program. Those
changes have not been run through the Health Care Access Improvement panel that oversees that program.
So that is concerning to us. Those are the funds from the traditional program from a tax put on to hospitals.
We are concerned and wondering where the extra money is coming from. We would like some discussion on
how that will impact our hospitals.
This has nothing to do with the state reimbursement for those? Just the hospital disproportionate share?
The SED waiver noticing some of the requirements of high fidelity wraparound. So that program is expensive
and I was wondering who is going to bear the cost of training providers around the state to provide that
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service. Part of our feedback was that it was important to look at reimbursement rates the program could fail
within two years.
We as an IDD provider will no longer bill for TCM after 2018, correct? That worries me, and that’s a problem.
I’ve been around about 35 years. I got a pretty good feel for this. We have a lot of families and a lot of great
people on Kansas. What this means on human side is that odds are if goes through, Lake Mary as a provider
will no longer be able to employ 14 coordinators. Most have been with us between 10-20 years. They know
the people we serve as well as their parents in most cases and veterans some. These service coordinators
serve 420 people a day. I know everyone well. I am concerned because this is an aging demographic. Most are
over 40 not are not well, and are losing people at a high rate these days. I know 400 people on first name
basis that will be devastated if they lose their service coordinator. And I think that’s something you should
know. I understand cost. The human side is bigger than anyone has given consideration to. This is a big deal in
Kansas. We have to be careful that we don’t make a big mistake here. You’ve got to take a look at yourself,
take a look at the scenario. Over the last 35 years in Kansas Grace Med has done an amazing job providing
community service to people with developmental disabilities. Most of us that took part in the pioneering
effort in the late 70s and early 80s had a clear vision of what it was going to take to be there for folks. We
have to be careful that through bureaucracy and cost that we don’t sell out the real ability for us to do basic
services. I have no idea of how to run my operation without our service coordinators that are intimately
involved with the people we serve and supporting parents that are aging and dying, I want us all to
understand the human side of what is going on here.
Targeted Case Management will still be allowed as a billable code for those entities?
So in theory these folks sitting in this room, their billing mechanism will change dramatically?
I had a question about the targeted case managers now and what their role will be in the new system,
whether they – what their role will be? So, what would the rate be because the TCM had a rate of pay – what
would the rate be for that?

Sub-Theme 5: Community Capacity
A smaller sub-theme category that emerged was
community capacity. Some commenters had questions
about the ability of the MCOs to operate within the
community and provide services that addressed social
determinants. Most concerns regarded MCO experience
in accomplishing this role and the MCO capacity as far as
personnel in order to provide adequate services.
Additional commenters posed questions regarding the
MCO’s ability to fill service gaps that build capacity within
the communities. One question requested clarification on
the provider’s ability to expand into service coordination.

State Response

As a part of their response to the KanCare 2.0 RFP, MCOs
will submit proposals for a comprehensive service
coordination program that is designed to confirm that
members receive appropriate care and are connected to
other social supports. MCOs must demonstrate their
experience with working directly with community
partners and will leverage existing relationships within
the community to coordinate services. MCOs and the
community organization must work together to identify
where gaps to services exist.
No changes were made as a result of these comments.

Comments
1. We’ve been very concerned that the social determinants haven’t been addressed prior, so we’re really glad to
see that we’re really looking to strengthen the service. Where my concern is, you had mentioned you need to
support this financially, because what has been happening is that for the particular members of certain
waivers, if they did not have TCM services available, the care coordinators would basically tell that person
we’ll call this entity. And that’s all fine and good, but again when there is no financial support to help these
other local communities provide these services to make sure that they’ve got their medication that they can
afford it, to make sure they’ve got housing, so that they know where the food bank is, to make arrangements
so they don’t use their utilities or whatever it may be - I just hope that you really truly do, that there is some
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type of, if it’s not happening at the MCO level, if it’s going to be pushed back to the local level, that resources
also follow in that direction.
How will you assess the capacity within the community for the providers that will be contracted with or the
MCOs will be contracted with?
There are some gaps in the capacity of communities to have transportation, housing, whatever, available. Will
the MCOs be responsible then for building that capacity within the communities?
And you’re confident that the MCO has the capacity to do that, since they haven’t had a good track record?
I’m just a retired physician interested in things. When I hear the discussion of a 360 degree view and concern
about social determinates of healthcare, I don’t see the MCOs as having much experience in dealing with
neighborhood security or dealing with food markets in neighborhood or other things that have a great deal to
do with health. I see that in order to address those things that’s an enormous expense. That’s really kind how
I range what I think of KanCare being responsible for. So it strikes me that this idea that you provided the
access for something is kind of a paper coding instead of really doing something about it?
Has there been any thought given to MCO being able to contracting with providers to do the community
service coordination?
I’m sorry but some of your answers about community coordination I didn’t understand. Are community
agencies, you said the MCOs would work with community agencies, do agencies have opportunities to expand
what they are doing or if dealing with a specific population?
Another comment I had, you had made a statement that there would be local service coordination in each
community as opposed to an 800 number that people call now if they want help, and they may not have to
wait more than a day or two to get answers, or not get answers at all. That’s a lofty goal.
So 2.0 will result in the total number of people. Will the number of care coordinators be reduced?

Sub-Theme 6: Network Adequacy
During the comment period, a sub-theme emerged
covering network adequacy. The majority of questions
and comments were in regard to the perceived inability
for the care coordinators to adequately service the IDD
community versus the ability of the targeted case
managers. Some questions and comments centered on
the larger caseload sizes of the case coordinators as a
burden in delivering service. Additionally, there were a
few questions requesting clarification on how network
adequacy will be determined and what would happen if
an MCO network was found not adequate. Other
comments cited that there are not enough case
managers for waiver recipients, rural networks are too
sparse for some services, and that care should be taken
to include other ethnicities.

State Response

As a part of their response to the KanCare 2.0 RFP, MCOs
will submit proposals on how they will assign and monitor
service coordinator caseloads. See section 5.4.9 of the
KanCare 2.0 RFP for more details on service coordination
ratios and caseload assignment methodology
requirements.
MCOs will develop policies and procedures for
identification, recruitment, and retention of participating
providers. The State expects MCOs to ensure that
services are provided in a culturally competent manner
and is responsive to members' health literacy needs. See
Section 5.5.4 for more details on cultural competency
and health literacy in the delivery of care.
No changes were made as a result of these comments.

Comments
1. With the community service coordination. Currently there are not targeted case managers for all waiver
recipients. Do you anticipate a network adequacy problem in January 2019? Will they fit with the conflict free
requirement you will have?
2. You said members’ coordinator will be in their community. What does coordination look like when you’re 100
miles east or west of Wichita? Is it one coordinator per county when you get out toward the west or what are
we talking about there? You talk about increase service coordination.

KanCare Extension Hearings Public Comments

Page 20 of 271

3.

4.

5.
6.

7.
8.

9.
10.
11.
12.
13.

Return to Index
With service coordinators, will there be any requirements for MCOs to take into account demographics, such
as in southwest Kansas the increase in Somalians, Burmese, and different ethnicities? Will there be any
additional support to help those populations that need the most help in KanCare, and yet those resources
don’t seem to be available all the time?
It seems as though we are expanding the case management and the service coordinator as some to oversee
and connect what I’m seeing is not necessarily a problem in connecting patients with providers. It’s the lack of
providers. As we expand case management that does not does address lack of providers in certain areas or
the lack of providers that provide certain services. What does KanCare 2.0 do to incentivize the expansion of
these networks?
I’ve looked at several different services that my company does not provide trying to come up with a business
model that would function without going in to some of those root causes the expansion of provider network
doesn’t seem that difficult.
I come from IDD, it’s interesting to hear from the hospital perspective, how they don’t seem to be doing that
well with the MCOs and that kind of thing. When you talk about network adequacy I feel like you’re talking
about if there enough doctor, hospitals dentists etc. you not speaking in my opinion to the provider who is
doing that boots on the ground care with IDD for example. It is a fact that very few licenses for new providers
have been given out in the last few years. What’s up with that? Second it sounds the MCOs are doing all the
work for KanCare, who is giving licenses? Secretary Keck asked for $94 million to work the IDD waiting list,
where are you getting providers if you get the money? Who is doing the licensing of IDD providers? I’d like to
know how new licenses may have been given out.
What can 2.0 do to help with adult psychiatric care at this point? We have to pay for a second insurance
policy for our children because KanCare does not have enough doctors. How are you going to convince
providers to join the network?
I should have been here tonight but I’m not going to be here. Several parents asked me to relay questions
about KanCare 2.0. We are a group that we went through provisions that are online and we were devastated
that there wasn’t anything that assured us that 2.0 would be better for IDD. MCOs are not able to handle IDD
needs, they can handle our medical needs, but the day to day needs cannot be handled with an 800 number.
We need our targeted case managers. You promised us that we could keep our targeted case managers and
that they would have eh same responsibility. Now they are going away. Care coordinators or whatever your
call them now service coordinators, are no substitute for TCM. Your caseloads for care coordination are up to
200 per person even if you have that it’s not going to be sufficient for the IDD population. We are fin with the
medical portion of KanCare. We believe it’s unsuited for non-medical care or the day to day needs that people
have. To add to what Susan said we were grateful Secretary Keck asked for more money for the waiting list.
The problem is there aren’t enough providers in Johnson County if you took all of the people off of the waiting
list. I think that there’s 590 in Johnson County alone. I have a son that is being taken care of by 2 agencies
neither one of them have enough people to take enough people that they could put a dent in that. You take
590 people and dump them into the provider network you’re not going to have enough providers. One
providers use money for every person they take into service. They are not incentivized. I would have rather
seen that Secretary Keck asked for more money for a rate increase. With a rate increased providers can
provide services and not go out of business, especially the smaller ones who don’t have the ability to wait for
reimbursement.
If the case coordination case load is so huge it makes it impossible to have the level of interaction you’re
describing. Would the case load numbers increase?
We provide TBI therapy services. What determines when a network is adequate for an MCO? What happens
when a MCO network is determined not adequate? What are the next steps for the insurance company?
So until 2019 there is not a threshold for adequacy?
How many consumers will each service coordinator have?
Right now service coordinators have hundreds of people and they can’t help everyone.
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They have unbelievable caseloads; how can they provide all that personal touch? I have experienced VR first
hand and they have a big caseload.
Currently, it is our understanding that case coordinators have caseloads of 150-200 when the target case
managers have caseloads of 30-35. What caseloads are you currently looking for these service coordinators?
Is it going to be 30-35? I don’t know how the MCOs are going to accomplish that. I speak from experience
because I worked for a MCO, It’s a tall order
I hear that you’re trying to improve communication with the service coordinator. What I want to know is how
are you going to address the lack of consistency and the high turnover rate of service coordinators, so we
providers can be good providers for the people we work for?
Right now we can do up to 60 hours per person per year. Is that comparable to what a service coordinator will
do? How many hours will we get as a service coordinator? You don’t know? Unlimited hours?
I have a few questions about service coordination. I can tell by Brad’s comments and others, this whole
concept of service coordinators and TCM has been a hot ticket item since the beginning of KanCare, and I
know that it sounds like you guys really took in people’s feedback on that and some of the issues, so I
appreciate that. I have a question and I have a comment. My comment about service coordination is I look on
page 5 and that’s a great diagram with service coordination and all the services, however my real-life concern
is that if there aren’t services and there’s not network adequacy, then none of that matters. You can be the
best service coordinator in the world, but if we don’t fix the problem we have with network adequacy, the
service coordinators, TCMs, aren’t going to be effective at their job.
We need to be cautious and mindful of what we are asking to make sure that the services are provided for
adequacy.
Obviously the needs in rural and frontier areas look very different than other areas. Specifically, behavioral
health, the number of providers is very scarce, it’s just hard to find and retain staff and meet those needs.
Also being in the Southwest corner there are significant ethnic issues. In Seward County we have the highest
percentage of Hispanics in the state, and that’s just documented individuals, do of course we have a large
undocumented population as well. Some of our experiences with the first version of KanCare and MCOs, just
generally speaking, they were not always as aware of rural and frontier issues, there isn’t always enough
providers. Could you talk a little about that very real aspect of Kansas?
Will there be some kind of target or lead on how many persons can be served so that the case load don't get
so big that are not manageable?

Sub-Theme 7: Assessment Process
The majority of the comments and questions in this subtheme area concerned oversight and how services are
determined. Commenters wanted to know how the
highest level of independence would be determined,
what the appropriate level of case management was, and
who determines these levels. Comments and questions
regarded how member participation and choice would be
ensured in the process, as well as what oversight would
be in place to ensure the right metrics are being
collected.

State Response

The intent of service coordination is to provide more
social supports that can help members reach their full
potential for living independent lives. KanCare 2.0 MCOs
will align the level of case management with the
member’s stated goals and needs in their person
centered service plan or plan of service. The person
centered service plan or plan of service is intended to
involve and encourage members to participate in the
development of their plan.
Service coordinators working with specific populations
will have certain minimum qualification requirements
that are appropriate to the members’ health care needs.
The service coordinators will perform activities within
their scope of practice in accordance with applicable
licensing/credentialing rules. See Section 5.4.8 of the
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KanCare 2.0 RFP for more details on service coordinator
qualifications.
The State appreciates the feedback and will work to
finalize evaluation metrics upon CMS approval.
No changes were made as a result of these comments.
Comments
1. How is the highest level of independence determined? Denial of services?
2. What is the appropriate level of case management? How and who determines needs?
3. I can speak to the technology assisted waiver. There is a universal assessment tool that is run by an MCO. It is
utilized and says that there must be a minimum level of service provided. You are saying that, “I don’t know
what the assessment tool looks like” if you are saying a similar thing that was being used then that has
created a good dynamic for that waiver so the universal assessment tool goes into the flaws in the tool but as
a proof of concept it has shown some success.
4. I’ve been working through the application and the still working through the RFP and trying to figure out how
they work together. One of the concerns relayed by waiver participants is plan of care requires their presence
but not evidence of their participation. I don’t know if that’s opportunities to ensure someone’s input is
sought and included into the plan of care.
5. I’m wondering what is your measure of success what kind of ongoing assessment are you going to do to show
this is a better model that what you currently have now?
6. If the individuals that are going to be working on this now are not licensed what control do we have cover the
quality of the service?
7. My next question is: how can you guarantee oversight of this service coordination person when we haven’t
seen oversight of service coordinators in three years when KanCare’s been here? Because I work with four
self-advocates, not one of them has ever been contacted by a service coordinator, they don’t know who their
service coordinator is, and there is virtually no oversight for that. [Changes made] on the part of KDADS and
KDHE? We’ve had the state’s expectations. My problem is with actual oversight. It hasn’t happened because
you don’t have enough people. I’m sorry.
8. What would doing a good job look like in long term services?
9. I was hoping some of my cohorts would take it up. One observation on the list of exclusions it doesn’t appear
that the people on the waiting list are by default on that list of people that are excluded in the application. I
would make sure that you explicitly express that. It may be implied but not specifically cited. Second thing in
general and again we have had opportunities in various work groups you’re going to get what you measure
and I thin as it relates to independence, as I look through the application there is very little there that
measures how we moving the bar on independence. There’s a lot of medical and health care things that
you’re measuring. You’ve done a good job of listening and adding components. When you look at the data
and the thing that you measuring it still tilts heavily medically. I would encourage you to look at additional
ways to measure and gather that input. A lot of that is going to have to be member surveys beefing up the
NCI options, or looking at other ways where you’re getting information from the member.

Sub-Theme: General Comments
General comments in this themed category ranged from
questions about individual services such as TBI additions
and transportation, to how the renewal affects inpatient
hospitals. There were general questions concerning all of
the services in the 1115 demonstration waiver and what

State Response

The KanCare 2.0 demonstration waiver application is for
calendar year (CY) 2019 and will exist with 1915(c)
waivers. This start date will allow time for the State to go
through the process to secure federal authority for the
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benefits would still be available. Some commenters
posited questions regarding the number of MCOs that
will operate after the renewal and when these changes
will be instituted. One commenter asked for a rationale
for the change. There was also a comment regarding the
strengthening of the Ombudsman program.
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KanCare demonstration. In 2018, the KanCare program
will continue as is.
Members will be able to choose which MCO to enroll in.
If a member’s current MCO stays in KanCare 2.0, the
member can choose to stay or change their MCO. If a
member’s current MCO does not stay in KanCare 2.0, the
member will choose a new MCO. The member will only
be auto-assigned if a selection is not made within the
designated enrollment period.
Members who are currently using the MCO care
coordinator may continue to meet with the same person
and choose to not have a community service coordinator.
However, the current care coordinator would serve and
function as the service coordinator.
No changes were made as a result of these comments.

Comments
1. You talked about the choice of MCOs in 2.0. In 1.0 there was an auto assignment process. For folks that are
with MCOs that may vacate Kansas will it be an auto assignment or will they have an opportunity to choose
among the MCOs that are part of the plan?
2. Once you get through your process does the 1115 demonstration have a maximum of MCOs or is there a
possibility we could have more or less than three?
3. A lot of my clients depend on transportation. Will that benefit still be available? That’s one of the barriers my
clients have.
4. I believe these actions will address growing issues of youth having to deal with a parent guardian who has
impairment. Proactive actions will lower teen pregnancy, drug abuse, high school dropouts, and incarceration.
5. We are talking about KanCare 2019. What happens in 2018?
6. We just got used to 1.0. The waivers have stayed under the 1915c, I think that’s because the federal
government said they wanted it, or its part of the special terms and conditions. Is that going to continue? Are
you asking for everything to go under 1115?
7. We have advocated for years for strong legal based Ombudsman it’s been hung up in the legislature. The
state agencies over KanCare have been our chief opponents. Here the Ombudsman program is not to
advocate on behalf of the consumer which is the definition of the ombudsman in most cases except for
Kansas. I think it would be important to consider building a much stronger Ombudsman program. And
ensuring that it is adequately staffed
8. I want to start out with one personal comment and a question. First question I noticed on the glossary of
terms there is no reference to Targeted Case Management. Everything is the MCO terminology and I’m not
sure why. The other thing is, this is a personal pet peeve. To me using the term member de personifies that
person, that’s an insurance term I’m offended by that term member to the people we support and that’s my
personal opinion.
9. It offends me as a long time person serving in the support system. I’ve stressed this before and will continue
to, it’s a personal thing. Member is an insurance term. If I were a person with a disability I would be offended.
There are several terms, person, individual, have been commonly used, beneficiary is one.
10. In order for a service coordinators to promote independence consumers have to have adequate access to
service. Will KanCare 2.0 consider including persons with acquired brain injuries into the Traumatic Brain
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Injury waiver that way they will have access to the intensive rehabilitative service? I would like to see that
included.
Just an observation on service coordination is also currently known as care coordination, why are we trying to
fix something that isn’t broken?
What was the correct term for personal care management? Person center service plan? If I would have been
able to implement that better I could have not wasted your tax money.
Have you ask us if we want those expanded services?
How long have you been with KDADS? So you have been her pre-KanCare? Couple of things, what’s going to
be incentive for current MCOs bid on this new contact? What kind of pay raise are you guys going to
negotiate into this contract? If you think you have complaints about this current system, go ahead and do
what our talking about where you’re not going to have targeted case managers or they’re going to be called
something else. Sounds like you’re going to call them whatever, those persons are not going to have the
relationship as with the individuals that they currently have. Even if they provide the four services that you’re
talking about. I’d like for you to touch on those four services for everybody else. The bottom line is, have you
asked any families what you thought we think? Because those of us who have a care coordinator through the
MCOs will tell you we see them twice a year. The targeted case mangers know our people because they see
them once a month. You are going to take them to the food pharmacy or whatever that sounds great so pie in
the sky, but when it comes down to persons being taken to the psychiatric ward the first person the parent
calls is the targeted case manager. Because you can’t get through to the care coordinator. I think the fact that
the state assumes that you know what is best for us and our kids is what is very irritating.
I think that this is good. I would like to see more focus on providing community services. When we talk about
the inpatient services, sort of what I was talking about, prison and foster care is the last resort. This is
extremely disruptive and traumatic, I feel like there need to be much more focus on community based
services to prevent people from getting to that point.
I’m representing HCA so inpatient hospitals one of our biggest concerns are the patients that we have a hard
time to me getting placed after we have provided inpatient services. This sounds like an extra layer of care. It
sounds like possibly there will be some assistance in place after we provided services. We are already
struggling getting those patients things. I’m not clear on that. How are we going to place those people that is
going to be different that today?
Are you going to get rid of article 63?
We don't have a targeted case manager. We have a care coordinator from the MCO. And that is it. And if we
continue with our current MCO will that be the same person at the MCO that is going to provide the service
coordination that now provides the care coordination? And this would include anybody on HCBS as well? I
think you didn't mention that in you last comment.
Does this mean that there is yet another person for a person with – intellectual disability who already has
targeted case management and the care coordinator that they'll also have a service coordinator?
Will the individual in the HCBS program still have the opportunity to select who their local service coordinator
is?
The MCOs – would each MCO determine what the role of these community service coordinators would be?
Or would that be something that’s specified in KanCare 2.0 – what exactly the roles are between the two?
I’m just going to refer to slide 20 on the service coordination. I’m still a little confused, I guess, on the WORK
program and the ILC role. The list of people that the service coordination – I’m going to guess that’s the MCO
service coordination that includes the Work Opportunities Reward Kansans. But, I just wanted to make sure if
that was the MCO service coordination or that was potentially the community service coordination
On the plan of service, I just want to try to be clear about this. Does this include what is currently the
integrated service plan and the person-centered plan – person-centered support plan? Is that like an inclusive
thing of both of those items? And, then, who is doing this plan of service? And who would be responsible for
that? Would that be the MCO care coordinator? It seemed like there’s places where it says the plan – the
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community service coordinator would be doing the plan of service and the person-centered support plan. So,
it’s like, well, what is it – they are two different things or the same thing? I don’t know.

Theme 2: Promote Highest Level of Member Independence

KDHE received several comments concerning promoting the highest level of independence. These comments fell
into three main sub-theme: administering the work requirements, losing access to care, and the work requirement
overall. Additional comments not in one of these sub-themes are listed in the general section.

Sub-Theme 1: Administering the Work Requirements
KDHE received several comments in regard to the
administration of the work requirements outlined in the
presentation. The majority of comments centered on
how capacity would be determined for the work
requirements. A minority of questions asked how the
State would implement the program, if it would be
statewide or administered in counties. Comments and
questions concerned the support systems needed to
implement the program such as child care, whose
responsibility is it to find the resources, and what
resources would be available in rural areas where jobs
are more scarce. Other commenters requested
clarification on who would be providing employment.
There were a few comments that supported the idea of
employing peer mentors from the beneficiary population.
Some questions regarded supports like education, job
training, and job coaching as priorities. Other questions
requested clarification on the MCO’s role in administering
the work requirements. Several questions requested
clarification on the role of vocational rehabilitation within
the program. Other questions related to tracking various
outcomes such as compliance, how the state would
manage community service hours, and how exceptions
would be managed. A minority of questions asked if this
was a priority given the low population numbers it is
expected to affect.

State Response

The State understands that steady employment can
provide the income, benefits, and stability necessary for
good health. The State is in the process of designing the
work program requirements, implementation steps, and
procedures for monitoring. The State is also coordinating
with other state agencies on employment programs. The
State plans to implement the work requirements across
the entire State of Kansas.
The State will assess whether KanCare members must
meet work requirements at the time of application for
Medicaid or redetermination. Most KanCare members
are not required to work, such as members receiving
long-term care, members who have disabilities and are
receiving supplemental security income (SSI), and
members who are enrolled in HCBS waiver programs.
KanCare members who are required to meet KanCare
work requirements have a maximum length of 36 months
of KanCare coverage. During this time, the member has a
grace period of up to 3 months prior to meeting work
requirements without losing coverage. The State may
extend this grace period by a month in exceptional
circumstances (e.g., natural disasters). The work
requirements are similar to State Temporary Assistance
to Needy Families (TANF) program requirements. Please
see the KanCare 2.0 demonstration waiver application for
more details on work requirements.
The TANF program has been successful in increasing the
number of Kansans with new jobs: from January 2011
through June 2017, 43,975 new employments were
reported for TANF clients.
Employment satisfying work requirements will be
provided by employers in the community. KanCare will
offer resources to assist members in finding employment.
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See the KanCare 2.0 demonstration waiver application for
more details on accepted forms of work.
The work requirements will operate concurrently with
existing vocational rehabilitation programs. Vocational
and rehabilitation workforce systems will continue to
support voluntary work opportunities for members who
have disabilities and are not subject to work
requirements. Only some able-bodied adults who do not
qualify in any of the exemption categories will be subject
to work requirements.
The State will also implement a pilot program for
individuals who have disabilities or behavioral health
conditions and who are living and working in the
community. This program may include employment
support, independent living skills training, personal
assistance, and transportation.
No changes were made as a result of these comments.
Comments
1. How will the state monitor and track compliance with the work requirements so that beneficiaries don’t
inappropriately use benefits?
2. I have some questions around the work requirement, as far as managing that, is that going to be managed by
the MCOs or by the state – as far as whether people qualify or not?
3. I’m curious, how you are going to manage the community service and that kind of stuff? It seems that it
would be a bit more difficult. If you’ve got a job, you’ve got a job, but if you’re doing community service?
4. The waiver does include a three-year limit on coverage for beneficiaries required to meet work requirements,
but it didn’t include exceptions for things like work, birth of additional children, etc. How will those things be
handled?
5. Can you just flush that out more? Who would be providing the employment? Would it be an MCO service, or
contracting?
6. Will the employment pilot be statewide or certain counties?
7. What about education/capacity? How is employment capacity determined?
8. Is this going to replace Vocational Rehabilitation or are they going to be working together?
9. With the backlog the state has had for two years in eligibility it seems that this needs to be part of the
eligibility process. The biggest part of the current eligibility issue has been losing the documents. We hear
constantly about consumers that have been in the outpatient process and; some document was lost, and it
put them back a lot, and they can’t find their application, that kind of thing. I don’t see how the state will be
able to implement the work requirement with the amount of labor that is going to take without further
causing harm to the eligibility system that’s failing now.
10. Employment service in the disability field requires a robust support system. You guys don’t pay enough
currently for that robust support system. You start out with all the good, and put more money on front end
but you don’t have the system to carry it though.
11. If it’s such a small percentage, and obviously KanCare had difficulty in managing and caring for all the
complexity of these issues, why do you care?
12. Why don’t you spend time and resources for PSATS of the program that don’t go so well? It just strikes me as
a much lower priority than the complaints of the people at that table.
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My daughter who is IDD has had experience working with part of state that works with work and VocRehab I
don’t know their names because they have changed their name two or three time. We go and visit and they
provide great services. Are you coordinating with that particular state agency?
In times past the relationship between the IDD waiver and VR has not been highly collaborative. How is this
going to change that?
Will there be additional opportunities for job coaching to be paid for?
For this work requirement program to work effectively there well have to be a robust set of resources, people
will need child care because they won’t be able to afford that. I can’t even imagine what all will be involved
for this program to work. How is that being developed and when will we be able to see those resources?
Who will develop those resources?
In terms of stakeholders, we really understand what it takes in terms of resources.
I’m a double transplant survivor, and I’ve been disabled for quite some time and been on KanCare. I’ve never
been contacted from anyone that said they were a service coordinator. I’ve never had any interaction with
anyone trying to help me live my life better. Are you telling me that this is going to change in the next couple
of years? I’ve never been contacted. Well, one of my organs went caput in August. But it’s working again,
happily. Another thing is I have wanted to work. I’ve wanted to try to work for a long time even though I’ve
been told I could probably never work a full-time job. However, I do want to work, and so this sounds to me
like if I am given more attention by a service coordinator or something that they could be helpful in that area?
I have a few comments. I’m just going to run through some comments. There’s good research that shows that
Medicaid is actually work support, and that most people who are Medicaid-eligible who are not working, are
not working because they are sick, and they need Medicaid to get better, so they can then work. So, it’s the
chicken and the egg, and I’m wondering how you’re going to deal with that. I’m also wondering, there are
areas of Kansas where there’s very limited availability of jobs and job training, and how will that be factored
in? Time limits become a problem during economic downturns. Medicaid is designed to get [inaudible] as the
economy goes down the more people are eligible. If I ran my 36-months out, and I lose my job in an economic
recession, what happens? And finally, just a general comment about work requirements. A lot of people who
get a job under the work requirement provision would then make too much money to qualify for Medicaid,
and would be in a coverage gap. So, without Medicaid expansion, I don’t see how work requirements could
work at all in achieving your goals.
I think childcare should be another issue. We’re looking at the type of jobs where mom has to work at
McDonalds from 4 to 12? Children are home from school
The individual is determined to be of a working age. How is the capacity for that individual to be working
going to be determined, and will there be education opportunities to get that person to a level of
employment?
In the application there is a 36-month cap on service could you flush that out? Is that a hard lifetime cap?
If someone hit 36 months and found a job, lost job, are they no longer eligible for Medicare? I’m still unclear,
they exhausted that and then later on find themselves in need of KanCare are they still eligible?
How do you find the employers or volunteer agencies?
I'm wondering if you have something built-in for training, for transition age youth as they are moving from
school to adult life in order to enhance their ability to find employment?
Is there – do you anticipate that the people [in the pilot] will be provided health insurance from the
employers once they begin to work? And if so, is there an amount that the employees required to pay with
KanCare to be able to cover that?
If they are working, you know, 30 hours a week and their employment provides health insurance but they
have to pay part of it. Would KanCare cover that?
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Sub-Theme 2: Losing Access to Care
KDHE received several comments that emerged in a
theme regarding the loss of access to care. The majority
of questions and comments in this section expressed
concern in the perceived coverage gap produced when a
person receiving benefits becomes employed. Most
comments and questions expressed concern in the
affordability and eligibility of individuals falling in this gap
area. Other comments and questions expressed concern
about the types of employment available, the perceived
low pay in these employment areas, and the individual’s
ability to receive coverage after job loss. Additionally,
some comments and questions regarded the 36-month
lifetime cap negatively. One comment expressed the
need for expanding Medicaid.

State Response

The State is assessing operational needs to support the
work requirement initiative and will develop proposals
for how to avoid prohibitive costs or divert money away
from direct care. At this time, the State does not have
estimates for administrative costs or staff needed to
implement the waiver effectively; much of this discussion
will occur through the review process with CMS.
The TANF program has been successful in increasing the
number of Kansans with new jobs: from January 2011
through June 2017, 43,975 new employments were
reported for TANF clients. KanCare represents the State’s
commitment to building on this success. Additionally,
members can meet work requirements through various
means, including community service, vocational
education, job search or readiness activities, secondary
school attendance, and others as described in the waiver.
The State will also offer two programs to support
voluntary work opportunities for KanCare members who
wish to or elect to work. KanCare 2.0 will include
voluntary work opportunities for members in the
MediKan program and members who have disabilities or
behavioral health conditions living and working in the
community. For MediKan members who are under 65
years old will have the option to pursue a disability
determination from the SSA and be eligible for 12 months
of MediKan, or to discontinue pursuit of a disability
determination. If the member chooses to cease pursuing
the disability determination, the member is then eligible
for Medicaid benefits and employment support such as
job skills training for a duration of 18 months.
Most KanCare members do not need to meet work
requirements, such as members receiving long-term care,
members who have disabilities and are receiving
supplemental security income (SSI), and members who
are enrolled in HCBS waiver programs, among others. The
State will determine if a member is required to meet
KanCare work requirements when he or she applies for
Medicaid or redetermination. A complete list of groups
exempt from work requirements is available in the
KanCare 2.0 demonstration waiver application.
No changes were made as a result of these comments.
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What if they are on the waiting list for waiver services, and they wouldn’t fall into other categories because
they are not receiving home or community based services?
I’m also greatly concerned about the work requirements that are attached to the KanCare 2.0 proposal, and I
know the goal of this system is not to create barriers to keep people from getting care, you are talking about
diverting potentially millions of dollars away from direct care so that we can have more administrative
oversight over something that is already difficult to access. Adding a work requirement for people who maybe
want to work but who are maybe not able to be hired because they cannot afford clothes to go to an
interview in, it shows to me, when I’m seeing 40-50 people a day, it shows to me how out of touch we are in
setting up requirements like this and it’s really concerning to me.
On the work requirements, my understanding is parents who do not have a disabled child will now have a
work requirement. I also understand that under the current system if you work minimum wage for a little
over half time you are not qualified KanCare because of income limits. So what is going to happen to those we
require to work and they go over the limit because of that requirement? Are they going to be kicked off as
they are now? What about the three-year limit for receiving the KanCare benefit? Can they continue to
receive it if they are not in the work program? Many people do not fit the requirement of a disability, because
we use the definition of Social Security has found you disabled. Many people with mental illness don’t have
the documentation, which Social Security often requires, particularly for mental illness and that population
will be kicked off and we will have more untreated mentally ill people in Kansas and on our streets. Do you
not use Social Security as your definition for having a disability for KanCare eligibility? What other category is
there? I’d like to see those 200 categories of disability, because in my experience they are not covered well,
and with this, a three-year limit will really impact us.
We’ve also been hearing too from people that they do want to work, if they can if they can employment, so
I’m glad to hear that we’re trying to support people. However, what we’re hearing the real problem is for a lot
of them is that many of them are uneducated and so the type of jobs that they get are lower paying jobs. So
when they actually do go to work, they’re losing their state assistance and so actually they’re going
backwards. And even if it’s $50 or a $100 less a month, that might be difference of them being able to pay for
the food they need, possibly the water bill. And so for a lot of them, they choose to not work because of that.
Have we looked at possibly looking at income amounts that are allowable or else even looking at what’s the
expected average income at this job, and if its $300 and they’ve been getting $350 have we considered
possibly the state reducing the amount that they use for assistance to the $50? So that at least these people
aren’t going backwards? So they truly are getting ahead and making improvements in their life, and getting
out and improving their health and their experience? And also their ability to getting a higher paying job?
I don’t see any reason to have a work requirement other than to deny services to people one way or another.
That doesn’t meant that there is not a reason to have the work supports and the broad idea providing
independence. But the requirement section, I’ve mentioned before the problems I have with the bureaucracy,
the safety net of last resort are prison and foster care. When we get to these levels that’s a break of the state.
Right now both systems are in flux and I think this work requirement has the potential to put pressure on
both particularly the foster care. I think that when we break this down and think who’s going to be left, of
12,000 people over age of 6 household making $4000 a year. I’m think those families are in crises for one
reason or another, many times it’s going to be substance abuse issues, or mental health issues, which may not
be to the level of SSI disability determination but that does not mean that the family Is not in flux. This
potentially puts significantly more pressure on that family and foster care system and prison system.
As one of those people with a physical disability, which 25 years ago I almost tell everybody it was like
jumping out of an airplane without a parachute, because that’s really what it felt like when I went off of all
government assistance and so I’ve been working ever since then. One, I know it talks about that we need to
encourage people with disabilities, and I guess I set a higher expectation of my brothers and sisters out there
because I think people with disabilities should work - can work and should work and obviously to varying
levels and degrees depending on the individuals. There are many, many disincentives in the last 25 years and
it’s amazing how many improvements we’ve made which has been great. But I think even with the WORK
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program - that even needs to be looked at - I think there’s still some restrictions there for certain individuals.
And in my situation, as I age, and I know of other people with disabilities as private paying for personal
assistance, as you age, your needs increase and therefore you’re out of pocket’s increasing and pretty soon
your income… [Trailed off] so then where do you find your balance? So, I think those are things that I, we
need to also look at so that individuals don’t end up going backwards and losing that footing and keep us as
taxpayers, because I certainly don’t want to go back and I also don’t want to end up as many people do, at
some point in my life, losing all my savings and ending up going on Medicaid someday. So, I think there’s a lot
of different things that we need to look at. But, I think we need to have a higher expectation than we do for
persons with disabilities.
The hope to find jobs for more folks - I have been involved in multiple sides of that. I’m just curious – that in a
very perfect world that works, but when you have individuals that enter programs like that, that end up being
employed sometimes a couple weeks or a month and then they’re back out there. You get in a small area like
this, you do not have a flood of employers for them to continue to go to. So you’re talking about having
service coordination to help people with that, how do they intend… there’s only so many types of jobs that
some of those folks can fit into and if we’re going to base services and payments and things on that. How are
we going to make that, I guess, fair to these people who qualify for services and all of a sudden they’re
supposed to be employed, and now they’ve proven that they can’t continue to hold a job?
If you require people to work, they may become ineligible because of their financial situation. Is that true?
How will they get health insurance with a limited salary?
What about no job market in area? Childcare?
How will individuals who need medical, but lose their job because of a lay-off, business closing, circumstances
beyond person’s control, etc., get medical? Economics?
Could you address more about the lifetime cap from the work requirement that’s going to be implemented
and how that will impact people as they get to the limit? As an example if person did have that work
requirement and they were getting to the end of their 36-month limit, maybe they are employed but they
can’t afford private insurance, and they are losing their coverage through KanCare, will there be something
like working healthy, or anything that they can get since Kansas didn’t expand Medicaid through the
Affordable Care Act?
So because my income increases I am no longer eligible for Medicaid?
One of our parents their child has IDD, the parents are able to go to community and rustle up jobs for him.
After 3 or 4 months he is not doing a good job, something happens he gets fired, meanwhile care
coordinators has reduced his hour. When the person is fired or is unable to work those hours don’t come
back, so the parents are saying that it’s a huge disincentive get to work with such a penalty.
Currently there are people in Kansas who would otherwise be in the coverage gap where they make too much
to qualify for Medicaid and too little for subsidies under the ACA who because of their heath need decide to
stop working or take a job that pays so little that they qualify. Many of those people under those
requirements would now have to take a job that places them back in coverage gap and leaves them unable to
afford their health care correct?
There was a little confusion the other day when we talked about the 36 months as it appeared in the RFP.
That appeared to be a hard cap. I wanted to give you a chance to clarify that.

16. There is a step down provision in 1115 application not discussed. It says if you were on the work requirement
section and you got a job that put you into that eligibility gap where you’re over 34% of poverty, there would
be some kind of supplemental coverage for either Medicaid coverage or private insurance. Some kind of step
down program?
17. Those two programs are complicated and could easily be replaced by the state expanding Medicaid and could
get a better bang for the buck.
18. Might have been some kind of has to transition to health insurance can we discuss that for a little bit I didn’t
understand?
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There are people who have been in this coverage gap because there expenses have mounted so much who
choose to leave jobs, so that they may qualify for Medicaid, so that their health expenses are covered. We are
in essence forcing them back into the coverage gap.
I’m from Wyandotte County. You said there’s about 12000 people who are going to be affected by the work
requirement, is that right? So, with it being 12000 people, have you thought about the possibility of keeping
the work requirement in place so that those people who can work are able to work, but keeping the KanCare
support in, so keeping the work requirement, but not having it phase out in 36 months? Because with the
state of health insurance being what it is, it is challenging sometimes for people in lots of jobs to get health
insurance, and different jobs to provide health insurance. I’m just trying to think about somebody working a
20-hour [per week] job, and trying to get health insurance. I understand the desire of giving some incentive
for people to be active if there’s a possibility for that, but it worries me that it will be removed. So, is there
any thought of keeping the work requirement but keeping that support in place?
I think that was a very reasonable answer but I’m wondering if the state will give a commitment that it will
not be rolling back that one-year eligibility. There are states that are asking for six-month eligibility reviews in
an even shorter amount of time. I’m also wondering about other question: What if no jobs are available?
The gentleman said something about the 779 dollars that maybe a lot of people are living on a month, the
insurance would take a large portion of that. If someone was in that situation, would they have to prove, my
rent is this, I need this much for food, I need this much for utilities and my bills? What comes first? Does their
life come first, or their health? Because what we’re talking about here is life or death situations for many
people. With the price of prescription medications—I take 30 pills a day, and just one of my anti-rejection pills
a month costs over 18000 dollars a month. If I was not to have what I have now, there’s no way. There’s
people now going without their medication. What would that person with that 779 dollars a month be able to
do?
One to the things that was done was a policy decision, residential pay policy. We’re helping people be as
independent as possible so contact if they needed help. They did not have to have 24 hour support. A policy
decision changed all of that, it was a cut to many providers that provided long term services. In the long run
it’s going to limit the independence of person because they will not have the ability to live on their own.
Policy decisions have way of cutting services and reduce the independence of the person.
In small communities were the employment opportunities are limited, the need for job coaching becomes
paramount. My son had a negative experience trying to find the right place where he could be effective happy
and productive. It ultimately failed, part of that was that he could not get the kind of job coaching that would
enable him to be successful. The other thing was that in a small community the number of jobs is very limited.
The idea that everybody is employable is not reality.
If a person is physically or mentally disabled, and cant or not able or your unable to get a job, and SRS cuts
income, and cuts health care insurance, and demands that they get a job or their cut living program, and you
kicks out on the street or whatever what do they do?
How can we work without losing SSI or social security?

Sub-Theme 3: Work Requirement Overall
KDHE received several questions in regard to individuals
obligated to meet the work requirements. The majority
of these questions and comments requested clarification
on the work requirement’s effect on recipients receiving
SSDI and SSI. These participants expressed concern in
areas of dual eligibility, income limits, and the program’s
overall effect on the benefit. Another large area of
concern was the program’s effect on caregivers. Several
commenters questioned the program’s effect on the

State Response

Generally, KanCare members who are able-bodied adults
who are not pregnant or caretakers for dependent
children or household members who have disabilities,
and who are not enrolled in the MediKan program will be
subject to work requirements. In response to public
comments, the State added the following groups to those
that are exempt groups from work requirements:
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waiting list and if the program would be available to
these individuals. Participants wanted to know if
caregivers would be included within the requirement
criteria. There were several questions regarding the
lifetime limit. Many participants also requested
clarification on the program’s eligibility requirements’
impact on the mental health community in particularly
those beneficiaries that do not meet other disability
criteria as well as other chronic conditions. Several
participants needed amplification of the demographics of
the eligibility requirements and exclusion categories.
There were a minority of commenters with questions
concerning use of secondary education programs as job
preparation. There was a question concerning who
determines the eligibility of the work requirements.
Other commenters supported the idea of job coaching.

•
•
•
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Caretakers of KanCare members 65 years and
older who meet criteria specified by the State;
Members on the waiting list for HCBS waiver
programs; and
Members over the age of 65 years.

Members with behavioral health conditions will not be
exempt from work requirements; however, the State may
consider an exceptions process for members who have a
behavioral health condition and who are unable to
maintain employment due to a related behavioral health
diagnosis.
A complete list of groups exempt from work
requirements is available in the KanCare 2.0
demonstration waiver application.
Approximately less than three percent of members must
meet work requirements. Most KanCare members do not
have to meet work requirements, such as members
receiving long-term care, members over the age of 65,
members who have disabilities and are receiving
supplemental security income (SSI), and members who
are enrolled in home- and community-based service
waiver programs, among others. The State will determine
if a member is required to meet KanCare work
requirements when he or she applies for Medicaid or
redetermination.
The State will also offer two programs to support
voluntary work opportunities for KanCare members who
wish to or elect to work. KanCare 2.0 will include
voluntary work opportunities for members in the
MediKan program and members who have disabilities or
behavioral health conditions living and working in the
community. For individuals who have disabilities or
behavioral health conditions and who are living and
working in the community, the State is considering a pilot
program that may include employment support,
independent living skills training, personal assistance, and
transportation.
Regarding MediKan, KanCare offers an additional option
to cease pursuing a disability determination from the
SSA. If a member continues to pursue this determination,
KanCare offers that member 12 months of MediKan
benefits. If the member chooses to cease pursuing the
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disability determination, the member is then eligible for
Medicaid benefits and employment support such as job
skills training for a duration of 18 months. Upon review of
public comments, the State will implement the MediKan
pilot in 2020. The State will enroll MediKan members in a
KanCare MCO.
The State is not considering a pilot program specific to
college or university education at this time. Vocational
and rehabilitation workforce systems will continue to
support voluntary work opportunities for members who
have disabilities and are not subject to work
requirements.
Comments
1. On your list, maybe I’m missing it, SSDI that are not on a waiver? Where are they at on the work requirement?
2. I don’t see waiting list - if a person is on the waiting list, would they have a work requirement, because I don’t
see it as an exclusion on here?
3. Did I hear you correctly that caregivers of older adults will be exempt from work requirements? They’re not
specifically called out as such in the application so I wanted to make sure that was true.
4. People who are on the waiting list, are they subject to the work requirements?
5. We have supported the works supports for persons with disabilities, and the members outside of the work
requirement group. So thank you for that and there seem to be some real positives there. As far as the work
requirement goes, one of the groups that I don’t see listed, and I think it’s just a clerical error, but it should
probably be noted that it says that folks receiving long term care or living institutional care money follows the
person, enrolled in HCBS services, on the waiver but it does not include the people that are in the HCBS wait
list. You should probably get that included. There not specifically listed in the exceptions.
6. Could you give an example of what a person who would fall in the work group requirement would look like?
Some demographics we are having a hard time picturing that. What was the phrase you used on the slide that
was in yellow? Work something as opposed to work requirement? Volunteer and work opportunities what
does that really mean?
7. So a mom with a 10 year old who makes $3000 or $4000 a year, what is the number?
8. That’s determined in clearinghouse? Those folks are researching that? You feeling pretty confident in their
ability to do that?
9. Who it would be in the work requirement program? Needy adults’ single parents or otherwise not disabled,
SSI determinate that have to have kids with the youngest child being over the age of 6 for a household of 3
make less than $4000 a year?
10. That side I might be able to support but it’s the bureaucracy that is more than a little bit abrasive.
11. Am I to understand there is a 36 month lifetime limit on the work requirement category
12. That’s a yes there is a 36 month lifetime cap on that category?
13. Could you go and talk about more detail in the work requirements for those with mental health problems that
are not on disability. How would the state assess being voluntary versus being required?
14. Looking at the list it’s clear, regarding the units that are a part of that because the SED waiver is related to
minors. In terms of adults with mental illness that are not on disability you say that would be voluntary. Are
there instances that it would be mandatory?
15. Do you know the percent of Medicaid recipients today that do not meet those 13 requirements?
16. My son is going to college to work towards his independence. Are you doing a pilot program for secondary
education or are you relying on VR and the services that they provide?
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I’m talking about college, college is job training. You’re talking about work programs another way to get to
work is through college. My son is going to college and using the VR systems right now but they could be
enhanced. What pieces? Structure and services, tutoring, currently Johnson County Community College their
access services are limited for an individual with IDD they are more for an individual with dyslexia. They can’t
provide the level of services. I want to find somewhere here in the state of Kansas that will help individuals
with IDD that can go to college. That have the opportunity to go to college to get that two year degree or four
year degree or whatever so that they can be completely independent. There is nothing here in the state that
can help that. There are a lot of certificate programs popping up throughout the state but there are no degree
programs which we disparately need.
For somebody that’s on an IDD waiver, the work requirements don’t apply to them. But would the services
still be available? So, if someone on the IDD waiver wanted to do a volunteer job, or try something in the
community that would probably need some personal care assistance or some other assistance while on the
job, would that be available under this?
I’ve got a question on number 3, someone with a disability and special mental SSI. I get SSDI and I’m working
out in the community. So, if people with SSI lose their check, how can they get that back and still keep SSDI?
No, SSDI. When people are out working in community, will they get the work requirement?
On that SSDI question, how much can your make out of it?
I have a question regarding Exception #3 also. It limits the exception to people with disabilities who receive
only SSI, but there are people who are dual eligible. Under the Medicaid rules, currently anybody who
receives as little as one dollar per month in SSI is categorically eligible for Medicaid. But they don’t receive
substantially any more than the SSI recipient does. Also regarding currently medically needy individuals who
receive SSDI, who receive more than the SSI limit, are also eligible for Medicaid. Are those individuals going to
be required to work even though they have medical needs? And in fact, one category, well both categories,
have been found to be eligible by disability
That was about waiting list, but I want to clarify. A person on a waiting list is excluded from the work
requirement correct? But a person on the waiting list can get the expanded service coordination that can help
them look for work while they are on waiting for services?
So I want to go through those 12 exemptions one of the exemptions is that someone who has disabilities and
receives SSI, that’s the highest level of disability. Has there been any consideration to anything else that
reflects real world situations? There are people with chronic conditions that have difficulty in working and
other wise meeting the requirements but don’t yet qualify for SSI.
Another category that I need to include in that, people that are caring for seniors, parents and things of that
nature not included. Has there been any thought to including care gives to senior family members? Unpaid
care givers. It would be in a certain scenario, let’s say it’s me and my mother needed care, my children are
over the age of six and I’m not working otherwise the income there’s is met. I have left the work place
because I’m caring for my mother.
I would encourage you to reach out to disease advocacy organizations because of chronic condition issues.
Folks are not to that level.
MediKan I didn’t understand what we are waiving when you can get the job placement supports but you are
waiving your SSI and social security determination? The ceasing of applications for SSI benefit does not have
time attached to it?
Is the care taker medical category primary the 12000? Will the 401,000 folks who follow the exemptions fall
into that category and have to prove they are in that category or only the 12000? So 401,000 will have to
prove they are in that category?
I would like to echo [redacted] comments for older adults to make sure they are recorded. They are exempt
from those work requirements and they may not have children at home and they may be caring for a parent
or grandparent.
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Back to the work requirement, or verification, I guess in the first year those required to work have the
opportunity to be eligible for KanCare and they will get a job. When does the cost start, on the second year?
On the day they get the job? Do they have another full year?
It’s based on when they qualify not when obtain a job?
People that are on the work program. My suggestion is, don’t kick people off when turn 65. It’s an ageist
program. People want to keep working past age 65. There’s no reason why they shouldn’t be able too. I’m
meeting with a consumer tomorrow that got kicked off, she would still be working if she could. It made a big
difference in her life. It sent the message that people of a certain age aren’t worthy of contributing. If people
want to stay on the work program why not?
The 36-month cap is a lifetime cap, correct?
To clarify, you get to be on that and one year of transition?
I’d like a point of clarification work requirement issue that came up earlier. I would hate to come to a meeting
like this and not go home with some clarity on this point. I’m looking at the waiver here, “the following table
providers and overview of a new employee’s maxim length of KanCare coverage they can receive based on
proof of work”, 36 months, just to be clear this is 36 months life time for people who meet the work
requirements.
I'm going to be the caretaker for my sister-in-law who is disabled once my father-in-law passes away. And I
just want – I have a question about the workforce, you said that there are some requirements she is going to
– is this a requirement that she must have some type of work because I don't think that she never had to
work, she never work before and I don't know if she is like, like something is going to be her choice to go into
like on a job training or seeing what her skill level is?

Sub-Theme 4: General
KDHE received several comments related to the theme in
this section but where not related to any identified subthemes. Most of the comments regarded the work
requirement’s impact on other working programs
presently implemented by the State. Comments and
questions concerned the program’s impact on Vocational
Rehabilitation, Working Healthy, and WORK programs.
Most questions needed explanation on the work
requirement’s effect on the requirements of these
various programs. A few questions requested clarification
regarding the MediKan program and its services. Other
commenters requested explanations on provider
payments tied to consumer employment. A few
commenters requested clarification on the federal
poverty level. There was one question regarding
Medicaid expansion, and one asking if the current
administration in Washington D.C. was going to allow the
continuation of Medicaid. There was one comment
concerning job coaching and a single comment
concerning self-determination or person-centered care. A
few commenters took issue with the use of the term
able-bodied, citing that people with disabilities can still
work in various ways although they may not be
considered abled-bodied.

State Response

KanCare work requirements are similar to the TANF
program requirements, which varies work requirements
based on a person’s life situation.
Individuals that must meet work requirements can also
meet these requirements by pursuing vocational
education, performing activities that include Adult Basic
Education or other courses, or through secondary school
attendance. At this time, the State is not offering funding
for education.
Employment preparation services include job search, jobreadiness activities, job-retention activities, education,
job-skills training, case management, supervised
community service and work experience.
The State will offer two programs to support voluntary
work opportunities for KanCare members who wish to or
elect to work. KanCare 2.0 will include voluntary work
opportunities for members in the MediKan program and
members who have disabilities or behavioral health
conditions living and working in the community. For
individuals who have disabilities or behavioral health
conditions and who are living and working in the
community, the State is considering will implement a
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pilot program that will include employment support,
independent living skills training, personal assistance, and
transportation.
Vocational and rehabilitation workforce systems will
continue to support voluntary work opportunities for
members who have disabilities and are not subject to
work requirements.
No changes were made as a result of these comments.
Comments
1. If a person with disabilities of any kind does want to work, is this only with the WORK program they would be
working or would they still work with Voc Rehab?
2. MediKan is for one year. Is the proposal for this one the same time frame?
3. Regarding the working healthy program, will the requirements for work change under KanCare 2.0? What are
the requirements right now, do you know?
4. You said that is a different set of services that would be held. What are the differences?
5. I think you mentioned it, but would you be coordinating with the workforce system and VR?
6. Would the Working Healthy program be one of those programs you talked about or how would that work?
7. With that work opportunity, there has been in the past some discussion of withholding payments from IDD
providers that’s tied to work, if the member would go to work or not. Are our payments going to be tied to
whether they are community employed?
8. Do you include childcare in this work requirement for parents? Funding for education?
9. In addition the state currently has the Vocational Rehabilitation system VR, and one for the difficulties we
have with that is getting any type of contacts from them in getting assistance in getting jobs. What we would
like to know is will we be pushing VR as well?
10. My comment is to the able-bodied work requirements. A person who has a disability might be able to
function and work with tech assisted devises. I have a problem with able-bodied, just leave that word out.
11. All the work support programs I’ve been clear that we support anything too particularly that supports the
HCBS programs. We’ve talked about Voc Rehab and its problems a little bit but all of my members support
integrated work and I think it’s awesome.
12. So most of the folks I work with are not a fan of the work requirements even if they are not a part of it. They
have made the point that they don’t like to be separated out at all. So we don’t want there to be a work
requirement we just want to quit talking about it because we don’t like to be separated out. Anything that
separates out people with disabilities they are not a fan of.
13. My son had the same situation at VR that his son did. My son was in Overland Park so it’s not a rural problem.
He was determined to be unemployable there was no permanent job coach available. He goes to day service
all day now.
14. Work requirements have never been allowed in the 50 years of Medicaid. We’re going straight to Federal
court on this. How much state money is Kansas going to devote to fighting this in court?
15. When talking about income requirement you keep saying 38% of poverty level you mean above or below?
16. Have you priced insurance? How are you supposed to pay for health insurance out of 779 a month?
17. So we also provide individual living counseling related to working healthy work. Would the same guideline
rule apply?
18. So in terms of highest member independence. A couple of themes in the application, you site 42CFR441,
that’s actually defines person centered under the federal regulation, it’s sighted in there that you’ll comply
with that I don’t know which rule. That’s a real good definition, it says the individual will direct and control his
or her services to the maximum extent possible. In the application it says the people will be encouraged to
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participate. It’s a world of difference between being encouraged to participate and controlling and managing
to the maximum extent as cited in 42CFR441. A little clean up there would be helpful in terms of being
consistent. Second thing that I noticed in the application you talk about some good stuff but you completely
leave out our state laws from 80s that give people the right to directly and control and manage their serves.
We are the only state to have those kinds of laws on the books still. I point that out because self-direction has
been dropping. Here is the thing, I think in terms of taking steps , its reasonable step to take control over your
services, and help manage your services, before you say, “I’m gonna control my whole life and get a job, and
leap off the public benefit highway into the private nirvana.” So it seems like one would be a good precursor
to the other. We need to make sure and focus on those very basic things in being person centered and
remember that we had self-direction laws that included those aspects well before person centered was ever
cool. I just though it should to be in there as something we should focus on too and I had not seen it in the
application which I thought was a pretty big oversight
Does the work requirement make more sense than if you expand Medicaid?
Want to say the whole thing about working, the able-bodied and disabled. The term is insulting. It’s been said
those who appear able-bodied may have disabilities. Some people that appear to be disabled won’t qualify
because what you’re calling disabled are those who qualify for a waiver and able bodied is everybody else.
The disabled, I’m not sure that it helps a lot. The second thing I want to say Is this, if in our state there is an
expectation that working aged people ought to work, I think that’s a great philosophical statement. It ought
to be said that way, then we need to support people to get that done. But saying that we want people with
disabilities to work but not all of you have to work seems not really consistent. It doesn’t send the strongest
message. What we need are proper service and supports and imagination to make that happen. That ought to
be the statement of philosophy and not you’re labeled this. People with disabilities can work just like
everybody else and what we need are supports.
You have to understand what it boils down to for many people, it literally is life or death. Without antirejection meds, without people who can get their chemo paid for, whatever it might be, it literally is life or
death for many people. I just hope that’s all taken into consideration. Thank you.
A second point is that I’m an advocate for people receiving adequate medical care. But I’m concerned, with
the administration we have now, both in Washington and at the state level. These are all wonderful plans and
they sound great. But is this set-in stone? Are we really going to have this? Are we going to have a
continuation of Medicaid? Because when I’m on Twitter, I always put #savetheACA, #savemycare. If it was not
for the Affordable Care Act, I would not be sitting here today. I’m very dependent upon my medical care. I just
want to know if this is something that is really going to be there within two years, or if because the
Administration is what it is at this point, are we sure about these things that you’re telling us we’re going to
be able to get, and have provided for?
Is there anything in 2.0 doing anything toward transitioning individuals from sheltered workshops to
integrated employment?
I was wondering forget work, I can’t work I was wondering could someone her give me a list of places where I
could volunteer? I know Sunshine Connection has some but they are only open two days a week. I need
something to do to get out of the rotten prison I live in, to give me something to do to keep me out of trouble.
I don’t work but I’d like to get out of the rotten place I live at and give me something to do during the day,
where I’m not stuck in a prison for the mentally ill all day.
Well, my question is I got in on this meeting late. So I didn't get to hear totally what the employment pilot or
the appointment programs were going to be. Is there – are they on your website or anything?
I’ve said with my doctor quite a few times, I am 73 and he's not approving me to work, but I just want to visit
anyway I could work…I just – I like to do something in return for society, but my doctor says I'm retired.
One of the situations I had was I wanted to participate in the (Serve) program which I know is a job training
opportunity. I'm currently on Working Healthy WORKs program. However, I had to make a choice either to
stay on work or give that all up and take the (Serve) program. Is there any other – any way around that now?
I was meaning to ask about Working Healthy. Is it still going to be – is it affected at all by this 2.0 KanCare?
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30. I had a question on the Working Healthy people – will they get the community service coordination?

Theme 3: Improve Performance and Quality for Better Care

There were not as many comments in this theme area as in the previous two. This theme generated two sub-theme
categories, those include: changes to incentive programs and dental services. Additional comments not in one of
these sub-themes are listed in the general section.

Sub-Theme 1: Changes to Incentive Programs
An emerging sub-theme centered on the changes made
to incentive programs. Most questions regarded
oversight of the various programs and metrics. Some
wanted to know how value based purchasing would be
implemented, how it would be measured, and if those
measurements would be tailored for each individual
provider category. Other commenters requested
clarification on how payment was going to be made, the
MCO’s role, the State’s role in developing incentives, and
if participation in quality incentives will be required for
providers.

State Response

The State will require KanCare 2.0 MCOs to implement to
implement innovative provider payment and/or
innovative delivery system design strategies that
incorporate performance and quality initiatives in service
delivery models. The State seeks to promote the goals of
helping Kansans achieve healthier, more independent
lives by providing services and connecting to supports for
social determinants of health and independence in
addition to traditional Medicaid benefits.
As part of their response to the KanCare 2.0 RFP, MCOs
will submit proposals for value-based models for the
State to review and approve prior to implementation. The
State will evaluate each proposal and reserves the right
to modify the proposed metrics and reporting
requirements described in the framework to develop
standardized reporting across MCOs for similar
arrangements. To promote effective implementation of
these strategies and reduce provider administrative
challenges, the State may select a proposal(s) to be
standardized across KanCare 2.0 MCOs. Please see
Section 5.7 of the KanCare 2.0 RFP for more details on
the framework for MCO value-based models.
The State will consider the questions and concerns raised
under this sub-theme in reviewing and approving MCO
proposals for value-based models.
No changes were made as a result of this comment.

Comments
1. Do the incentives that MCO’s come up with have to be part of their application or proposal for the RFP, and
then the state will determine what incentives they can use?
2. Will quality incentive programs be a requirement for providers to participate in? We normally focus on three
to four quality measures every year, and when we have different payers saying to focus on these measures
that don’t align with our current outcome measures we can participate, but we won’t be successful. Are you
also working with MCOs on tailoring for certain groups of providers? One program is not going to fit all.
3. How will value based purchasing be implemented? Negotiated individually with providers, or applied broadly
to all?
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Value Based Purchasing. When these models are implemented by MCOs, will they be negotiated with
individual providers or will that be applied broadly across all providers?
On the rewards for providers who gives those rewards who pays those the MCO’s?
I’m curious about the pay for performance and long term services. I understand it from a medical provider’s
perspective. I’m a little confused as to how a MCO will pay a provider for going over and above long term
services? It seems like the service provider are being pushed aside a little bit, you know, “we won’t judge
what’s good and what’s not” to me it doesn’t jell.
In KanCare the MCOs are granted the opportunity to provide value based purchase rates with providers. I
don’t know anybody that has happened to. I can’t think of one. So what’s going to be done in KanCare 2.0 to
show that value based purchase. Is there of anything being done to ensure that happens?
As I mentioned at the Pittsburg meeting I want more transparency around the uncompensated care pools and
the comments you’re making about adding additional dollars for the safety net programs. We need to know
what that is because that is a Tax on hospitals. As far as the value based purchasing I would request that you
use the expertise of those of us in the field who are already doing value based purchasing. You’re are talking
about reducing administrative burden. In some cases this will add administrative burden. Just engage us we
are willing to sit down and talk to you.
What are you looking at for metrics for pay for performance or quality outcomes in IDD? With KanCare 1.0
the state said it was all figured out. We are helping people live. We are not doing the medical side. It’s not as
quantifiable as far as how many days in the hospital.
You listed that value based models and purchasing strategies including MCO provider level initiates. My
daughter is a recipient of day services and residential services. With the challenges I think every provider
finding staff that is qualified because the rates of reimbursement are low. My concern is not forcing providers
to have more paperwork but for the state of Kansas to embrace those people and support them rather that
creating more paperwork and more responsibilities for them above and beyond all the care they provide our
loved ones.
I work at the Wyandotte County Health Department, and we are very interested the health of the
populations. I’m wondering, with the value-based care that you guys are thinking of, we have a similar
concern in making the populations as a whole healthier. At least for me, that’s a very exciting movement of
the healthcare system in general—to move from fee-per service. Have you thought about any partnerships
with any MCOs in any other organizations in the community?

Sub-Theme 2: Dental Services
One sub-theme that emerged in this area was dental
services. The majority of commenters expressed the need
for expanded dental services including fillings, partials,
restorative care, tele-dental, sedation, and providing
dental in facilities. Many cited the preventative health
nature of dental services and expressed its addition to
value added services. Others requested that rates be
adjusted to attract providers. One commenter requested
more attention to expanding rural networks.

State Response

The State appreciates these comments and encourages
KanCare 2.0 MCOs to propose “value-added benefits”
under Section 5.3.2 of the KanCare 2.0 RFP to promote
healthy lifestyles and improved health outcomes. The
KanCare 2.0 RFP encourages MCOs to consider including
adult dental exams and cleanings as a value-added
benefit.
In addition to meeting KanCare 2.0 provider network
adequacy requirements, MCOs must also submit valuebased models and purchasing strategies that expand the
use and effectiveness of telehealth strategies to enhance
access to services for rural areas as part of the KanCare
2.0 RFP.
No changes were made as a result of this comment.
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Comments
1. KanCare 2.0 should include the current value-added preventive dental benefit for adults.
2. A basic set of dental services need to be covered for all adults, including diagnostic and periodontal services,
medications, tele dental services, and minor restorative services. The Kansas Dental Association, Kanas
Association for the Medically Underserved, and Oral Health Kansas will share a list of the codes we believe
need to be covered.
3. In order to ensure adults are able to make use of these services, the rates paid for KanCare dental services
need to be addressed. The rates for restorative and other services have not been adjusted since the 1990s,
and the low reimbursement rates are leading to a shrinking dental provider network.
4. Dental currently pays for extractions and does not pay for fillings on adults.
5. Dental does not pay for partials or dentures on adults.
6. Dental services is a preverbal problem when it comes to Medicaid, because dentist do not want to participate.
What expectations or requirements have been asked of participating MCOs to build dental networks
especially in rural areas?
7. You talked about value added benefit, my daughter none of those value added benefits, she’s doesn’t smoke
we pay for dental care. Are you paying for, in the capitated rate, are our paying value added benefits for every
person and then is the MCO able to take that money that you’re not using and call that profit?
8. I’m talking about the New 2.0 expanding services to recipients in facilities. What about dental services in the
facility? Are dental and eye glasses not important? I have a form from the social security department in the
facility. I’m not sure how it works who do I talk to after the meeting?
9. We believe that KanCare 2.0 should include the value added dental benefit for adults as well as a basic set of
dental services that need to be covered for all adults including diagnostic, tele-dental paradostic, and minor
restorative services. The Kansas Dental Association, the Kansas Association of the Medically Underserved, and
Oral Health Kansas will share a list of the codes that we believe need to be covered. In order to that adults are
able to make use of the services, the rates paid for KanCare dental services needs to be addressed. The rates
for restorative and other services have not been addressed since the 1990s and the low reimbursement rates
are leading to shrinking provider networks.
10. Them not providing dental. Does that fall under this? Dental is so important. I almost didn’t qualify for my
double transplant because I had some teeth issues. I’ve been disabled for many years now, and when you’re
on Medicare and Medicaid, they do not provide dental services. That is a definite hardship that I would like to
see someone do something about. It’s devastating. I could get an infection that could end my life, simply
because I did not have any type of dental coverage.
11. I would like to pair with what this lady said about dental, because if you think about it, the youth are covered
in a way, with school, or whatever. But the elderly, this is one of the reasons costs are so high. Let’s say you
have somebody who enters a program, and they’re not taking care of their teeth, so they get bacteria. The
next thing you know, it goes into their body and they have all kinds of health issues. So, you can propose the
problem, but how do you solve it? One of the solutions, I would say, would be to work with some of the
colleges and universities, and have them be proactive and go into the nursing homes.
12. There’s an ever-growing body of research that clearly indicates that diseases in the mouth can either cause or
complicate other diseases in the rest of the body. So, I urge you to look at moving it [adult dental benefits]
from the category value-added benefit to part of the basic fundamental contract.
13. I think the whole thing about dental providers is important, but when you take one step further and you have
kiddos with that have complicated health and developmental needs, you also need a dental provider that can
do sedation, and that’s nearly impossible to find in our state. I know when KanCare started there was the first
year where the IDD population wasn’t part of KanCare, and I look back now as a parent who wasn’t involved
in the beginning. I should have been on the bandwagon, because what I’m experiencing is that the IDD
population and people who have more chronic or different needs, there are special considerations. You’re not
looking at rehabilitative type of things, you’re looking at habilitative type issues. There’s a lot of issues, dental
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is one. There might be increased dental providers, but if they’re none that do sedation dentistry then we
really haven’t moved the needle for people with IDD that need that kind of help.
14. Back to dental, my niece she is on Coventry they will pay for extractions but not fillings. That’s ludicrous. It’s
because she is an adult, she’s 27 going on 28 but she is mentally disabled. Can you work on that and change
that? I’m asking for a filling not a crown.
15. They don’t pay for partials or dentures on adults. You might want to address that too. There’s a lot of people
who need that.
16. Dental disease interacts with the body’s system that can trigger strokes, heart disease, lung disease, inability
to regulate insulin for people who have diabetes. Also trigger pre-term labor. All these diseases are expensive
to treat, costing far more than regular dental care for people enrolled in KanCare.

Sub-Theme: General
General comments in this sub-theme surrounded the
oversight of MCOs. Most commenters wanted to know
what oversight would be applied to MCOs to ensure
incentives were being applied, and what consequences
would be prepared for the MCOs should they not meet
the standards. Other comments expressed concern about
uncompensated care in hospitals and home health
agencies. One comment expressed interest in partnering
with other agencies such as schools and building a
national database for research. One commenter
requested clarification on services not covered in
Medicaid that the MCOs would still be required to cover.

State Response

The State appreciates these comments. The State uses a
monitoring and oversight process to confirm that
KanCare MCOs are meeting contractual and performance
requirements. The State will continue to improve these
processes for KanCare 2.0 using strategies such as
performance measures, performance improvement
projects, compliance reviews, member surveys, and
quality assurance reporting from MCOs. In the event
MCOs do not meet the State’s standards, the State may
impose liquidated damages and sanctions, as
appropriate.
Regarding the Uncompensated Care (UC) pool, the UC
Pool currently consists of two sub-pools, the Health Care
Access Improvement Program (HCAIP) Pool and the Large
Public Teaching Hospital/Border City Children’s Hospital
(LPTH/BCCH) Pool. Under KanCare 2.0, the State plans to
maintain the HCAIP Pool for the five-year KanCare 2.0
demonstration period. The State proposes to increase the
size of the Pool by $20 million each year, for a total of
$61 million annually. The increase in the Pool amount will
allow critical access hospitals to participate in the Pool
and help defray their uncompensated care costs. In the
version of the waiver renewal application posted for
public comment, the State proposed to combine the
LPTH/BCCH Pool funds into the Delivery System Reform
Incentive Payment (DSRIP) program for DY 7 and DY 8.
The State no longer proposes to combine the LPTH/BCCH
Pool into DSRIP and instead proposes to maintain the
LPTH/BCCH Pool for the five-year demonstration period.
These changes are subject to CMS approval.

Comments
1. You were just talking about the extra services that the MCOs must provide that Medicaid doesn’t cover. So,
what does that mean in cost to the patient or member?
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When we look at the uncompensated care pool, it didn’t look like it included all call hospitals currently. It
looked like it was making a distinction there. What is being planned or discussion on distribution of funds?
Thinking back to the homes health process, is there quality data that providers need to collect and report into
MCOs? Do you know what any of that might look like in the future?
Are there going to be more conversations in 2018 about what these different measures look like? Is that going
to be meetings, or what will we see? Any kind of phone calls or anything to keep everyone on same page?
Looking at the compliance review of the MCOS, sometimes that can be rather nebulous. Is there going to be
any statistics developed to validate that based on their performance?
Performance and quality improvement for better care. Recommend partnering with schools to provide
services. Dental, focus on dental hygiene. Put data into a national or international database for research and
development. Why does big pharma cost so much?
Why don’t we suspend eligibility vs revoke, and I guess that now we have to have a fast track back in for folks
coming out of prison and state hospitals, other states do it. I don’t know why don’t we do it?
I understand that there will be performance standards for MCOs providing specific things that the consumers
need. Will there also be a smack on the hand if they don’t provide them? There is a need for example nursing
in Johnson County we are having challenges on some of the waivers getting adequate nursing. The MCOs say
they are trying to get more nursing more money in order to get that provided. Is there going to be an
incentivized thing in the benefit to get the consumers hours and things met? If they don’t get them met after
they have been determined that they need to be met in order for them to be well if they stay well and cost
the state less money , They pay a little bit more now and less money being spent in the long run. Is the
anything like that in the current 1.0. Is that going be ongoing?
I have a son on IDD waiver he is seen by about 14 clinics, he is medically complex and has Autism, anxiety
disorder, I’ve been advocating for a long time for in home nursing and started almost 2 years ago. It took
almost 2 years in January. We’ve received almost 5 weeks of nursing over that time. You see you talk about
accountability with the MCO to provide service, how does that touch on nursing in Kansas when the
reimbursement rate is so low when compared to Missouri. I’ve been work on trying to get in home care. I
read all of these statements about social determinates of independence and health. That’s largely related to a
lot of these kids that have autism, and huge behavior challenges when we can’t even get in home behavior
support. Again I’ve been advocating for years to get this in home support only to find out that there is one or
two providers that will contract with our MCO now suffer from reimbursement issues. So I’ve been seeking
out other agencies on my own and paying out of pocket for that. Which is a huge cost and huge financial
strain for our family. I’m curious as to what accountability measures are going to be in place, I hear a lot of
brainstorming going on with the MCO, but there is never an answer and never a solution and there is no
service.
First question, I hear the phrase hold MCOs accountable, but I don’t really know what that means. Will part of
the new contracts be to have some actual reformative measures? Because let’s face it, money is usually
where you hold people accountable. So, will there be something that people aren’t meeting designated
outcomes, will there be some way the state can have some teeth to those words? Some of those
performance measures, who is writing those or orchestrating those? Is it the state with the MCOs, or is there
stakeholder input about what really matter to the health and wellbeing of our families or the people we care
for? Who gives input to what those should be? How is it determined what data measure you would use to
track those? How is it determined what data measures you would use to track those? Do the MCOs determine
that?
I would like to know what protection will be put in place to ensure that when an individual is assessed for
services that MCOs supply those services. I have an individual this week that has been assessed 3 times and
never received services. This person is both [functionally eligible and financially eligible]. They're not going to
get well, IDD disability that is lifelong. Your told use you had the answers four years ago.
One thing I wanted to mention is we'd received reports that tell us what services are being provided from the
MCO. And I have to say those reports are pretty much useless in terms of helping either the MCO or the state
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be eternal whether or not the services are being provided. And, you know, it says on a report that we are
supposed to let you know if we see anything that isn't correct so that we can help prevent fraud... While the
reports that I get are basically a waste of paper, I get them in English, I get them in Spanish. You know, I
haven't been able to request anything electronically or in more detail so that I can compare the services and
we happen to get a lot of services at this point, whether those services are being provided or not…So, I don't
know if part of your request or proposal that these MCOs, is it they provide more meaningful reports to their
consumers so that we can help them, you know, especially in HCBS where we have people coming in the
home and we can actually look at the report or meaningful report and say, yes, they were here, they weren't
here or they were year now and a half, that they build for two, for example…So, I don't know if that's
something that you can work on because I think it would be, you know, we want to – we appreciate what the
government is doing for us and want to make sure that it's not being wasted. The money is not being wasted
because if it is, then we're not going to get the services…The other thing is – yes, and if you wanted me to
help you, I'm a CPA. I'd be happy to help you with those. You know, we work on auditing thing so… I know you
got a lot of great people in the state that are working there and they can look at this but I would be happy to
show you what I'm talking about.

Theme 4: Improve State Medicaid Effectiveness and Efficiency

Clear sub-themes in this area include clearinghouse, credentialing, standardization and streamlining, and data.
Additional comments not in one of these sub-themes are listed in the general section. Additional comments not in
one of these sub-themes are listed in the general section.

State Response

Sub-Theme 1: Clearinghouse
In the first sub-theme commenters expressed concerns
about the clearinghouse. Most concerns supported the
need for oversight. The majority of commenters voiced
dissatisfaction with the clearinghouse and its practices.
Many commenters reported that the clearinghouse took
too long to review eligibility or return communications.
Others reported lost paperwork including applications,
forms, and powers of attorney. Many of these
commenters interjected that powers of attorney were
especially difficult to get processed given the nature of
the disabilities of their charges. Some commenters cited
training as a possible solution. Many commenters
expressed further dissatisfaction over the phone system
the clearinghouse employs. Commenters report wait
times are long, and suggest that the clearinghouse
employ local personnel to speak to them. Some
commenters questioned if the KMMS system would help
to improve the clearinghouse.

The State continues to work to make the Clearinghouse
better and have put many fixes in place, including:
•

•

•

•

Process Improvements
o Added extra training and training tools
o Working to change the way we answer
people’s questions
o Telling our staff to call people when we
need more information
Responsibility
o Making sure we know who is working on
what
o Making sure people with the right
experience are working on the right cases
o Developing new reports that tell us how
well our staff are working
Overtime
o Made our staff work overtime
o Have longer hours when the
Clearinghouse is open
Nursing Facilities
o Continued our Nursing Facility Liaison
Program to serve more Nursing Facilities
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Made new training videos and other
guides to help answer questions that
Nursing Facilities ask a lot

Eventually, the Kansas Modular Medicaid System (KMMS)
will be able to report certain performance measures of
the Clearinghouse, which will help the State monitor how
well the Clearinghouse is doing.
No changes were made as a result of this comment.
Comments
1. My point of view is different. My experience with KanCare is through constituents who call me to get aid
working through KanCare. My opinion of KanCare at this point is that it is a broken system, and my heart
really goes out for constituents who call me and tell me of the things they are struggling with. Two years ago
with somebody called me I could get on the phone and we could get things worked out about in a week. This
last year it’s taken 2-3 weeks, and sometimes I have to call again just to remind them.
2. Does that mean I will get less calls from constituents about service? They call and there has been many cases
of lost paperwork, have to refile same paperwork two or three times. Will they be able to talk to the same
person twice when they call? They have to give the same story to multiple people, which drags out, and then
they’ll get notices about information they have to turn in by certain deadlines, which they’ve already
submitted, and when they get the deadline they find out the clock has been running for a few weeks.
3. Concerning clearinghouse issues, as a provider dealing with primarily guardians or parents, we get calls quite
often about any problems that happen, and sometimes clients want us to help work with clearinghouse.
There is a form that allows the clearinghouse to talk to us, but it’s very confusing as to which form it is, and if
you fill it out wrong you have to do it again. When you’re looking at streamlining that would be something to
consider, because when we get the call we get the panic and the grief, and we’re trying to facilitate the best
we can.
4. Standardization efficiencies. Dr. Mosier mentioned KMMS, sounded wonderful, across systems will any of the
capability help with the clearinghouse?
5. In terms of claims processing you mentioned KMMS analytics. Is that going to cross over into the
clearinghouse with all of the challenges we’ve faced over years? Is it all tied together?
6. The issues of lost applications, forms, and renewals get lost in clearinghouse for IDD. Are you working on any
improvements within the clearinghouse for folks other than nursing facilities?
7. The issue we’ve had is the people trying to apply. They get their own paperwork from facilities and then are
on their own to figure out how to fill it out. I’ve been doing that for a member of my own family. We’ve had
numerous examples of not knowing how to fill out the report, and there’s not really help there. If report gets
kicked back you have to start over and we may not know what the issues are. We just know it wasn’t
accepted. I tried to work with the Ombudsman’s office and basically scheduled an appointment to come to
Wichita then when I got here no one was here, and no one knew I was there for me nor knew about my
appointment. So I spent an hour on the way up and an hour on the way back and talked to no one.
Fortunately, there was an individual that used to work for SRS I could talk to in my home town to give me
some guidance on this, but I think guidance on how to fill out paperwork would really be helpful. I’ve looked
at the support online and there are always certain things that you need for answers. If someone is getting
partial veteran benefits but is doesn’t seem to be a real good method of calling people for help. There needs
to be a better system, and I hope they work on helping people with those forms.
8. We have been working with other individuals in the application process. Is there an attempt being made for
the clearinghouse to speed up processing? We’ve had examples of 3, 4, 5 weeks of no information at all, with
people being told they didn’t get the form, yet it was sent in with registered mail and was signed for. Are
there any efforts to make it a more responsive system?
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Also with the clearinghouse, changes in a member’s status, when you have a parent who retires and gets
Medicare retirement benefits the adult child gets a different funding amount, and sometimes it’s more than
SSI and they will be off the waiver. It causes panic, and seems like it should be a training issue for
clearinghouse staff, I don’t believe kicking someone off a waiver due to retirement of parents what the
services are supposed to do.
When local area offices were taking the applications, there were quirks, issues and problems, but you had a
more helpful, personal experience in resolving concerns. The information of the clearinghouse has been, I
feel, very detrimental to the vulnerable citizens of our state. It’s not enough to have “initiatives;” it needs
fixed. There has to be a better plan in place. This affects all areas of care for our consumers. The citizens of
our state deserve better.
To help KanCare 2.0 have a higher chance of success, the concerning issues with the clearinghouse must be
resolved.
Given our track record on the clearinghouse – once people are identified as not having to be, are they going
to have to re-do that? Is that going to be an annually, if you’re one of the exceptions?
We are also a provider for meal services for some of the waivers. Some of the things we experience, is that it
seems like the notification of ineligibility doesn’t come down to the provider level the way it used to. In fact,
in the old TCM days, if someone’s Medicaid eligibility came up for renewal or if that person needed help with
their paperwork, DCF at that time would notify the targeted case manager plus that person that those papers
were going to be due. That way we could make sure that eligibility wasn’t lost, because a lot of them could
not do the paperwork completion on their own or maybe didn’t have family supports that helped them. And
also, providers weren’t calling us saying, “Hey, why didn’t I get paid this month? You know, there’s something
wrong”. And then we would spend a lot of time fixing that. Just recently, back here in August, we had people
who had lost eligibility August 1st; however, we didn’t know until mid-September when we were denied
payment because they weren’t eligible any longer. So, we had a month and a half of meal service for a
handful of people we weren’t going to get paid for. When we called the care coordinator, they didn’t know
that person wasn’t eligible and hadn’t been eligible since August. Now whether or not that particular MCO,
things weren’t happening like they’re supposed to happen - it happens with more than just one. I don’t know
if that’s something moving forward, there can be some improvements just to make sure that people aren’t
losing eligibility or that the people that need to be notified can be so that they don’t have problems like that
happening. Because that takes up a huge amount of administrative time for everybody to get those kinds of
things fixed and sometimes we end up eating services and to me, that’s not okay as a service provider.
The other thing is that we still keep hearing that people need in-person assistance. Calling the clearinghouse,
it takes a really long-time to get through. When we give people that phone number, right away they say, “Am
I going to get that answering service again? I was already on that for 20 minutes today and I didn’t get
anybody”. “Well that is the current process and that’s the number that you need to call”. So if we could
increase in-person assistance in the community for those people who need it, not everybody needs it, but
there are quite of people who need who do need that type of in person help that we used to have with their
Medicaid applications, their benefits, or to change their MCO.
Right now we have a person who had an annual review and they needed a few things, so we sent on. It’s been
sitting in the clearinghouse for 2 1/2 months. The person is not eligible and when I call every week they say,
“Yeah, we have everything we need, we just need an eligibility specialist to sign off on it.” So, the poor person
is hanging limbo.
State intra application process. If a person is approved an on Medicaid in one state they can transfer to/from
other states seamlessly.
I cannot add attachments after online submission of application and no remarks section on KanCare website.
You had said that KanCare 2.0 begins January first. My daughter is on the plan and her renewal came up in
November, we sent that in and it’s been taken care of. Do we need to another renewal in January for KanCare
2.0, or where do we go from here?
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Other than the new program are you going to help us with the clearinghouse? It’s a mess we all know it is,
you can get in. we have to go through all of this rigga-ma-roll to talk to Russel. I used to be able to pick up that
phone and say Russel I have a problem. Now it takes 2 weeks I have to get the parents to lease sign a lease, I
have to go back and talk to someone at the clearinghouse, then no one answers or sends you to someone
else. How are you going to fix that?
Why did you move it? Why didn’t you keep it where it was? It was easier back in the old days.
On the clearinghouse a suggestion would be some sort of a response. I’m and sending information asking for
them to fix stuff, and I don’t get anything back. It becomes a waiting game until I go back the next week and
it’s still a problem. Just any kind of feedback
I just wanted to say about the clearinghouse if we had someone that was local that we could talk to, to see
faced to face or get on the telephone. That would help a lot.
What is the state doing about the eligibility turnaround time on a patient? We cannot serve the person
because the state hasn’t determined if they are eligible.
One of the things we haven’t mentioned are the issues with eligibility and the clearinghouse. I understand
that we are talking about something different right now but just looking around the room I think we are all
experiencing issues getting folks eligible specifically with Frail and Elderly populations. I think we still struggle
with people with disabilities I think as a state that we have to look at the simple fact that many of these things
are low tech conversations. We have to get back to having a real person that works for the state someone sit
down and talk to a person and help them get through the system. We have created multiple levels of
bureaucracy. I think we could have clean applications, be proactive and not reactive. People in this room
know the community resources I think that we have to have a realization that there is some value in the fact
that Stacy knows what’s going on in Harvey County. Why are we hiring someone to work out of the office in
Olathe to call Stacy and ask what are the resources in your area for persistently mentally ill persons. Instead
of finding ways to disenfranchise local providers. I hope that we can have an honest conversation about how
to use their expertise and their experience. You can say that you are have a work program, but Lesley can tell
you who is hiring people with a disability.
You were talking about accountability, for the MCOs. We’re kind of new to this pathway for dealing with
Medicaid. I received an application my son had urgent medical needs a year ago, I received an application for
KanCare. On the bottom there was an 800 number. This was a simplistic voluminous application it wanted all
sorts of information about everyone in the household where my son was. So like your application says I called
the KanCare clearinghouse. I received incorrect information that delayed the application two months. Then
continued frustration for the next 6 to 7 months before he was given the benefits. Now the Medicaid won’t
cover enough time span of the application. If we would have gotten the application in December it would
have covered three months prior to that. His application was delayed because of the incorrect information
from the clearinghouse. When this application went in it went in with an urgent medical need, we made them
aware multiple times that it was urgent and the application needed to be back dated to the date that they
received it. We’ve filed appeals, all of that. My understanding the people we received the incorrect
information from are not accountable. What do you do with something like that? Because my son is 21 he is
looking at more than $68000 in medical bills.
You talk about tracking the MCOs, making sure they are doing everything correctly. Are you looking at
clearinghouses? In the FMS world I get 5 or 6 people ineligible because they get mail sent to an address they
have never lived at, or haven’t lived there in 12 years. They become ineligible they know they have faxed the
stuff in. They have to send it repeatedly, they won’t talk to guardians because they say there is no
guardianship paperwork but it’s there. This person had same guardian for 15 years. Are we looking at their
outcomes?
I want to reiterate in terms of the clearinghouse, again with the application was completely silent on that as
well. You’re looking at performance and I think that is a key piece. You should make sure you including,
weather its back log, looking at that turnaround, coding errors and then, for all the different work groups,
provider networks, and individuals. People repeatedly fax things in, the same things over and over to the
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clearinghouse. Obviously it’s very frustrating for them but it also effects performance. I think that is a very
important thing to look at if you’re evaluating how well it’s working.
I want to talk about the clearinghouse. So to help you fix the problem, where is the best place to report the
problems we are having to the ombudsman? I can tell you all kinds of systemic problems we have.
I tried to talk to people at the clearinghouse twice and they hung up on me because I did not have a power of
attorney on file with the KanCare people. We faxed them one and for some reason the fax got lost. We don’t
have a fax machine and have to use the local library in Counsel Grove Kansas. S when they see that they
automatically delete them as a bogus fax coming from somebody else.
Last year I had an important issue on my mom’s power of attorney, and she’s on Medicaid, and I kept sending
faxes, writing letters, trying to call, got no response. I finally filed an appeal, and we had a phone conference
appeal before the judge, and so I got attention; got the matter resolved. As of last December, I’ve got a similar
issue. I’ve sent several faxes pleading. I’ve said in the letter, ‘Please respond, I’m worried about this; we need
to get this resolved.’ When I sent in my mom’s April report it was 18 pages, and I put a personal letter at the
end, ‘Please respond.’ I’ve called a couple of times, and the last time I couldn’t get through at all. The last time
before the lady said, ‘I don’t know why my supervisor hasn’t done anything like this.’ The time before that the
young man said it hasn’t been reviewed. It was four months after I sent in the report. Here I am, the year’s
almost over. I’m very worried about this issue. I’m hoping by being here tonight I can get somebody—I would
like to go to the office. This is privatized. I used to be able to go down to the office and sit in the waiting room
for an hour or two and finally somebody would talk to me and we’d get it straightened out. I don’t know what
to do. I don’t even know where the office is. I tried to Google it and I couldn’t find anything that would give
me the address of the office, so I could go there. Somebody told me it’s out of Forbes but I’m not sure where.
What’s a person to do? This is a serious issue to me that needs to be resolved. The other thing is, one of the
letters I got said you can no longer appeal directly to the judge. I know how to do that, because I did it before.
My last phone call, I was going to ask them how to appeal to KanCare; they said now you have to appeal to
KanCare first. All those automations, there was never a button that allowed me to make a choice of how to
find out how to appeal. I couldn’t find any way to talk to a person. What do I do?
I have a question about my mother. I understood that you’re supposed to have a recertification every year.
Are you? Because everything is backed up so much. Are you extending that further than a year? I’ve tried and
tried and tried, to call out there to get somebody to answer my questions to whether she should be filling out
these reports. I’ve received nothing so I’m assuming she’s still ok. I thought it was to be done every year. We
are getting to the point where, I don’t want her kicked off of the program. But my concern is I’ve got no
paperwork have nothing I’ve called and left my name to please call. My fear is it has been mailed and I didn’t
receive it. Then I’m going to get a letter because it was not turned in and she’s no longer on the program.
The recertification for my niece, called and they said that she did not need to be recertified until next year.
She’s been on KanCare for a year and I’m her legal guardian. I’m in same boat.
I was on vacation I had to call four people to give a copy of my legal guardianship. How would I know if it went
to your office?
What kind of training do people at the clearinghouse have? I don’t think we are getting much help form them.
I called to check on my mother’s application when I filed it. They told me that I was not allowed to talk to
them about my mother. I’m the power of attorney I filed the application and I asked them, “ok what do I do?”
I swear that the woman told me, “you write us a letter giving yourself permission to talk to us and then we’ll
talk to you.” Are they really that stupid? Mom can’t sign it. She is in the late stages of Alzheimer’s, she doesn’t
even know me. I ended up getting an attorney. She’s wonderful I love her she, costs less that it would have.
They need training. Would you care to handle her interrogatory? What type of training do these individuals
have?
We had to put my mother at a nursing home last month and we'd been – we're trying to get her on Medicaid
and get our resources down so we get on Medicaid but I'm now being told it takes up to six months. Is
something being done to expedite that, suddenly clearing the house?...What are your qualifications to work
at clearinghouse?
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36. I just need to say or comment, you need to fix enrollment in KanCare 2.0. It is still not a friendly thing. I don’t
understand how you can decentralize. To centralize something, you lose all personal contact, thinking that
people especially people with disabilities can deal with the phone from hell system that you have. It’s a little
better. But with stuff like this personal contact means more than a goal. Especially when you have to leave a
message or stay on hold, it is asinine, what you’ve done to people with disabilities. You’ve made it so hard to
get through and I still see denials, “oh you didn’t turn in your insurance”, that’s happened twice to two
different people, well they were never asked to turn in their insurance. I don’t know if that’s a way to run the
30 day or whatever out, but you have problems with that. So the first one needs to be fixed personally I think
you need to put them back to the community.
37. At the application phase of KanCare, is the authorization and implementation of Medicaid going to be over –
higher oversight so that it’s not taking 45 to 60 days to qualify someone for Medicaid?

Sub-Theme 2: Provider Credentialing
An emerging sub-theme centered on provider
credentialing. Comments and questions sought
clarification on how the credentialing process and MCOs
would receive oversight. Commenters wanted to know its
impact on billing and potential payment delays with the
addition of new MCOs. Other comments cited the
difficulty in credentialing, and the perception of
redundancy using the KMAP system and other
credentialing mechanisms. Commenters asked about the
verification process and if it would be automated. One
commenter wanted to know how the credentialing
process would impact hospitals.

State Response

KanCare 2.0 will implement a standardized provider
application and enrollment process for all providers. At
this time, each provider must still complete the
credentialing process with each individual MCO and meet
their credentialing standards. If one of the current
KanCare MCOs is selected to continue providing services
under KanCare 2.0, providers will not have to repeat the
enrollment and credentialing process unless it has been
more than three years. The credentialing process will
remain the same for hospitals.
To address provider concerns around the timeframe for
credentialing, KanCare 2.0 requires MCOs to complete
credentialing within 60 calendar days of receipt of all
necessary credentialing materials. MCOs must also enter
or load credentialed providers into the claims payment
system within 30 calendar days of approval by the MCO’s
Credentialing Committee.
In the future, the State may decide to contract with or
require the MCOs to contract with a single credentialing
verification organization (CVO) to standardize provider
credentialing and re-credentialing processes across the
KanCare program.
No changes were made as a result of this comment.

Comments
1. So regarding the provider credentialing in KanCare 2.0 the providers would send something to KanCare and
we won’t have to have each individual physician credentialed at each MCO on top of KMAP, because that’s
the process currently today.
2. Will there be any requirement on the MCOs that are selected to credential within a certain number of days,
and with claims processing are they going to be held accountable, because there are issues with current
credentialing it seems that, I just wonder if there are going to be additional requirements that if we can’t get
claims out the door or if we have claims processing issues that the MCOs have so long to comply to make sure
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that we can get money claims out the door and money back in the door. It’s around the provider
credentialing. So if there’s an issue in their system, something to do with provider credentialing and
processing the claim.
Verification on the credentialing, will that be an automated process?
Provider credentialing. Is there going to be roll over for providers who have been in KanCare 1.0 for years?
You mentioned that in July 2018 all providers have to be credentialed with Medicaid. If I have a hospital and a
physician is independent and doesn’t work at the hospital but performs surgeries there, and he chooses to
not be involved with Medicaid will that choice inadvertently impact the hospital in July of 2018?
Some of our members have been solicited to credential with potential MCOs. Do you advise for or against
this? What would be the ramifications of delaying credentialing until the MCO contracts are awarded?
The credentialing process is frustrating. I understand its going live for all new providers in January. As a
provider we have gotten limited guidance on that and don’t know how it will effect billing. What feedback are
you as the state considering from consumers and providers in regards to incumbent MCOs?
This goes with quality metrics and the provider shortage. Credentialing, one of the things you are talking
about is removing redundancies. When we are doing credentialing working with KMAP using ABA and respite
care providers it takes about 3 months to get through the KMAP process and another 3+ to get credentialing.
That process seems like a redundancy. Additionally, we have issues with constancy between the MCOs. Even
with the standard form the MCOs are allowed to include any other paperwork they want. So we have the
exact same credentialing that we had before the form came out but now we have the additional form. All of
these concerns I’ve brought up several times is there another avenue for me to voice these concerns?
Some of our member clinics have been solicited by MCOs that are applying to be MCOs with the state. They
have been solicited by them to get them to get credentialed with those companies. Is something that you
would advise for or against? Would there be ramifications of delaying the credentialing.
I have a question about credentialing about possible future MCOs. If they don’t get credentialed now will that
lead to payment delay if those other MCOs are awarded the contract? And having a new MCO come on and
having 6 months to get everyone in Kansas to get credentialed and so on?
The credentialing process is very long and redundant between state and MCOs. It is taking three months on
average to get certified and able to bill. We are losing providers in the hiring process due to the period of time
it takes to start working.
As far as credentialing, you had indicated and I think it indicates in the actual waiver – or the waiver that’s out
there that the credentialing portal will be available soon…And I believe it was earlier this year when it was
announced that it would be ready by January 1 of 2018. So, do you have a new go-live date in mind for that?
The concern being that if there would be change and a – and a plan coming for the KanCare 2.0, you know,
having that operationalized way before they come in would help not only with the current issues that we’re
having but also with the potential of getting new credentialing done with the new health plan should there be
a change.

Sub-Theme 3: Standardization and Streamlining
This sub-theme covers standardization and streamlining.
The majority of commenters questions centered on the
standardization of MCO paperwork including eliminating
the difference in the audit process and the development
of a computer interface platform across MCOs. Some
comments requested standardization of business reports
for providers. Others requested clarification of the
standardization of MCO access to behavioral health
services across settings. Some commenters requested

State Response

KanCare 2.0 aims to reduce provider challenges in
contracting with multiple MCOs by establishing
standardized tools and standardized credentialing and
billing processes across MCOs. As we prepare to
implement KanCare 2.0, the State will work with MCOs to
minimize unnecessary prior authorizations (PAs) and to
streamline as appropriate. The State appreciates the
feedback on standardizing MCO paperwork and audit
processes and will continue to identify opportunities for
standardizing and streamlining MCO processes.
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No changes were made as a result of this comment.

clarification on the standardization of prior
authorizations.
Comments
1. Talking about streamlining or standardization in the different tools in HCBS waivers, each waiver has a
different screening assessment. What’s the future look like for those?
2. I hear comments from providers, nursing home administration can there be some standardization of
paperwork across MCO’s? I think it would speed up the process and make it more pleasant.
3. Will the state/KanCare establish uniform provider descriptions to eliminate differences in audits among
different MCOs?
4. Offices should all be linked together for individual documents - KanCare, UnitedHealth, Coventry,
prescription. I am a legal guardian and have contacted all of the above and had to send legal guardianship
documents to all offices stated above.
5. I would like to thank KDADS, KDHE and MCOs for attempting to standardize credentialing. It’s important that
is quite a process. When it first started each one had their own little thing so standardization is really great
6. I’d like to ask about, I have a son that’s a senior this year, and the transition process as far as employment is
there going to be more of a streamlining across the state to make MCOs more transparent? I’ve talked to
parents who have kids out in western Kansas and all over the state. My son is in Shawnee Mission school
district locally and the teacher has been in special ED or whatever for quite a while just kind of is
discombobulated in the process and everything. When I say he is a senior we still have no idea, we haven’t
figured out which way is up and which way is down. We are supposed to have a meeting about that. My
daughter is 8 and I want to get that process more concise that way when she goes through this you know I
can’t pull anymore hair out but this will help out a lot of adults and kids and families with special needs.
7. We all have same needs, all of the MCOs presumably have the same business requirements. Is there a
discussion or consideration about unifying the MCO platform across MCOs so they all use a similar platform
across however many MCOs you have? So that they could all use a consistent platform or all interface across
a similar system?
8. The information right now is member specific which is valuable to members and those systems being largely
from insurance companies, are focused on member centric systems. As a provider it is extremely difficult for
us to navigate into members, so instead if there was any kind of visibility with respect to provider centric
business reports, business intelligence and summary reports?
9. That information, l have had access to. The MCOs have been extremely helpful in getting that. Our biggest
challenge is in billing reconciliation. That right now is certainly possible, the level of effort that we have to go
through right now with three MCOs vs one MCO and the LMAP system, we have tabulated that at roughly 6
fold the cost of prior system. The main reason is because the current system does not have a provider centric
view on billing and claim reconciliation.
10. We are all serving the same population, serving the same business requirement documents, is there any
discussion or work groups looking at a unified system that the providers could use that would interface with
all MCOs instead of three different systems with three different inputs?
11. With care coordinator work with schools, so with our type of therapy we need to work across all
environments especially with children with autism who have difficulty with spontaneous generalization skills.
Right now all the MCOs and care coordinators will give us different feedback. Due to the double dipping issue
we can’t bill at same time someone is getting IEP services. I’ve had some MCO representatives tell me that we
can go in and work in the school as long as the child is not actively IEP services in other cases the child can be
checked out of school to receive services others say we can’t provide services in school at all which is a
violation of the mental health parenting law. How do we address that across all settings? Especially when
working with schools? For ABA (Applied Behavioral Analysis) we are told we cannot bill in schools.
12. I think the problem with that is as a provider it complicates everything, you’re billing four different fees, and
we’ve talked about all of that. That is a huge cost of doing business.
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13. We appreciate the standardizing of everything and want let you know that’s very helpful.
14. Grievances trickle down to when the state mandates the MCOs and the MCOs follow up with the providers. It
appears as though the MCO services are being treated similarly to hospitals. Whereas if your authorize service
at any level of that authorization you can file a grievance. A significant amount of my day is spent responding
to grievances to MCOs for natural thing that happen if a patient turns down services or doesn’t need them.
Utilization shows services were not provided. I have to fill out a grievance to justify why those services were
not provided. It’s already getting to be cumbersome and by conversation with the MCOs they are saying that
it is only getting worse. What is something that is going to be addressed with that? It’s going to get worse and
be too expensive for us to scan hundreds of documents for a normal practice to justify HCBS services.
15. Another issue is that you’ll have three to four different MCOs and you go to Children’s Mercy and they take
one of the three or you go to St. Luke’s and they take two of the three. So clients have to hop MCO to MCO in
a year so that you can get the service for your child. The next time it comes up you have to switch and that
really messes it up with your targeted case manager.
16. Standardization of prior authorizations – The waiver refers only to pharmaceuticals, but KHA and the KanCare
Technical Advisory Group have been asking for standardization for all services requiring authorizations.
17. The prior authorizations. Is there a plan to standardize that across all services? It looked like it was just
pharmaceuticals. Or is it all services?

Sub-Theme 4: Data

State Response

A sub-theme covering data developed in the comments.
The State is in the process of implementing the new
Kansas Modular Medicaid System (KMMS), a new
The majority of these questions and comments centered
information technology infrastructure which will allow
around the creation of aggregate reports such as age,
the State to better connect with other state agencies and
sex, medications, increases in medication, increases in
organizations to share information, including data to
hospitalization, ER visits, timely services, and cosupport initiatives addressing social determinants of
morbidity. Many comments and questions arose
health and independence. The State is still in the process
concerning the possibility of a larger data warehouse to
of determining the data that will be shared with
store all aggregate data. Other comments and questions
stakeholders and partners, including de-identified reports
concerned the application of quality assurance measures and aggregated data. The State included draft evaluation
within KanCare 2.0. Commenters requested clarification
metrics in the application and will finalize the waiver
on what metrics would be used to hold MCOs
design after it receives CMS approval. As a part of the
accountable such as claims data. Others questioned what new managed care regulation, the State develops a
metrics would be used to measure effectiveness or
quality strategy that involves robust stakeholder
involvement.
oversight. Other commenters cited a workshop that
examined these metrics and questioned why those
In the event MCOs do not meet the State’s standards, the
recommendations were not being used. These
State may impose liquidated damages and sanctions, as
commenters cited that the workshop discovered that
appropriate.
utilizations rates were insufficient for these metrics. One
No changes were made as a result of this comment.
commenter sought an explanation as to why
performance measures might not be delineated by
population.
Comments
1. What we haven’t heard yet is a timeline for the improved data analysis and how it will be made available to us
stakeholders.
2. Can the data be de-identified so that aggregate reports on ages, sex, medications, co-morbidities can be
produced?
3. Is the data warehouse, or will it be, available to universities, providers, and even consumers?
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4.
5.

6.

7.
8.
9.
10.

11.

12.

13.

14.

15.
16.
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What does the data show for those who get timely medical services and those who don’t? For example, ER
visits, increased hospitalizations, increased medications, etc. What’s the difference on other health care
systems and networks?
If you have a single point of contact, it’d eliminate some of the differences and variances between MCOs and
many of the concerns of people in my district would be addressed. What metrics do you have in place to
determine whether or not what you are providing and what will be effective? What metrics are there to
measure if a difference is actually being made? You actually have to take action. The action hasn’t been taken.
On the performance metric for the MCOs, I’m wondering what those metrics are that the MCOs will be held
accountable for? Are you considering correct claims payment as one of those metrics? I feel like MCOs make a
lot of errors in claims. Providers then have to go chasing the claims a lot of times we are spending a dollar to
make a dime.
Who is providing oversight of functions in KanCare? What did quality assurance data show from KanCare 1.0
regarding service denials, waiting for services and corrections made?
With KanCare do you have proof that this actually has improved quality for health outcomes?
Can you tell us how much KanCare has saved state through IDD program? Just a cost analysis? Surly you know
what that says?
So you don’t know how much this program has saved the state. I’ve gone to every single Bethel Committee
since they started. I have never heard how much they have saved. The legislatures have asked for it. I would
think the secretary would know. We would like to know IDD that’s all I’m talking about. If you’re not saving
why don’t we get out of to it and go back to what we had before?
Along those lines you indicate you’re going to continue your previous practice of data collection. I think as
you’re looking at LTSS, I don’t think your collecting the right data I think that’s something as your looking at
those evaluation pieces. We had a couple of work groups that could give you some good data points that
would give you an indication of how well that’s performing. You’re looking at utilization rates, transportation
is the only thing LTSS when you’re looking at utilization. That’s a gaping hole.
I want to underscore what’s been said about LTSS and the work groups. I know we work pretty hard with
KDHE and KDADS our work group to come up with some recommended LTSS measures to look over and then
decide on metrics. I wonder where that is and if it’s actually being looked at. It would be expected to be seen
pretty soon because it really is a big gap. There are entirely different non-medical. Having something like that,
something we could really see. What are the outcomes of Home and Community Services and LTSS and that
would include some idea around achieving some independence, and more community involvement.
The other thing you mentioned was about data. I’m a proponent of forming an international or national
database, whereby your medical records follow you along. That information from cradle to grave is important
to researchers. So, if you don’t have that available, or it just disappears when you die, that’s just a tragedy
that it just gets lost. All the X-rays, all the MRIs, all that information just goes away. As far as your
medication—18000 dollars for medicine. I’m just wondering why that is. Why can’t we do something about
Big Pharma, in that regard? They’re going into our research, like KU or K-State, taking grants, and wherever
they get the information, they keep it as proprietary. It doesn’t make sense to me what’s going on there.
That’s just my comment.
I think when you look at performance measures, IDD folk’s area part of KanCare now, I think we need to take
a step back and see what did we miss? Do we need specific performance measures for a specific population?
To make sure that, there is this big group but the there is this isolated part that has different needs. Are there
forms that we could be providing to make sure that we are getting the performance measures that really
matter?
How has the HRA tool process been validated for persons with IDD dementia, TBI, or other disabilities?
Validation that the questions deliver evidence of the health and social determinants that people with
disabilities of all age’s experience.
What I see now, the MCOs and KDADS is looking at medical outcomes for people in long term services and
counting those as the purposes in long term services that’s not fair.
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17. Then as far as the quality side, we have long been in quality programs, our main ask is that you make sure you
equip your providers before you develop quality programs that may be different than what the standard is.
Make sure there is consistency in the quality metrics.
18. I know my son gets a functional eligibility and he's in the TBI waiver. And it's my understanding in talking with
the lady who does it from Jonathan County and I guess it’s a third party that comes in and does the functional
eligibility. And it's on a scale. So the TBI waiver it's a scale from like zero to six for certain activities in daily
living, OK. They can do it on their own, it's zero. They need full help, it's a six, OK. So, as you develop this
Medicaid Management Information System, if you could gather that information, not just OK, they're on the
waiver but, you know, which people on these waivers are, you know, what is their functional eligibility scores.
Because I think that information could be very useful in the future and maybe looking at different ways to
compensate caregivers. Because certain people, you know, if you pay a caregiver based on the waiver, it
really, you're paying someone (who) only needs housekeeping the same as you're paying someone who needs
to have, you know, comprehensive all full activities in daily living. And I think if you have that data and you,
you know, you can work through it, you might end up with the same amount money being paid but paying
those caregivers that provide more services more compensation because they're probably going to be
working for this people in the long run. Because the bottom line is you can't find caregivers. And it's a
problem that we're going have to solve. And so I'm just suggesting that as you get this information systems
together, get as much data as you can so that if you're looking for solutions, you have, you know, the big data,
data analytics that you can work with to figure the stuff out and figure different solutions and maybe at the
same cost that you would otherwise… Yes, I'm good. Good because, you know, you can identify those who are
going to be long-term in KanCare recipients versus those that are going to be short-term. You know, you take
somebody young with the TBI versus someone elderly, you know, who on their last league which I maybe, you
know, after all of this, so anyway.
19. On the data analytics. You know, I know we’ve been kind of talking with KDHE throughout the whole KanCare
program about consistency among the MCOs in certain definitions like claims denied versus content of service
versus, you know, different types of remark codes that we’re getting….So, we’re hopeful that we will also be
able to participate in making sure that those metrics when they developed them are developed consistently
among the three MCOs so that we can paint a true picture and a clear picture across the MCO population of
what is happening. Is that a plan in the works?

Sub-Theme: General
Several general comments were given in this theme
section that did not relate to any of the identified subtheme categories but were associated with the
overarching theme. The majority of these centered
around claims and late payments. Some commenters
requested that specific codes be open for behavioral
health providers. One asked for clarification on the
readiness process. One asked for an explanation on the
15-day limit on PRS. One requested for more information
on the wait list, and one for information on the TA
waiver. The last question requested clarification on how
legislative oversight would differ from KanCare 1.0 to
KanCare 2.0.

State Response

The State appreciates these comments. Section 5.14 of
the KanCare 2.0 RFP outlines payment timeframes that
MCOs meet, such as processing and paying all claims
where no additional information is required within 30
calendar days of receipt. MCOs will regularly submit
claims processing and payment reports, and the State
may assess liquidated damages for non-compliance with
the State’s standards.
Regarding the 15-day limit, KanCare 2.0 is seeking an
exemption to a federal rule that prohibits using federal
funds for Medicaid patients in residential mental health
or addiction treatment centers with more than 16 beds.
The exemption will allow State and community hospitals
to care for additional patients with mental health and
addiction needs. The exemption will expand behavioral
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health services and access to inpatient care, especially for
foster children.
Regarding legislative oversight, the State anticipates that
legislative oversight will remain similar under KanCare
2.0.
No changes were made as a result of this comment.
Comments
1. What kind of readiness process will you have to do before you go live?
2. Open Health and Behavior Assessment and Intervention (HABI) codes 96150-96155. This will help to increase
patient’s choice, facilitate coordination of behavioral health care across the continuum, and improve health
outcomes while reducing costs.
3. A second comment is that KAMU would like to see the opening of health and behavioral assessment
intervention codes 96150 to 96155. This will help increase patients’ choice, and take coordination of
behavioral health across the continuum, and improve health outcomes while reducing cost.
4. Last question had to do with the request from CMS to raise the 15-day limit. Were you talking specifically
about PRPS?
5. This improved process will help others.
6. Would the simplification of the MCO process possibly include allowing people to change MCOs more
frequently than just the open enrollment, or is that still going to be during the annual enrollment?
7. It is still a nightmare to get Amerigroup to fix screwed up claims. Working on a claims problem now that has
been going on for months.
8. For MCOs that do not become a part of the KanCare 2.0 who will make sure they pay us?
9. Just a challenge in terms of timelines of payment. Most of us work on very thin margins we shouldn’t have to
wait a year to be paid for performance that’s what is happening now.
10. I’ve been doing this pre KanCare and with KanCare, it was so much simpler. It used to take me seconds to
correct a claim. Now it takes months depending on which MCO you work with. It takes me away from
providing services or spending time with my staff because I’m chasing down paperwork. Something really
needs to be changed.
11. How is legislative oversight going to be differ from KanCare 1.0 and KanCare 2.0? How do you anticipate it to
be different?
12. When we started KanCare I know that one of the outcomes that we would save money and therefore we
would bring down the IDD wait list. The IDD wait list I don’t believe has come down. Where are we at with
that and if saving money, where is money going and are we going to bring people off wait list?
13. As the state is working on waiver changes with CMS and HCBS, the TA waiver is a pretty unique population,
usually high medical needs, in nursing home. When they age into adult service bill and there might be a gap
between school to IDD so a person the age of 22 might leave school and sit at home with no services, very
frustrating for family to not have MCO working on a plan. Services for the TA waiver need to go to adulthood
and not cut off at 21 or new waiver program services. It’s a waiver that needs extra finessing for the adult and
the world. If IDD providers service to the population, there may be funding issues because they are not
prepared to have the nursing that may be involved or training for medical equipment. I hope state open up
meetings with TA stakeholders and providers. Hasn’t happened in a while, would be nice.
14. One of the things that you mention was efficiency so that we could make sure we manage the cost that are
being paid for by the state and the federal government and that effectively.
15. You know, earlier this year, we passed Health Bill 2026 in the 2017 legislature that kind of with some KanCare
reforms that required certain things like standardization of claims denial reason codes, readmission policy and
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a few things like that as well as the implementation of an annual independent audit of claims. We didn’t really
see any reference to a number of those things in there. Is that still coming as you develop the waiver?
16. Thank you and good job on the presentation, Becky. I appreciate your insight on this. Just a couple of
comments. On the Uncompensated Care Pool that you referenced, that in the current program is funded by a
provider tax on the hospitals and fully funded by that. We are a little bit concerned that we have not heard
anything about chances and opportunities to enhance that pool since that directly impacts money coming
from the hospitals. So, any thoughts on that?... Just from, you know, our perspective here at the hospital
association, since it definitely impacts hospitals, it would be awesome to have an earlier rather than later
discussion on what the plans might be on that.

General

The questions and comments in this section pertain to other areas of KanCare that were not addressed in the four
themed areas. Multiple questions and comments were given concerning access to presentation materials and the
public comment report, how specific programs and services will change under KanCare 2.0, future stakeholder
engagement opportunities, details about the RFP procurement process, the inclusion of IDD in KanCare, stakeholder
input in designing the RFP, the Kansas legislature’s involvement with the RFP, and network adequacy and provider
rates.

General Comments and Questions- State Response
The State provides the following responses for general questions:
•

•
•
•
•
•

•

The State acknowledges the concern on the waiver application process timeline and assures its adherence
to federal regulations on the state public notice process in 42 CFR 431.408. The State will continue to
gather stakeholder input going forward. The State values all public comment and involvement of
associations, families, advocacy organizations, people participating in the process improvement
workgroup, and others.
See Attachment L of the KanCare 2.0 RFP for more details on the service coordination activities for each
population group.
The State will develop accessible pathways for members to submit grievances and appeals related to
service delivery, quality, and choice related to MCOs.
The initial actuarially sound rate range will be developed by the State's actuary after the bids are
submitted and will consider the cost proposal information provided by the prospective bidders.
The State has developed reporting standards for MCOs in effort to effectively monitor their performance
and quality.
Behavioral health needs are members who present a need for mental health or substance use disorder
services. MediKan is an employment opportunity initiative that allows individuals to either receive 12
months of health benefits while applying for a disability determination, or discontinue pursuit of a
disability determination and receive Medicaid benefits and employment support such as job skills training
for a duration of 18 months.
The Uncompensated Care (UC) Pool (also referred to as a Safety Net Care Pool) provides payments to
hospitals to defray hospital costs of uncompensated care provided to Medicaid-eligible or uninsured
individuals.

Comments
1. Will slideshow be on the site soon?
2. Will school based services be changed at all in KanCare 2.0?
3. I have a number of concerns. I’m concerned about the way the administration has rushed the process, pushing
out the proposal for CMS, notifying us of these meetings, and then immediately publishing the RFP so that we
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can have public meetings but not respond to issues the public is bringing up in these hearings. I hope that the
administration can take into consideration some of the issues brought up in these hearings and potentially
slow this process down so we can take time to adequately address concerns brought up across the state so
we have enough funding to actually support the people who this program is supposed to be helping.
4. If it is a state plan service is it a part of the capitated rate that MCOs are to deliver? And you don’t have yet a
code for the provider to bill the MCO to get paid. The timing of the coding clarification would happen before
the contracts are awarded? Is that the goal? I think that is where the special groups that you want to have
assist you can bring a lot to the table – this is LTSS quality metrics, I don’t think the current actuarial system as
it currently exists has a grip on what your concept is and that means we can be a leader.
5. Are you looking at the unit or team unit or something more innovative like the bundling again?
6. I would vote for a per-member per-month concept for case management.
7. Nothing was mentioned to how this would specifically affect the SED waiver.
8. I just had a meeting with the coordinator for the IDD and they have just changed some requirements for the
worker and the designated representative, and this is new to us because everything Okayed a year ago. They
changed requirements for the in home service provider, and in our case I am the worker – I am the mother
and my oldest daughter, who is also a co-guardian, was the designated representative. The person I talked to
yesterday said I have to change, because another co-guardian cannot be a representative and now the
conflict of interest is now an issue. We don’t know how this is working and how it will affect us.
9. I have a question regarding eligibility obligation for gross income versus net income. Is there someone here I
can talk to?
10. Is that also publicly available?
11. My sister is in a program at Encore with KETCH for people with disabilities over the age of 55. How will it
impact that program there? She’s on the IDD waiver. It is a wonderful program for my sister and those folks
who are older and don’t want to be hanging out with a bunch of twenty year olds and they can be around
their own peers and go on community outings and it works perfectly. Do you know if it will be effected?
12. Who is here that is able to talk about KanCare renewal. My husband just went on in August and I need to
know more about the process, because I’m new to it?
13. Will we have more public forums before KanCare 2.0 starts?
14. There might be different MCO’s, but do you foresee more or less or do you foresee that changing?
15. As I listen to this, and I know you can’t discuss the RFP, but is that online where it can be viewed?
16. If there’s an RFP out there, how helpful is any of this? Because aren’t they already asking for bids on a certain
package? It’s curious to me
17. Who do we visit with about the concerns and issues regarding MCOs?
18. I have a question about the MCOs. Am I right in understanding that the RFP is open to more MCOs than it has
been?
19. PowerPoints and that kind of thing, are those available?
20. So if we have new babies or people that come to ER that need SOBRA, with KanCare 2.0 will the process still
be Kansas or KDHE qualifying those people then send them to MCO or is there a different process you
anticipate for eligibility?
21. Kansas does not get government money for Medicaid. If you received federal funds wouldn’t that make a big
difference? Kansas is not an expansion state. If they went through expansion they’d get a lot more funds. I’m
sorry, but our governor doesn’t want us to do that.
22. What is behavioral health services? Do you have a community mental health center in Dodge? Hospital pays
for services, or KanCare?
23. With Applied Behavior Analysis services, all three MCOs indicate that we cannot provide services in the school
setting. Is this actually not the case?
24. Please contract with savings in IDD for the state since KanCare was implemented.
25. Where is that information available? Is that on your website?

KanCare Extension Hearings Public Comments

Page 57 of 271

Return to Index
26. Process improvement group? Who is on it? What are they working on? What changes can we expect?
27. I’m on the sign up list for information about stakeholder input sessions. My first notice of this meeting came
on Monday, November 13th and it was for this Wednesday, November 15th. That is not enough time to allow
us as providers to arrange for alternate care for our consumers so we can attend these sessions. Consumers
with IDD are not served well with these last minute notices.
28. How much has the state saved with having MCOs in the IDD/HCBS program?
29. Why does Lieutenant Governor Collyer insist on keeping IDD in KanCare? We are not a medical model.
30. Parents were originally asked to participate in the planning of the RFP. Secretary Keck stated that didn’t
happen and he apologized to one of the parents who originally had been invited. Why weren’t families
involved in this very important plan?
31. Conflict of interest with financial management by MCO. Eligibility with CDDO. Functional/health/needs
assessment with MCO. Determination of funding with MCO.
32. KanCare care coordinators do not have the knowledge or skills to work with the IDD population. They have
huge caseloads, there is high turnover, and it’s not easy to find out who someone’s service coordinator is.
They are more concerned about annual assessments that the MCOs require and do not help individuals
served and cutting hours than they are about helping people.
33. KDADS and KDHE don’t care about individuals served. It’s all about money and politics with MCOs.
34. Stop cramming IDD into a program that is not designed for this population.
35. Amerigroup will not let care coordinators give out direct phone numbers. You have to call an “LTSS team” and
leave a message and wait for the coordinator to call back. If you miss the call you have to call LTSS team again,
leave another message and wait again. They make it a complete “pain in the ass” to reach them.
All “KanCRAP” does is create more paperwork and red tape. It does not improve the lives of people with IDD.
36. With rates, $15 is still an issue. Indeed, glass door, over fifty applications, one hire. Dental and psych. So much
simpler before.
37. What is the captitated rate?
38. What states are “successful” with MCO administration? How many hours of services are provided for each IDD
participant? How much per cost is allotted each IDD participant? Do these states require licenses for targeted
care managers? How can you accept the RFPs when no cost information was required?
39. Dental disease interacts with the body’s system that can trigger strokes, heart disease, lung disease, inability
to regulate insulin for people who have diabetes. Also trigger pre-term labor. All these diseases are expensive
to treat, costing far more than regular dental care for people enrolled in KanCare.
40. KanCare, thank you for all you do. I am totally amazed. God bless KanCare.
41. Why does the wheel have to be reinvented?
42. Transportation drivers are very rude, dress sloppy, and very inconsiderate of the elderly! My father (deceased
2015) needed transportation, was on oxygen, used a walker, and the driver never opened medical building
doors, complained because he was traveling with oxygen. I know this because I would meet my father at the
doctor’s office. Elderly feel that they don’t want to be dependent, however at times they have to.
43. I see where we are going the MediKan program, and then spending another 20 million dollars on
uncompensated care. Why not just expand Medicaid, you get more bang for buck, and eliminate those
programs entirely, you can streamline the whole system? I don’t understand why we would go about it in this
more complicated way.
44. I’m curious, I’m assuming that KanCare and RFP have strong correlation. If CMS shoots down some of the stuff
in the application for KanCare 2.0? What happens to the RFP?
45. Going back to the term “member.” I do appreciate you bypass those. Will there be an attempt by state to not
use the terminology? In documents and policies I’ve seen I always object to them because I know it is
offensive to a person with disabilities. They are people they are not members. I think it will be greatly
appreciated to the people to whom you refer.
46. Welcome aboard and good luck.
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47. When we deal with issues with the MCOs. What checks and balances does the state have? Do we call on the
state to audit, oversee the MCOs quality. The same contracts apply to all MCOs but the MCOs interpret the
differently. Then we go to the state. Other states have an Ombudsman’s office that’s independent and has a
lot of authority and a lot of power because CMS requires it. I don’t see that too much from Kansas. Will there
be a fair hearing court? When a consumer and MCO can’t agree the states in the middle will it go to judge to
make a determination? With 1.0 we had a lot of sympathy from state but the MCO got the tie breaker most of
the time. I just want to know if the providers and the ones with disabilities have a voice.
48. What improvements from 1.0 to 2.0 will be made to providers who haven’t had a pay increase in 20 years?
49. As providers, we to learned how to deal and got the governor’s office involved. We need some education to
the guardians to make sure things are being taken care of. They didn’t know the office existed. They have a
voice other than to call a representative. In other states they have a way for citizens to have a voice as a
taxpayer.
50. I would like to know, if there are initiatives discussions or working groups investigating some mid-level
reporting that we can get out of MCO systems?
51. I would like to volunteer the department workshop.
52. FMS provider. One concern we have that consistently comes up almost daily is that a person being released
from a hospital that providers services for all the waivers, that person contacts us and says we are ready to be
dismissed and they have a worker they want to sign up, we have to run backgrounds on that worker. That
work cannot start until those backgrounds come back and are clean, that could take anywhere from 2 weeks
to a month. Is there any plan to address that issue?
53. One of the concerns that we have is when someone in the hospital and ready to be released. Even if you
speed that up we are looking at 2 weeks to get those back and right now we are running DMVs from 32
states, when you have to send off to Alaska for a DMV, it could take months, by then that person has moved
on.
54. That’s not what you communicated before, the state had all the authority and all of the ability to do it all in
KanCare. That’s not what the message was two or three years ago, it was that we can do it all now we don’t
have the best, to get the right service to the right person at the right time.
55. I am like a professional attender of these meetings, I also attend the KanCare oversight committee and the
same thing happens there. When KDADS or KDHE takes about network adequacy they are taking about it’s
always the doctors the therapists and those kinds of people. I still feel after four years that there is a
disconnect between KanCare with everybody else, and KanCare for the people with IDD. In my opinion it’s still
not working. I guess it’s difficult to look into the future to KanCare 2.0 and say well you’ve had four year, you
should have the best program ever. What I’m hearing today is, “we’re going to so this we’re going to make
this better”. I think the state has been under the gun from CMS when it refused to approve the extension of
the current waiver. What’s happening with that? I think that it’s time for everybody in Kansas to wake up and
hold you all accountable. IDD should not be in KanCare because we need our TCMs. We are a completely
different duck, people who have babies low income medical care completely are different from people that
need long term care. People who get on the IDD waiver are on for life. We have to support those people.
We’ve had 4 years we should have the best program ever, what have you been doing? Especially since CMS
didn’t approve your extension the first go around and you had to come up with a corrective action plan.
56. Third thing we were promised by Secretary Keck and Secretary Mosier that parents would have a place a table
at drafting 2.0 so that it meet the need of our folk and we were not invited, we were only invited here to offer
comment. We feel that it was disrespectful. It’s also disrespectful to have the applications back after the
proposals to the MCOs and get bids in before legislature meets. These are high dollar contracts. If the
legislature had no ability to review those and no ability to do anything about those, that seems devastating.
Those are my issues.
57. Could you address the question about why we were not included in the planning process? This isn’t at all
transparent, we have no ability to make changes you don’t allow the legislators to have any input. I know you
have the ability to do that to you have the ability to sign these contracts without legislative oversight, it is so
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disrespectful to the parents. Well are you going to change anything? I asked a couple of things why the
January 5th deadline? For the input and for the applications to be back? But we don’t even like these there is
not time to make changes. I think the time lines are too quick.
58. You didn’t answer the thing about nonmedical, why is it that the state of Kansas thinks that the non-medical
long term care should be in KanCare? Why? Whose philosophy is that?
59. I’m on the KanCare renewal website and I don’t see an attachment L or an attachment G. Where do I go?
60. In your slide you talk about youth with behavior health needs and then adults. Can you define behavioral
health needs for kids and adult population? It’s not anybody who has the mental health diagnosis, it’s a
certain population that falls into that? Through that risk assessment?
61. How do you expect retired farmer to get these services without selling the farm without selling the life
insurance and all that other stuff that you guys are requesting to comply with the things that Medicare part B
asks? Especially when your social security is less than $1200 a month. We have 26 pages of stuff we faxed to
KanCare asking for burial plots, trust and life insurance amounts, all the other information you asked for and
my parents were still denied benefits for Medicare part B.
62. I noticed you had a deadline of January 1, I thought it was January 5th?
63. Will the legislature have an opportunity to review this?
64. My other point is those of us in the legislature, Representative Parker and myself, feel like we’ve been cut out
with this RFP and the dates and the way it’s coming together. The contract will come due on the 5th that’s the
Friday before we reconvene, I do understand that you need some time next year for CMs to approve it but I
think you can still have a few weeks for the legislature opt have some oversight. Another question you
answered this afternoon you talked about conflict of interest and you said you were eliminating it you said
that it was legislative oversight well I would like to see that date pushed back.
65. As far as the January 5th deadline? It’s too quick.
66. I’ve been on Medicaid since 2009 one thing that I’ve tried to do is getting off of Medicaid. I’m also on SSI. I
went to college and I ended up getting sick. I’m dependent on a shot that’s 1000 a month so I had to keep
Medicaid. Whenever I applied for a job even as a manager making 9.00 hr. I could not afford KanCare. I would
have to get a job paying salary. If I get a job paying salary I will have insurance with them. My question is
when are you going to have KanCare affordable to people on my level? Would that pay for my medication or
just the insurance? Will I still get SSI? I know when you report income they take pay. If you lose SSI for a year
you lose your Medicaid. My body is chemically dependent on this medication. I see on paper is says, “Having a
career and a career path individuals on work programs can benefit from,” what are our guys doing different
this year? Is that affordable? They didn’t mention anything to me when I went to the Medicaid office.
67. Are you coordinated with Valeo, are you part of Valeo Services KanCare?
68. I would like to start off by saying how much I appreciate KanCare and what they do. I think it’s fantastic that
[inaudible] people, and Valeo is really an outstanding program. I’ve lived in four states where not me, but my
wife, has depended on KanCare, and raised three children in this. So, my impressions may not be for this
particular slide you showed here, but what I’ve learned raising kids who have a terminal mother who has
cancer and Alzheimer’s would be that it’s the children that are concerning to me. For example, they have a lot
of anxiety anyway, so when they go to school, sometimes they’re mistaken as bad kids. They’re not bad kids,
they’re just staying up all night because they’re worrying about their mother. But the counselors at school—
I’m not faulting them—but in the states that I’ve lived in, the counselors are not versed in how to deal with
the children, and they’re not asking the right questions, appropriately, to get to the bottom of what’s going
on with this child. So, when he goes home, he or she may be faced with all kinds of things that could be
detrimental to their mental growth. So, what you end up with is more and more children end up in juvenile
detention, pregnancy, drug abuse, and those kinds of things. I also volunteer once every Friday at the juvenile
center in Shawnee County to help, so I know exactly what I’m talking about on this. It’s just something I
wanted to bring to your attention. But I would like to thank you once again for such a wonderful program that
you have to help the state and people here. One final note that I think would be helpful is if states would
communicate across state lines so if you have to move because of a job change, it takes six months, and
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possibly all of your money to try to keep a person in adult daycare, and then you’re just lost because it takes
six months trying to get them signed up
69. I have a question regarding apparent changes to your grievance and appeal procedures for people on the
waivers, and also seniors in Kansas who are on waivers. I’m not sure that anybody here from KDADS or KDHE
was involved in these discussions in 2013 and 2014, but at that time at the beginning of instituting KanCare,
Kari Bruffett from KDHE, several staff from KDADS, legal staff from both agencies, met with our agency,
stakeholders in the community, and I believe even some of the MCOs were present, to hash out how to set up
a meaningful appeal and grievance procedure that provided necessary protection for people with disabilities
and seniors in the community so they did not lose their services during appeal process. And they did not miss
short deadlines that had been imposed previously. The result was a written agreement to provide that if the
MCO is proposing to reduce or terminate services that the notice of action would specifically state that all
services continue in effect for 33 days from the date of the notice of action. That was specifically to include
the three-day mailing requirement that’s in Federal law, and also the state recognizes that. That included not
only during the time of the informal grievance procedure, but also the time to appeal for a state fair hearing if
the informal grievance procedure resulted in adverse determination. It was worked out with all stakeholders,
everybody agreed to it, and after it took a while to get the MCOs to finally adopt uniform language, since that
time, we have had that appeal procedure in effect. In reviewing your attachment deed to the RFP, it appears
that appeal procedure is changing substantially to the detriment of people with disabilities and seniors. While
the 33-day rule for continuation of benefits still applies during the internal appeal procedure which is now
mandatory, that is now eliminated if the MCO determines to continue with the reduction or proposed
termination of services. In Attachment D it states that when that notice goes out, the member has only ten
days from the date of the notice of action to file an appeal with the State Fair Hearing Agency, the Office of
Administrative Hearings, and to request that benefits continue, instead of 33 days. Now, in representing
numerous people for 14 years at the Disability Rights Center, I can attest that there are many people out
there who are not sophisticated enough to really understand what significance that causes them if they fail to
appeal in the ten days. They lose their services on day 11; they no longer have the services in the community.
That was the reason why the stakeholders and the State got together at the beginning of KanCare, because of
this critical need for the most vulnerable people in the state--people with disabilities on waivers, and seniors
receiving frail and elderly waiver services--to make sure that their services were protected to the maximum
extent possible. And particularly because when KanCare came into existence, all but the people on the IDD
waiver lost their independent case management services, and those were the individuals who provided them
with the most support in the community. Instead they end up with care coordinators at the MCO and they are
by definition on the other side whenever a notice of action goes out. So, my question is, why are you deciding
to reduce those protections to people with disabilities and seniors in the community? And also, whether
you’re willing to reengage with the stakeholders to discuss continuing what we already had and what has
proven to be very valuable to everybody that receives these services? Do you want the sites where the
changes have been made? Do you have any idea why it was proposed?
70. I have a question about the timeline. You talked about this timeline that was submitted to CMS for the
proposed changes. I’m just trying to wrap my head around how that’s paralleling with the RFP that’s out. So,
we’re having public meetings, you’re getting input, but there’s already an RFP out to solicit MCOs and what
they’ll do. So then how will the input from these sessions be incorporated in that contracting process?
71. So typically, with RFP process that really drives the contracting, but you’re saying that some of this input will
be utilized and looked at to tweak things that maybe were missed in the RFP that are important?
72. So, to piggyback with the man from DRC, I think that his whole concern about the ten-day appeal process is
very much valid. One of the comments made earlier with TCMs and their role really used to help families go
through the appeal process because it is daunting. I know from my seat with KanCare I have two different
MCOs I work with my children, and I do nothing but appeals. If it wasn’t because I know the system really
well, I would be scared to death about the complications that would leave for families that aren’t savvy, that
don’t know the system, that don’t know how to work through those appeals processes. So, it’s getting a little
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scary and frightening to me to think that that could be changed to ten days, because in ten days people might
not even realize how that’s going to affect their services.
73. The last slide says that KanCare 2.0 will be able to assist with building living skills including transportation, and
also support providers and help them work. How is that any different from what’s being done right now?
What is going to be different? You don’t have the RFP back yet. What do you fore see is going to be different
than what is being done right now?
74. Once the transfer the decentralization took place a couple of years ago it smoothed out, but during that
process it was kind of a mess. Which we expected. When KanCare was privatized when we went from
Medicaid to KanCare. In that transition, that was the time when I was billing at our assisted living center for
Medicaid. You would fill out everything online and it would not work and you couldn’t get through to anyone
to ask anybody questions. It was a bit frustrating at times but it’s wonderful that we have KanCare now.
75. She has a care coordinator but I have no idea who that person is. We’ve not really had to ask that stuff. She is
in a small nursing home. It’s really nice it’s a 44 bed home. It’s skilled and it’s great.
76. What’s MediKan?
77. One of the biggest road blocks for IDD is the lack of transportation, I heard something about transportation
assistance. What would that look like?
78. You mentioned transportation as being one of the services. What other services might there be in addition to
transportation?
79. Does Valeo work with TANF? Do you do drug screening for these people that are on [assistance]? What kind
of programs or education do you have in place to try to educate kids that are having kids? Maybe some sort of
program in place that will help these kids, maybe interlace them with TANF that will get them a skillset like
welding, or anything, to help them be marketable, and relying on the system. On the other side of the coin, do
you have any programs about early onset? People that find themselves in a stressful situation, 65% of
caregivers pass away before the people that they’re taking care of. One thing I’d like to stress in our legal
system is for lawyers, [instead of pushing toward divorce] to look to see if someone has Alzheimer’s, because
maybe they don’t need a divorce.
80. Some interesting sociological issues tonight. Has any of the 12 of you ever tried calling your office as a
member of the general public requesting help? What happened?
81. The Medicare Savings Program, what’s that? Do you have to meet a spenddown for that?
82. I want to thank that lady for taking about her son going to college. I had a 3.75 GPA the lady at the ADA
program said they mainly deal with people with dyslexia. My condition effects my mind, I got sick three times
in the year I was going to college and college didn’t stop got because I got sick. It kept rolling and I got three
F’s and that’s enough for you to get eliminated from school. The lady in charge of the ADA program compared
me going to college to her buying a car that was stick shift or manual and that maybe my views that I could
even go to college were too far for my mind and I kind of think that if the state had better programs for
people that want to go to college that maybe it would be a little bit easier for them to complete the program.
83. Has the state thought about hiring a person with a disability to go over some of these questions? So some can
understand the questions lots of times you guys use big words and we don’t understand them. We need in
plain language.
84. I got a list here sorry if I sound like a broken record. If the person has a physical disability or mental disability
and can’t or not able to get a job and work and SRS cut health care insurance and SRS cut them off Medicaid
or SSI cuts there income, and raises cost of living, rent, and can’t afford to pay rent, and the nursing home,
and housing authority refuses to help anyone to help with disability or help homeless or homeless shelter
refuses to help because of past legal or behavior, or what if person living in a nursing home can’t get help with
problem? What do they do?
85. I live in a place here now, no one cares about me, and they won’t do anything to help me when I need help.
86. In my experience in times past there have been parallel levels of accountability and responsibility, and those
two parallel extremes just don’t come together.
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87. Just trying to stay educated. It’s so complex, I think part of the problem is that, we have jails, nursing homes,
we have and people. I’m not sure it was good to put in in one big coffer. I think its way to confusing. You can’t
even find the person you want to talk too. Any number you dial there’s not a human being there anymore.
Punch this number and punch that number and I just hang up after a while. I tried to call about client liability
one day and after four tries and no human beings answered I get frustrated and what do you do I thought just
l go on. I think it has grown too big. Maybe we need go back to have long term care. To separate them out
because the bureaucracy has overgrown. It’s untended anymore. You go to the nursing home and they say,
“We don’t know” and that was another thing of information that I had to deal with trying to switch her form
in house to sheltered living. She turned 60 and she became frail very quickly they didn’t have a home she had
to be drug to the shelter everyday it was terrible. That transition was horrible. Who do you get to do the
assessment? I don’t know how to fill out all that paperwork and I have a master’s degree I’m not stupid. Then
you ask the people, then the lady could find my sister. So I get a call at 7:30, it’s a nightmare. When they cut
the funding. When I did the billing you could call and ask what code to enter and get the right amount not
anymore. I have no idea I’ve got all these pile. I don’t know who my mother’s MCO is. You call they say when
don’t cover this. We are in Neosho County and we call the nearest Pittsburg and they don’t cover us.
88. I stepped out at transition time. I had been through on to many transitions. Since 92 dealing with assisted
living HCBS and nursing homes in-between. I’ll let someone else deal with it because there was the period of
no payments. If you enrolled in the wrong MCO then they decided they were out of the game at the middle of
the year. I think its way to complex now how can you deal with long term services then prison then people
with children.
89. My sister had to have a level one and level two care assessment. I had no idea and could not find someone to
explain it. Finally I found someone at the agency on aging. But a lot of them work out of a shoe box, they
don’t have an office where I can come meet with them.
90. It all worked out but nowadays, what are we going to do when no one has money to pay. I’m not going back
to work to pay. We need one number where a human being actually answers the phone.
91. Too many abbreviations and acronyms.
92. On the hand out on the language side, safety net pools means what? And does member access to behavioral
health does that include substance abuse inpatient?
93. On the last section “member access to behavioral services” is that inpatient substance abuse also?
94. If I were on Medicaid could I get access to substance abuse treatment?
95. Please define Provider, and specially trained coordinator.
96. Is Kansas open to not just Authenticare but other systems?
97. I think the question of accountability is a MCOs question and raises a concern about the addition to the total
number. There is without question an added cost to providers in managed care systems. The addition of
positions that did not exist to keep up with the processes that are required. There are every day costs that
occur. You would see that adding another MCO would only complicate that significantly more and increase
challenges to the state in terms of being able to hold those contractors accountable. I understand the need
for 3 but I question the need or value for 4. Another area of that possible from the point of view of the MCO is
are there enough lives to sustain 4 MCOs. Can four be successful? I am asking to limit to 3 MCOs. Going to
four would create additional costs and requirements and make the system burdensome.
98. It would be wonderful because, 3 provides choice, but the state should to take that issue off the table.
99. As far as quality improvement, there had been a significant increase year after year across the board of all
HCBS populations in hospital readmissions. My hypothesis would be that is related to some of the cuts, labor
shortages. I want to give you a chance to speak to that, what plan is there to address pretty significant
readmission rates?
100. Questions related to quality metrics for applied behavior analysis services. Policies moved from autism the
waiver this last January. This was something that providers and families all indicated that current soft caps are
inappropriate. There is a soft cap for 25 hours a week of direct intervention and an average of about 2 hours a
month of supervision. It’s well below industry standards which indicates 30-40 hours a week of direct
KanCare Extension Hearings Public Comments

Page 63 of 271

Return to Index
supervision. And an average of 25 hours per week of supervisory parent training. When those went onto place
we were assured that they were soft caps. What we’ve run into is that they are hard caps. We have to show
the kid is going to be hospitalized usually. What are we going to do about the state soft caps that are
incompatible with industry standards and when looking at the final rule with access to the same level of
access with HCBS services for those on Medicaid and those with private insurance it’s just not compatible and
I’m not sure what you are going to do about that?
101. I request that in the spirit of transparency, that you get back to every single one of use about these issues
and questions we have and your responses and how this I going to improve the RFP.
102. Where is the report going to be made available?
103. In the spirt of transparency, what’s up with the process improvement group? What’s going on with those
things? I understood that the group was pretty secretive. We can’t even find out who is on the RFP committee
who’s on that group?
104. In KanCare 2.0 will people with acquired brain injuries be able to access TBI services? What do we need to do
to pursue that?
105. Are those written statements reviewed by each of the 41 revisers of the RFP at the same time? Who so we
submit those statements too?
106. Are you going to get rid of article 63?
107. I’ve had multiple kids on the same waiver, to provide nursing is like pulling teeth from a bear, as far as
assuming the responsibility of two kids at the same time. I’ve asked if you would make an exception but it’s
like, “ha”. Anyway I’m just frustrated about it.
108. It’s tough for a family to manage that. For people with disabilities being able to manage their own waiver
and services that they need that is a full time job me, and I’m fully functional. My kids are not, when I’m gone
they’re not going to be able to navigate this system. How are you going to help these people who are not as
functional to be able to realize when their Medicaid is expired? Or when they need to contact the MCO
because somebody screwed up their paperwork and then follow through the chain to make sure it gets done?
They have TCM but they can’t drop everything because they have caseloads.
109. Don’t understand why mental hospital waiving certain hours is going to bring more services? Your last slide
had something about federal requirements on mental health services I don’t understand that? That would
allow for longer stays in state hospital? Would this have an effect on community mental health?
110. I have a question about the Medicaid waiver for physical disability. I’ve been on Medicaid for 43 years and
the reimbursement rate is so low it is impossible for me to find care givers. Its 10.07 now and the rate has not
changed in 4 years. I have a high level of multiple care needs. I work on it every day trying to find care givers. I
don’t have the resources to spend on Indeed or the different agencies to help out. Its $40 for one day to
advertise. People want $15and $20 an hour I go through care.com to find people. I can’t get hits on anything.
I’ve written people on that list almost everybody. I know this is problem for everybody with my level of
disability. I’m a high-level quadriplegic and everybody is having this problem. I even tried to go through the
agency they don’t have people. They aren’t qualified, trained or even allowed to do the type of care she
needs. A simple suctioning, they would not even want the people to be trained, and to deal with her urinary
needs other issues would not even know what it would take to deal with it. We want quality people not just
people looking for a job. They want more than 10.07 an hour. They want days off. There are only a few
agencies that do it and they don’t have the staff. 43 years, that’s a long time to be trying to get care.
111. Thank you for coming today and listening I think you’re very compassionate. One issue this I brought up this
afternoon and I ask now so everybody can hear this is, two times ago at the Bethel oversight committee
legislatures asked how much savings KanCare has been for the IDD population. I asked today you said that you
didn’t know they asked again last time, the answer did not come out last time. I believe that’s very important
for parents to hear how much savings KanCare has been for the IDD. Because it’s our feeling is you’re not
saving anyone we would like to be carved out. One of the reasons we would like to be carved out is because
of all the things we talked about today the provider issues, staffing, TCM getting slashed, why are you doing
this? If you don’t know how much you’ve saved that seems rather odd too me.
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112. This evening there have been several references to other states success rates, and we are watching other
states, and no names of the other state. It would be very beneficial for each of us I think to know what the
states are and how many hours are provided in the states that are successful and the cost for those states to
participate to be successful. That program I’m interested in the IDD program. If there are successful states
that are using managed care organizations successfully we would like to know who they are. Nonmedical
services would like to know the same thing.
113. Going back to the rates issue and trying to hire on indeed. I’m a service provider for residential supports. We
have some divisions right now that are up to $15 an hour, we are not getting any hits on that. We went
through 50 applications that resulted in one hire. So rates are still very huge. We offer medical dental vision
and oral, paid vacation, this is a field that people avoid, it’s not just being able to afford indeed. With dental
and psychiatric services, it’s very difficult to find the care. The feedback we get is the rates, and hassles with
paperwork and red tape with the MCOs.
114. I’d like to know what the capitated rate you’re paying MCOs in the current contract.
115. I have a comment about psychiatric care and medication care. My son is IDD he was in crisis a few months
ago. He is autistic and has high OCD issues and significant anxiety. With all the changes he has been exposed
to over the last few months his behavior has gotten worse resulting in self-injury. He was in ER two or three
times required stitches in he was literally in crisis. I called every hospital in the greater Kansas City area, and
asking for help and absolutely no one would accept him because, he was on Medicaid IDD or doing self-injury.
One of those three or a combination of them knocked him out. The only place I could get help for him was
[inaudible] West. Only because in years past he was an outpatient. They were going to limit his inpatient
there to three days. We were able to get it extended to five days. Is the anything you can do to help the MCOs
convince the psychiatric community to provide some services for out folks when they are in crisis?
116. One thing I wanted to add to the discussion about the provider rates. That is that at least one Johnson
County provider has 33 vacancies because they cannot find people at the rates they are paying. This is not just
a problem here it’s a problem throughout the state. I think we are in a situation where we are putting kids at
risk with that kind of under staffing. Last year we were able to get a 3% increase. Next year if it doesn’t get
vetoed there will be an additional 4% but even with that these people are not getting enough. They have
options they can go flip burgers and fry rice for same amount of money without the stress. Someone had to
ask the legislature for $94 million for the waiting list. It’s nothing that I would like more than to see that
happen but there is not enough capacity to bring those people off the waiting list and get into an agency that
can provide support to them. We’ve got a major problem in the state and it’s going to get worse before it gets
better.
117. I would like to add on to what was said about in home care providers and the lack of bodies to provide good
services. We are relying on high school students to provide care. I would ask if you had a medical complex
would you give that responsibility to somebody that young. There’s a lot of families that don’t have a choice.
They are alone with my child providing care and some of its medical, providing medication, high school kids.
Doing tube feedings, all kinds of stuff.
118. You had mentioned or asked if there’s a solution or anything that we could come up with to help with
problems. Through the years it seems that the tasks or the things that are being paid for are narrowing, and
that what the case managers used to be able to they don’t get paid for, they can’t anymore. What if you allow
providers who are out there to help there residents to apply or reapply, the case manager can help and get
paid for it?
119. Can you tell me, is there a team inside of KanCare called program integrity? Through my letter, I talked to a
girl that said she was kind of in program integrity, but she was asking me specific information. She knew I was
appealing and we went through that process and thing have been kind of shut in our faces. Now my son is still
sitting there with the bills that have racked up and now collection agencies are calling.
120. If you don’t fix the things on the front end with 1.0 it not going to get any better with 2.0.
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121. I want to invite everybody to come to the oversight committee on 11.28.2017 in Topeka and you guys where
awesome today so come out and give your testimony so they can hear what you have to say the more they
hear the better. You can write Erica Haas is Erica.haas@ks.gov.
122. Recently there was a discussion because there was a relatively significant drop off in the RTF availability. It
had been relatively stable around 450 then up to 700 it’s now down to 200. There has been some push back
stating that its expensive and other folks, the whole thing is kind the safety net of last resort. The number that
is necessary is noble. I think that it ought to be considered when we talk about quality of outcomes. It’s
important to know how many RTFs may we need, and that number is entirely knowable through the
assessments when kids are taken into the system. That’s the more important number and I don’t think that
it’s been made very public. We have to dig down to what is actually necessary and then make sure that there
are enough community resources available to prevent kids from going to that level.
123. When it comes to MCOs you mentioned it could be 4 or 5 looking back to 2013 in the transition working with
MCO I think we’ve made great progress with the three that we have. I think about welfare and privatizing and
how that’s difficult, and a transition every time a contract comes up. Have you given any thought and I don’t
know about rules and things about when soliciting to MCOs when biding, can there be a limit? Can you give
thought to maybe can go with people we know rather that starting over with people we don’t know?
124. What does the state plan on doing about the MCOs since they claim that Amerigroup is the best? Yet they
refused mental health treatment unless they go to a crisis center which is limited mental health treatment
and temporary. No other place where they have doctors that claim they’re competent they won’t take the
insurance because the state only reimburses 40% and the MCOs only pays doctors 40% of that 40%. Most
doctors won’t take it. I had to take a cab to Kansas City to see a doctor he said he was too incompetent to get
the job finished. Amerigroup got pissed off because they had to pay for it, because they claimed it was
cheaper than me seeing a doctor here in Topeka. After that the social security wasn’t talking about suing the
MCO. The MCO says well, I no longer need treatment because of the crisis evaluation 2 years ago said that I
didn’t need it at the time. Therefore they just say until social security sues us or the state starts paying more,
that mental health treatment isn’t necessary.
125. I want some insight on a physical therapy program? They offer no physical therapy programs accessible.
126. On page 32 it talks about the average number of unique providers enrolled in KanCare, I think that’s
fantastic. My deeper dive in to that is, Ok you have this many people how many have openings. Maybe you
have 500 now but they’re only taking 2 patients instead of 4 because everything has become cumbersome
with paperwork and everything. I think that data is a little inadequate.
127. My positive is, I’m excited about the IMD waiver exclusion. I have spent time working at KDADS, working
with different places who fall under the IMD making it difficult for people to get services. Hopefully that goes
through.
128. You ever consider going back to the way it was before you went into KanCare? That was a wonderful
program. You could walk in and get your answers. This take months. I propose we go back to the way it was.
129. Who are the prospective MCOs interested in the bids? So if you have three or four MCOs that could look
three of four different ways?
130. As it exists today, does the IDD exclusion apply to Osawatomie? So are they currently severed or suspended
today? So there severed? If you’re successful with this they will keep their Medicaid we will get additional
dollars from Medicaid and we don’t have to reapply once they are discharged? For how may days, you’ve
mentioned 15 days, I’m not sure if I follow that?
131. If I am with one MCO and that MCO is not awarded the contract, I’ll be automatically reassigned? It will be
like it was when KanCare 1.0 rolled out that I can then change? That was a little bit of a mess the first round
due to moving pieces. I implore whoever is in charge of that process to be careful, because it was confusing.
The lists got messy.
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132. I can’t stress enough about network adequacy. Obviously, I have a passion because I have several kids in my
home with IDD; that is a unique population. Perhaps people uninvolved in that system aren’t as aware of
some of the special needs. So one of the most important needs for people with severe developmental
disabilities is the need for continuity of care. So, I saw on page 36, it talks about efficiencies and the
emergency rates for HCBS were lower. However inpatient hospitalization rates were higher. That puts the
spot light on the importance of continuity of care. That goes back to network adequacy. If you don’t network
adequacy to keep the same staff, or paying for folks with profound mental and developmental needs, and
you’re switching them all of the time, people are missing things. Even in my own home, my son I know very
well, things get missed. I had a new person working with him while I was out of town, she didn’t know his
ques, and missed some pretty significant things during the day. We ended up hospitalizing him for 5 days. If
you don’t have people that know, and we don’t fix the network, by paying people what they need to get paid,
in order to keep them in their positions.
133. You also talked about creating a medical care advisory committee. Carrying on my other theme looking at
LTSS as roughly half of the program, have you thought about adding an LTSS advisory committee to help with
policy development and make the thing work better.
134. I think you do a great job. And I really appreciate what you do at the state.
135. I'm thinking about starting – I want to start Napoleon sandwich shop in Wichita. There's a vacant Sonic next
door. It used to be Sonic. I thought about restarting Napoleons. They went bankrupt a few years ago because
the guy who started Napoleon died, David McElhaney. And I was thinking about learning on my own.
Independence University either computer networking, information system security, web development,
software development, mobile apps, computer servicing, and that's technology or business and accounting.
Accounting management, social media marketing, human services and entrepreneurship and I go to
Breakthrough. It's a mental health club in Wichita. And I live on like 900 a month disability. I do suffer from
lower back pains every now and then. When I wake up, my feet are numb and my legs are numb, almost up to
my knees. But that's no excuse in my eyes. [state clarification: So you're interested in some support to help
you get a job and get some training and be able to work?] Yes. Yes, the Department of Children and Families
just down the street in Oliver. They moved from downtown. And I have a lot of mentally ill friends but I
thought maybe if I had the knowledge to restart a small business, then I could probably pay my employees at
least $15 an hour, but it would just be a few employees, I won't be able to employ a lot. I do have job
experience with the health and hotels back in the '80s (Dillons, Edgemoor & Harry) and I had my identity
stolen about 15 times... [clarification asking if commenter is seeking help or making a comment] Well, I can
get help at Breakthrough Club. I can suggest what I need to do. And they can help me follow through with it…
this advertisement is from Independence University, it’s a place out of a admissions department, Salt Lake
City and I really don't know what else I can do. I do want to go back to work but I suffer from lower back pain.
My brother who live with me does all the shopping for me. He does the laundry. All I do is all of the cleaning
and wash the dishes…OK. Well, thanks a lot. You all have a nice time. Have a nice day… I appreciate this time
to speak on the phone about some of my plans.
136. I'm the power of attorney for my mother who's in a nursing home in Manhattan, Kansas. I didn't see very
much in the KanCare 2.0 about the frail elderly, which I believe is the category that she falls into. And I
wondered if you could summarize any expected changes to the KanCare Program for the frail elderly if I've – if
I'm identifying your category correctly…That would be helpful because I was told after I went to the meeting
in June and I heard from KanCare that she is not eligible for a care coordinator because she is frail elderly. I do
feel ask you to consider with this application she had a number of extraordinary large dental bills pending that
have not been taken into account with her – what she is paying for month for KanCare so both on the 2.0 and
the RFP, we need a little better service on bills incurred.
137. I was on your website and it ask for handouts or has on here for a hands out and presentation material, do I
enter a code to get those?
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Comments and Questions Received by Mail or Email
Theme 1: Strengthen Social Determinants of Health and Independence with
Service Coordination

In written correspondence received, comments about this theme area fell into four (4) main sub-themes, including:
service coordination, person centered planning, social determinants of health and independence pilots, and
language or technical suggestions. Additional comments not in one of these sub-themes are listed in the general
section.

Sub-Theme 1: Service Coordination
Several comments voiced support of the principal and
idea of service coordination and the partnership between
MCOs and local resources to support members and help
them connect to needed resources. One comment
reflected support for the idea and fear of it being later
terminated, as was the case with health homes.
Many comments requested for more detail about service
coordination, including the addition of a service
coordinator for youth in foster care, roles and
responsibilities for MCO service coordinators and
community service coordinators (including suggestions
that the MCO service coordinator does more problem
solving and is responsive, while the community service
coordinator coordinates transitions and the rest of the
responsibilities), and what the difference is between the
current and proposed systems, the assessment process
and tools to be used for assessment and planning.
There were many questions about who would receive a
service coordinator and community service coordinator,
specifically including those on waiver waiting lists, those
with SPMI or SED, and in the WORK program. Additional
questions were whether community service coordinators
would be a licensed service, whether Article 63 applies to
the service, and whether Community Service
Coordinators would be local.
Several comments offered suggestions to help ensure the
success of service coordination, including limits to
caseload sizes, setting a floor for contact frequency and
allowing for more at member discretion. Some also
requested assurance of choice of provider and the ability
to change the service coordinator. One requested clear
and reasonable training requirements. Another comment
suggested standard assessment and forms between
MCOs.

State Response

The State appreciates the feedback on community service
coordination. No changes were made as a result of this
comment.

The State includes more details on service coordination in
Section 5.4 and Attachment L of the KanCare 2.0 RFP. No
changes were made as a result of this comment.

As a part of their response to the KanCare 2.0 RFP, MCOs
will submit proposals on how they will assign and monitor
service coordinator caseloads. See section 5.4.9 of the
KanCare 2.0 RFP for more details on service coordination
ratios and caseload assignment methodology
requirements. The frequency of visit or meetings is
determined with the member in the initial meeting to
develop the person centered service plan or plan of
service. More details on service coordination training
requirements is available in Section 5.4.10 of the KanCare
2.0 RFP. No changes were made as a result of this
comment.
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Numerous comments and questions requested
clarification on how the programs are going to be paid for
and billed. One comment requested flexible rates for
Community Service Coordinator based on training,
education, and/or populations served. Comments also
requested a return to per member per month payment
for TCM services.
Many comments cited concerns of conflict of interest in
several areas. Most were related to MCO staff doing
screenings and assessments for services and authorizing
services. One comment requested assurance that service
coordinators would allocate services based on need, not
financial incentive and a way to report occurrences.
Several questions were also raised about how conflict
free case management will be administered and when it
applies. There were also questions about application of
conflict free case management including applicability to
different types of providers (residential, day, supportive
home care, FMS providers), whether CDDO and TCM can
be a part of the same agency, and whether a TCM can be
employed by a day and residential provider at all or
whether they are only prohibited from providing case
management to people served by the agency in other
ways. Commenters were also concerned about
community service coordinator capacity development
and its impact on TCM workforce.
There were several comments and questions about TCM,
mostly about the impact of service coordination on the
existing TCM service, differences in the two services, and
whether TCM would be eliminated. One comment
wondered if case managers would be able to serve other
populations. One comment stated support of keeping IDD
TCM.

Other comments included concern about frequency of
visits and whether members would be seen often enough
to accurately assess their needs if visits were annual or
every two years. One comment was received about each
of these topics: members need to know who MCO Service
Coordinator is and contact information, maintain
CDDO/role, community service coordinators need to be
able to talk to state agencies/MCOs on the person’s
behalf, restore TCM to all waivers, uncertainty that the
proposal is better than the current system, and
suggestion to remove barriers and disincentives to
utilizing telehealth.
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The initial actuarially sound rate range will be developed
by the State's actuary after the bids are submitted and
will consider the cost proposal information provided by
the prospective bidders. No changes were made as a
result of this comment.
As a part of KanCare 2.0, the State seeks to ensure
conflict-free case management by assuring that entities
responsible for assessing individuals’ needs and whether
they are being met are not the same entities providing
direct services, in accordance with federal requirements
in 42 CFR §431.301 and 42 CFR §441.730. As a part of
their response to the KanCare 2.0 RFP, MCOs will submit
proposals for how they can work to ensure that conflict
free community service coordination is implemented. The
State acknowledges that there are some exceptions and
instances where only one entity in a geographic area is
willing and qualified to provide case management and/or
develop person centered service plans. In these cases,
the State will develop conflict of interest protections,
including separation of entity and participating provider
functions within participating provider entities, which
must be approved by CMS. No changes were made as a
result of this comment.
Targeted case management (TCM) is a critical component
of achieving greater integration of care and improved
outcomes and will continue as a part of service
coordination activities. Furthermore, the State stresses
that members will be engaged in choosing a service
coordinator. If the member feels that their current care
coordinator or targeted case manager is appropriate for
their level of care and needs, they may serve as the
member’s service coordinator. No changes were made as
a result of this comment.
The frequency of visit or meetings is determined with the
member in the initial meeting to develop the personcentered service plan or plan of service. No changes were
made as a result of this comment.

KanCare Extension Hearings Public Comments

Page 69 of 271

Return to Index

Sub-Theme 2: Person Centered Planning

State Response

Several comments stated that person centered service
planning should be member-driven and two comments
suggested a peer participation model. Commenters also
requested more details about person centered service
planning.

Person centered service planning process involves
documenting the member’s strengths, needs, goals,
lifestyle preferences, and therefore is member-driven
with the assistance of the service coordinator and any
other parties the member wishes to include. See Section
5.4.4 of the KanCare 2.0 RFP for more details on person
centered service planning. No changes were made as a
result of this comment.

Questions about person centered service planning
included whether this was in response to the new CMS
rule, where the State’s PCSP policy can be found, who the
will have a PCSP and who will develop the PCSP. There
were also questions about the relationship between the
person centered support plan required by K.A.R. 30-63-21
and the person centered service plan in the application
and who would complete the person centered support
plan.

Plans of Service are developed for KanCare Members who
receive Service Coordination. Additionally, Members
enrolled in HCBS Waiver services, children in foster care
and Members with Behavioral Health needs receive a
person centered service plan. Person centered service
planning involves documenting the member’s strengths,
needs, goals, lifestyle preferences, and therefore is
member-driven with the assistance of the service
coordinator and any other parties the member wishes to
include. See Section 5.4.4 of the KanCare 2.0 RFP for
more details on person-centered planning. No changes
were made as a result of this comment.

Sub-Theme 3: Social Determinants of Health and
Independence Pilot Programs
Questions about potential pilots include whether they
would be offered to CMHCs, whether they would be
implemented, citing ambiguity in the language such as
“considering” and “potential”.

State Response

The State is still in the process of designing the pilot
programs based on responses to the KanCare 2.0 RFP and
will consider these comments. No changes were made as
a result of this comment.

Specific comments were received related to foster care
pilots, including expanding services available to children
and families at risk of entering state custody, particularly
substance use disorder services, request for more detail
related to types of transition included, and a need for
step down services for children leaving PRTFs.
Other comments about pilot projects in this area include
requests for more detail and collaboration, raising
protected income level amounts, including social
determinants in member health assessments, and
including specific language in the application around
receiving federal match for integrating social
determinants into the approach to support efforts.

Sub-Theme 4: Language and Technical Suggestions
•

In figure 20 example 3.1, reintegration should be
listed as the number one example of obtaining
permanency.

State Response

The State appreciates your feedback and comments. No
changes were made as a result of this comment.
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•

•

In figure 20 3.2 and 3.3 antipsychotic medication
is referenced, but this greatly limits the
population. It would be advantageous to expand
3.2 and 3.3 to children in foster care receiving
psychotropic medication.
Language suggestions:
o For Care Coordination, instead of person
centered “care” a better description of
“person-centered” would be that it is a
philosophy of assessment of, planning
for, and delivery of, services.
o Instead of using “Provides personcentered care”, perhaps instead use,
“facilitates person-centered planning and
delivery of services and supports”.
o Figure 4: The top circle which states
"Provides person centered care",
would be appreciated more by people
with disabilities if the term used is
"Facilitates person-centered planning
and delivery of services and supports".
o Change 3rd Community Service
Coordinator bullet from "Promotion of
self-care and independence " to "selfdirection”.
o Instead of saying MCOs will develop plans
based on their needs, say that plans
should be based on individual member
needs.
o Include information about self-direction

Theme 2: Promote Highest Level of Member Independence

Comments in this theme area fall into five (5) sub-themes: work requirement, lifetime limits voluntary pilots overall,
independence account pilot, MediKan pilot. Additional comments not in one of these sub-themes are listed in the
general section.

Sub-Theme 1: Work Requirement
The largest number of comments were related to the
work requirement in KanCare 2.0. Many comments were
in opposition and requested the State withdraw the
request. Reasons for opposing the requirement were
varied and included conflict with goals of Medicaid and
existing case law, unintended consequences, negative
impact on health, creation of barriers to employment,
reduced access to healthcare, increased administrative

State Response

The State appreciates your feedback and comments. No
changes were made as a result of this comment.
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costs and burden, increased risk to children including
removal from the home, harm caused to people with
chronic illness or disabilities, applicability to adults who
have aged out of foster care, the increased financial
burden to needy families leading to increasing their
poverty, and the wide variance in work and educational
resources through the State.
Several comments and questions were also received
related to the exemptions to the work requirement.
Questions include whether the exemption applies to all
parents of children under 6 or only those caregiving and
whether people on waiver waiting lists or SSDI are
exempted. Commenters requested additional exemptions
for those on waiver waiting lists, adults with mental
illness, medically frail, and caretakers for older adults.
Additional work requirement questions include the
number of people affected overall and those not already
subject to TANF work requirements, whether jobs will fit
education level of members and whether there is a
penalty for not accepting a job, what the definition is of
“able-bodied”, whether there is full reciprocity with TANF
requirements, and whether there is funding to utilize
education option to meet the requirement.
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The work requirements are similar to State TANF
program requirements, which vary requirements of hours
worked by one’s life situation. No changes were made as
a result of this comment.

Individuals subject to work requirements can also meet
these requirements by pursuing vocational education,
performing activities that include adult basic education or
other courses, or through secondary school attendance.
At this time, the State is not offering funding for
education. No changes were made as a result of this
comment.

Several comments voiced concern about the requirement
including references to data that doesn’t support
hypothesis that this will encourage or increase
employment, and shows the opposite effect, the grace
period is too short, and citing a lack of detail including for
monitoring.

The State is assessing operational needs to support the
work requirement initiative and designing the program to
support increased employment. No changes were made
as a result of this comment.

Comments also were received related to providing
enhanced protection for those to whom the requirement
applies and the resources and structure necessary to
support the requirement and impacted members.

The State is assessing operational needs to support the
work requirement initiative and will develop proposals
for how to avoid prohibitive costs or divert money away
from direct care. At this time, the State does not have
estimates for administrative costs or staff needed to
implement the waiver effectively. No changes were made
as a result of this comment.

Protections include support for providing 12 months of
coverage for families who lose eligibility due to increased
earnings and provision of gap coverage people meeting
the work requirement, ensuring protection from
erroneous loss of benefit, and strong CMS oversight.
Several comments suggested resources and structure
necessary for work requirements, including alignment
with SNAP and TANF requirements, several comments
related to needed supports for those affected by the
work requirement including job search and placement
support, and assistance with childcare, transportation,
clothing, and food to help ensure success.
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State Response

Sub-Theme 2: Lifetime Limits
Many comments were received related to lifetime limits
for coverage, most requesting the state withdraw the
request for a variety of reasons. Reasons for opposition
include limiting access to care, having access supports
employment, working does not equate to the availability
of affordable employer healthcare or that families are no
longer in poverty, it is punitive to families working their
way out of poverty. One question related to the limit was
whether it is a lifetime limit.

Sub-Theme 3: Voluntary Pilots Overall

The State appreciates your feedback and comments.

State Response

Questions about voluntary pilots included how many will
be able to participate, cost of pilots and how it will be
paid for, whether long term services and supports service
locations meet definition of “community” for this
purpose, what additional resources will be provided, how
pilots will be monitored, and when final decisions about
whether to move forward with these pilots will be made.

The State is assessing operational needs to support the
work requirement initiative and will develop proposals
for how to avoid prohibitive costs or divert money away
from direct care. At this time, the State does not have
estimates for administrative costs or staff needed to
implement the waiver effectively. No changes were made
as a result of this comment.

Comments supported efforts to close gaps and help
people gain employment, request additional detail,
support utilization of a 1915i waiver to provide flexibility
and additional supports, they also support incentivizing
work over penalizing unemployment. Commenters
support incentives for people with disabilities to work
and would like to see higher expectations for people with
disabilities to work, they also appreciated the
requirement that MCOs work in local communities and
cited need for vocational rehabilitation to do so too.

Vocational and rehabilitation workforce systems will
continue to support voluntary work opportunities for
members who have disabilities and are not subject to
work requirements. No changes were made as a result of
this comment.

Sub-Theme 4: Independence Account Pilot
There were several comments specifically related to the
independence account pilot. Many comments expressed
concern about the ability of participants to re-enroll in
Medicaid, citing potential change in health (cancer
relapse) or financial status; they suggest allowing reenrollment in these situations. Some comments
suggested making participation mandatory and/or
expanding availability beyond TransMed to include
people with disabilities and a behavioral health pilot.
Other suggestions included central administration at one
MCO and leveraging a health-plan like tools to support
the program, treating the state contribution level as a
deductible, and including a member contribution.

State Response

The State appreciates your feedback and comments. No
changes were made as a result of this comment.
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Sub-Theme 5: MediKan Pilot
There were also several questions and comments related
specifically to the MediKan pilot. Questions included
whether participants would be able to apply for KanCare
and fall under the work requirements. If unable to
work, would they only be able to get 3 months of
KanCare service? If a member withdraws their
application for disability determination, would the
member now be determined as able-bodied?
Comments included the need to ensure fully informed
decision-making and for flexible time limitations, and
concerns about health changes if someone enrolls in
MediKan pilot.

Sub-Theme: General

General comments about this area included the lack of
attention to self-direction, disapproval of the use of the
term able-bodied and separation of requirements for
those ‘able-bodied’ and those with disabilities, suggested
use of a 1332 Innovation Waiver to remove employment
disincentives by consolidating administration of KanCare
and subsidized marketplace programs, and the need for
more conversation about emergency preparedness and
accessibility of those plans for people with disabilities and
how long the TransMed lock-out period is.

State Response

MediKan members will not be required to comply with
work requirements at this time. MediKan participants
would be eligible for the Medicaid benefits package with
employment support if they voluntarily give up their
pursuit of a disability determination.
No changes were made as a result of this comment.

State Response

The State appreciates your feedback and comments. No
changes were made as a result of this comment.

Theme 3: Improve Performance and Quality for Better Care

In theme area three, comments and questions fell into three (3) sub-themes: value based purchasing, DSRIP and UC
Pool, and MCO quality measures and improvement. Additional comments not in one of these sub-themes are listed
in the general section.

Sub-Theme 1: Value Based Purchasing
Questions about proposed value based purchasing
agreement include whether participation will be
voluntary, whether penalty based models will be allowed,
whether programs will be negotiated individually, what
the impact would be to provider payments, and what
provider types will be able to enter value based
purchasing agreements. One question wondered how
high-quality providers are identified and defined.
Comments related to value based purchasing include
several requests that participation be voluntary and
incentivized rather than penalty based, that participation
be mandatory or heavily encouraged, the desire to
collaboratively design programs to ensure success,
request for additional detail including what types of

State Response

The State will require KanCare 2.0 MCOs to implement to
implement innovative provider payment and/or
innovative delivery system design strategies that
incorporate performance and quality initiatives in service
delivery models. The State seeks to promote the goals of
helping Kansans achieve healthier, more independent
lives by providing services and connecting to supports for
social determinants of health and independence in
addition to traditional Medicaid benefits.
As part of their response to the KanCare 2.0 RFP, MCOs
will submit proposals for value-based models for the
State to review and approve prior to implementation. The
State will evaluate each proposal and reserves the right
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agreements will be allowed, and request that agreements
be negotiated individually.
Other comments were related to potential benefits or
uses for value based purchasing, including helping
integrate behavioral health and substance use disorder
care and to increase utilization of self-direction in long
term services and supports.
Two comments voiced support of the change to value
based purchasing, one voiced concern that it is not
workable for Medicaid and will increase
provider/member dissatisfaction.
One comment expressed concern about state
micromanagement of services and agreement reviews,
creating a barrier to MCOs and providers being able to
negotiate agreements.

Sub-Theme 2: DSRIP & UC Pool
There were several questions about the Delivery System
Reform Incentive Payment (DSRIP) and Uncompensated
Care (UC) Pool changes, including how payments treated
as a supplemental payment through Managed Care Final
Rule and whether all added funds will be distributed, and
request to identify the source of and distribution method
(including eligibility) for additional UC pool funds. An
additional question about the UC pool was around how
the inclusion of Critical Access Hospitals (CAHs) in the
pool would impact the cost adjustment factor currently
distributed to CAHs.
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to modify the proposed metrics and reporting
requirements described in the framework to develop
standardized reporting across MCOs for similar
arrangements. To promote effective implementation of
these strategies and reduce provider administrative
challenges, the State may select a proposal(s) to be
standardized across KanCare 2.0 MCOs. Please see
Section 5.7 of the KanCare 2.0 RFP for more details on
the framework for MCO value-based models.
The State will consider the questions and concerns raised
under this sub-theme in reviewing and approving MCO
proposals for value-based models. No changes were
made as a result of this comment.

State Response

The State is in the preliminary stages of considering
changes to DSRIP and the UC Pool under KanCare 2.0, as
described at a high level in the waiver renewal
application. The State plans to work with stakeholders
beginning in early 2018 to gather input on proposed
changes to the DSRIP program and the UC Pool and
recognizes that stakeholder engagement is an essential
part of the process.
The State is reviewing Federal regulations on state
directed payments as it evaluates possibilities for the
Alternative Payment Model (APM) approach as a
potential replacement to the DSRIP program. Decisions
regarding the distribution of funds under the APM
approach are yet to be determined and will be discussed
with stakeholders.
As described in the waiver renewal application, the State
is considering increasing the amount of funding in the UC
HCAIP Pool. This increase and the inclusion of CAHs in the
UC HCAIP Pool is intended to provide an opportunity to
raise CAHs’ Medicaid cost coverage. The State does not
anticipate eliminating either of the enhanced rates that
CAHs currently receive.
The State is evaluating options to fund the state share of
the increased Pool amount, and will discuss these options
with stakeholders as part of the design process. An
increase in the amount of the UC HCAIP Pool will
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continue to be a provision of KanCare 2.0 only if an
appropriate funding source can be identified.
The distribution method of any additional UC HCAIP Pool
funds has not yet been determined. The current UC
HCAIP provisions that are impacted by trauma and
neonatal intensive care services will likely not be an
appropriate methodology for distribution of funds to
CAHs.
Renewal of, and any changes to, the UC HCAIP Pool and
DSRIP program are subject to CMS approval.
The amount of any UC HCAIP increase will be limited to
the individual hospital’s Disproportionate Share Hospital
payment limit. The UC HCAIP distribution in a year will be
the lower of the UC HCAIP limit defined in the 1115
waiver or the sum of uncompensated care costs for the
hospitals participating in UC HCAIP program.
No changes were made as a result of these comments.
Comments about the DSRIP and UC Pool changes were
that the transition needs to be collaborative and
transparent. One comment believes changes being made
without stakeholder input are in violation of state statute
KSA 65‐6218 (c). There was also a concern that the
consolidation ignores the uncompensated care provided
by hospitals involved and doesn’t allow them to change
DSRIP programs to address the shift.

The State agrees that any changes to DSRIP and the UC
Pool should be made collaboratively with stakeholders
and will engage stakeholders as it considers changes to
the DSRIP program and the UC Pool. In addition, the State
will involve the Health Care Access Improvement Panel,
as described in KSA 65‐6218 (c), in discussions regarding
modifications to the UC HCAIP Pool. In the version of the
waiver renewal application posted for public comment,
the State proposed to combine the LPTH/BCCH Pool
funds into the DSRIP program for DY 7 and DY 8. The
State no longer proposes to combine the LPTH/BCCH Pool
into DSRIP and instead proposes to maintain the
LPTH/BCCH Pool for the five-year demonstration period.
CMS approval is also required for the continuation of the
DSRIP and UC Pools under KanCare 2.0.
No other changes were made as a result of these
comments.

Sub-Theme 3: MCO Quality Measures & Improvement
Many comments suggested specific additional measures,
several requested adding measures related to long term
services and supports/HCBS and one requested using
United States Preventive Services Task Force (USPSTF) Aand B-rated cancer screening services for cancer related
measures.

State Response

The original goals of the KanCare demonstration focused
on providing integrated, whole-person care, creating
health homes, preserving or creating a path to
independence, and establishing alternative access models
with an emphasis on HCBS. Building on the success of
KanCare, the goal for KanCare 2.0 is to help Kansans
achieve healthier, more independent lives by providing
services and supports for social determinants of health

KanCare Extension Hearings Public Comments

Page 76 of 271

Comments also requested continuing stakeholder
engagement around quality measures and one suggested
that stakeholders participating in national workgroups
can help get blueprint to create measures.
One comment requested the state reconsider
independently analyzing claims data, rely on EQRO to
help identify gaps in programs and only re-analyze if MCO
not meeting standards
One comment requested that the MCOs “deliver value
for their price”, and this value be tracked at each MCO,
provider, and patient. One comment suggested analyzing
evaluation of pediatric and adult populations separately.
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and independence in addition to traditional Medicaid
benefits. The State will modify and strengthen evaluation
activities under KanCare 2.0 to measure progress in
meeting this goal. The State will also prepare a detailed
KanCare 2.0 Evaluation Design after receiving approval of
the demonstration renewal application from CMS taking
into consideration these public comments. The State will
work with other State agencies and stakeholders in
developing the KanCare 2.0 Quality Strategy which will
inform the KanCare 2.0 Evaluation Design. No changes
were made as a result of this comment.

Theme 4: Improve State Medicaid Effectiveness and Efficiency

In this area, five (5) sub-themes were apparent: clearinghouse, streamlining, provider credentialing, MCO
data/quality, and network adequacy. Additional comments not in one of these sub-themes are listed in the general
section.

State Response

Sub-Theme 1: Clearinghouse
Several comments were made voicing concern about the
clearinghouse, these included ongoing delays in
processing and backlog and errors and lost
documentation causing people to lose Medicaid
coverage. Commenters also stated that it is difficult to
access the clearinghouse due to long hold times.

The State continues to work to make the Clearinghouse
better and have put many fixes in place, including:
•

•

•

•

Process Improvements
o Added extra training and training tools
o Working to change the way we answer
people’s questions
o Telling our staff to call people when we
need more information
Responsibility
o Making sure we know who is working on
what
o Making sure people with the right
experience are working on the right cases
o Developing new reports that tell us how
well our staff are working
Overtime
o Made our staff work overtime
o Have longer hours when the
Clearinghouse is open
Nursing Facilities
o Continued our Nursing Facility Liaison
Program to serve more Nursing Facilities
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o
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Made new training videos and other
guides to help answer questions that
Nursing Facilities ask a lot

Eventually, KMMS will be able to report certain
performance measures of the Clearinghouse, which will
help KDHE monitor how well the Clearinghouse is doing.
No changes were made as a result of this comment.

Sub-Theme 2: Streamlining
Related to administrative streamlining in general, there
were many comments supporting efforts being made in
this area. Several comments reported that current
systems unique to each MCO are administratively and
financially burdensome to follow and they support the
State collaborating with MCOs and providers to reduce
this administrative burden. One comment specifically
requested to collaborate on development of health
screening tools. Multiple comments report concerns that
requirements of HB2026 were not included in the
renewal application. Related to the State’s transition to a
single preferred drug list, two comments urged the state
to reconsider use of single preferred drug list, saying it
often doesn’t result in the desired savings. Once
comment also requested standardization of prior
authorization for all services, not only pharmaceutical. A
related comment stated that prior authorization
requirements are excessive and approvals slow.
One comment also stated that an excessive number of
provider claims are determined incomplete. Commenters
also stated that progress is needed in timely and accurate
claims payment.
One comment reflected that the long-term services and
supports system is too complex and difficult to navigate,
feeling it does not fit the medical model.

Sub-Theme 3: Provider Credentialing
Related to credentialing specifically, two comments
stated that the process needs to be standardized, two
also stated that the current process takes too long, one
comment cited the process as expensive. Two comments
requested the state set a date and timeline for
standardization, one suggested December 31, 2018 and
one prior to June 2018.

State Response

The State appreciates this feedback. The KanCare 2.0
waiver demonstration renewal application for public
comment only includes initiatives that require federal
authority to implement. The KanCare 2.0 RFP
incorporates the requirements of House Bill 2026 (2017),
such as required changes to MCO processes for provider
education, documentation for denied claims, and uniform
processes and standards for provider enrollment and
credentialing, grievances and appeals, and utilization
review of readmissions.
Regarding the health screening tool, the State is working
towards finalizing the health screen and algorithm prior
to the execution of the KanCare 2.0 contracts and
welcomes public input.
Regarding provider claims payment, Section 5.14 of the
KanCare 2.0 RFP outlines payment timeframes that MCOs
meet, such as processing and paying all claims where no
additional information is required within 30 calendar
days of receipt. MCOs will regularly submit claims
processing and payment reports, and the State may
assess liquidated damages for non-compliance with the
State’s standards.
No changes were made as a result of this comment.

State Response

KanCare 2.0 will implement a standardized provider
application and enrollment process for all providers. To
address provider concerns around the timeframe for
credentialing, KanCare 2.0 requires MCOs to complete
credentialing within 60 calendar days of receipt of all
necessary credentialing materials. MCOs must also enter
or load credentialed providers into the claims payment
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system within 30 calendar days of approval by the MCO’s
Credentialing Committee.
In the future, the State may decide to contract with or
require the MCOs to contract with a single credentialing
verification organization (CVO) to standardize provider
credentialing and re-credentialing processes across the
KanCare program. No changes were made as a result of
this comment.

Sub-Theme 4: MCO Data & Quality
There were several comments related to MCO data and
quality, covering currently available data and future data.
Related to current data, comments stated there isn’t
enough data available and the data that is not made
available in a timely manner. Several comments also
voiced concern that there is a decline in the number of
older adults served in nursing facilities without a
corresponding increase in FE & PD Waiver and there has
been a decrease in WORK participation, and suggested
evaluation of this. Regarding future data, multiple
comments requested standard data metrics and
definitions across KanCare, they also requested a timeline
for implementation and release of data, and that this
implementation occur after KMMS is fully implemented.
Several comments asked who will be able to access the
data once collected, including specifically providers and
members and de-identified data being publicly available.
Several comments were also concerned with ensuring
that data is accessible both handicap accessible and to
those without internet access. Related to data measures,
several comments requested the inclusion of measures
for long term services and supports and children in foster
care, one comment also requested the addition of
clearinghouse measures, and one asked that the State
ensures focus on the person and not only data. One
comment also stated that the scope of MCO compliance
reviews is inadequate and that this review should be
statistically valid. One comment suggested creation of a
stakeholder council for system quality improvement.

State Response

The State is in the process of implementing the new
Kansas Modular Medicaid System, a new information
technology infrastructure which will allow the State to
better connect with other state agencies and
organizations to share information, including data to
support initiatives addressing social determinants of
health and independence. The State is still in the process
of determining the data that will be shared with
stakeholders and partners, including de-identified reports
and aggregated data, and will take these public
comments into account.
Regarding data measures and evaluation, the State will
modify and strengthen evaluation activities under
KanCare 2.0 to measure progress in meeting this goal.
The State will also prepare a detailed KanCare 2.0
Evaluation Design after receiving approval of the
demonstration renewal application from CMS taking into
consideration these public comments. The State also
plans to track KanCare 2.0 data by population group (e.g.,
adults, children, children in foster care), as appropriate
for each measure. The State will work with other State
agencies and stakeholders in developing the KanCare 2.0
Quality Strategy which will inform the KanCare 2.0
Evaluation Design.
No changes were made as a result of this comment.

One comment suggested analyzing evaluation of
pediatric and adult populations separately.

Sub-Theme 5: Network Adequacy
There were three focus areas for comments around
network adequacy. Two comments requested that the

State Response

The State appreciates this feedback. In addition to
meeting KanCare 2.0 provider network adequacy
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availability (or lack of) direct support workers be included
in the discussion of network adequacy. One comment
also requested focus on dental capacity in rural or
frontier areas. One comment requested the State
maintain the requirement for MCOs to contract with any
willing provider.
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requirements, MCOs must also submit value-based
models and purchasing strategies that expand the use
and effectiveness of telehealth strategies to enhance
access to services for rural areas as part of the KanCare
2.0 RFP. No changes were made as a result of this
comment.

One comment suggested increasing rates based on
certain criteria to help build capacity and address
network adequacy problems. Criteria suggested includes
treating a large number of Medicaid patients, having
hospital admission privileges, avoiding ER visits, vaccine
rates, and reimbursing all pediatric providers at rural
rates to address a shortage of pediatric providers.
Another comment suggested all providers receive the
rural rate. One comment stated that reimbursement
rates are inadequate across the board.

Section 5.5.15 of the KanCare 2.0 RFP outlines
requirements for provider payment. MCOs must
reimburse providers the rate that would be received in
the fee-for-service Medicaid program and may pay higher
than these rates at their option. No changes were made
as a result of this comment.

One comment expressed fear of maintained or increased
difficulty finding replacement direct support staff if MCOs
are using community-based care coordinators.

The State appreciates your feedback. No changes were
made as a result of this comment.

General
Other Application Comments and Questions

State Response

Commenters stated support for, or acknowledged efforts,
in the application’s efforts to make progress in the lack of
capacity in the behavioral health system, efforts to
maximize independence, social determinants of health
focus, MCO/local partnership, person centered planning
and service delivery, and proposed pilot programs.

The State appreciates your feedback and will consider
this when finalizing the waiver application with CMS. No
changes were made as a result of this comment.

Several comments expressed concern about the
application and proposed changes.
Many were concerned with the proposed change in
reducing appeal timelines from 33 days to 10 (they also
stated that this is a floor set by CMS and the state could
set it higher). One comment stated that the plan doesn’t
address a lack of due process for kids in custody,
reporting that they are discouraged from accessing state
fair hearing processes. Multiple comments also expressed
concern that the state didn’t provide financing and
budget neutrality documents with application during
public comment. One comment stated the plan doesn’t
address the high hospital readmission rate among those
served on the PD Waiver. Several comments are also
concerned that the current application doesn’t address
existing problems in KanCare, including oversight (state

The State appreciates your feedback and will consider
these concerns when finalizing the waiver application
with CMS. No changes were made as a result of this
comment.
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and legislative), the ombudsman program and a desire
that this be an independent position, consumer rights,
and network adequacy, and that as presented the plan
will create additional barriers for all stakeholders and will
require additional resources from the state, MCOs and
providers. Once comment. Multiple comments stated
they believe provisions in 2.0 run counter to Medicaid’s
purpose to improve health. Two comments requested the
state carve out the IDD Waiver, and two requested the
state expand KanCare. One comment requested that the
state keep current programs in place. One comment also
found the plan lacking in commitment and plans to
prevent youth from coming in to custody.
Detail was requested overall, and specifically related to
how changes will be made and how KanCare 2.0 will
operate and reach the goals of KanCare 2.0, how the plan
will promote community access, progress and plans for
the state’s corrective action plan. Detail including data
and analysis was also requested by multiple comments
about the performance of KanCare 1.0.

The State is working towards finalizing the operations in
conjunction with CMS and the MCOs and welcomes
public input.

Other comments related to the application were specific
to the application content. These included requesting
clarification as to what success measures are referred to
in the introduction and for more historical context in the
introduction. Two comments requested adding long term
services and supports to the services covered in KanCare
(Pg. 2, 2nd paragraph) and more acknowledgement and
emphasis on self-direction in Kansas. One comment
requested more stakeholder input into KanCare 2.0.

KanCare expands services offered to members by
coordinating services and supports for social
determinants of health and independence in addition to
traditional Medicaid benefits. In particular, KanCare
expands service coordination by assisting members with
accessing affordable housing, food security, employment,
and other social determinants of health and
independence to increase independence, stability, and
resilience and improve health outcomes. No changes
were made as a result of this comment.

Related to KanCare renewal, multiple comments
requested that the state extend KanCare 1.0 for another
year to allow time to fix concerns and plan with
stakeholders, calling for a systemic fix to issues and
barriers, and multiple comments opposed the State
renewing KanCare at all.

The State has submitted to CMS a request to extend the
KanCare program under Section 1115(a) of the Social
Security Act. The current KanCare demonstration expires
on December 31, 2017. The State requested a one-year
extension of the current KanCare demonstration,
including the Uncompensated Care Pool and the Delivery
System Reform Incentive Payment Pool. The requested
extension period is January 1, 2018 through December
31, 2018. KDHE did not request any changes to the
demonstration for the one-year extension period, which
was approved by CMS on October 20th, 2017. No
changes were made as a result of this comment.

Behavioral Health
Many comments were related to behavioral health
services. These comments included support for
integrating behavioral and physical health with a

No changes were made as a result of this comment.

State Response

KanCare 2.0 includes service coordination, which is a
comprehensive, holistic, integrated approach to person
centered care. It allows for maximum access to supports
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suggestion to also focus on those with co-occurring I/DD
or traumatic brain injury & behavioral health. Several
comments stated the Kansas Client Placement Criteria is
ineffective and out dated revised or replaced. Several
comments also stated a need for additional services or
removal of barriers. This includes additional employment
services, easier access to services for youth at risk of
foster care who come in to custody due to their family
being unable to navigate KanCare or not eligible for
Medicaid until they’re in custody, lack of appropriate
services available to youth in foster care, significant
variation in the allocation of services between MCOs, and
the lack of PRTF placement availability or children being
dismissed too early. One comment requested additional
tobacco cessation services.

Expanding Billing Codes
There were numerous comments received regarding
expanding billing codes, stating this will improve care and
increase capacity. Several comments requested opening
the ability to bill for currently closed mental health and
substance use disorder treatment Medicaid codes to all
qualified providers as well as allowing LCMFTs & LCPCs to
be eligible to bill the full PPS rate. There were also
requests to expand available behavioral health codes for
children’s needs, codes to pay for Medication Assisted
Treatment related to opioid use, and additional codes to
allow for tobacco cessation as a reimbursable substance
use disorder service.

MCO Comments

Return to Index
by coordinating and monitoring all of an individual’s care,
including acute, behavioral health, and long-term care
through direct interventions, provider referrals, and
linkages to community resources. Case management,
disease management, discharge planning, and transition
planning are also elements of service coordination for
members across all providers and settings. No changes
were made as a result of this comment.

State Response

Provider rates for participating in service coordination
activities will be built into the rates that MCOs negotiate
with the providers. The State will provide a code that can
be used to bill for service coordination. The State will
consider all concerns in reviewing and approving MCO
proposals for service coordination program design. No
changes were made as a result of this comment.

State Response

A comment relayed that for emergency providers, some
MCOs determine after treatment provided that it was not
an emergency situation and reduce the rate they
reimburse the emergency provide and they (MCOs) have
lists of symptoms and conditions they have determined
to be non-emergent and adjust payment based on this.

The State appreciates your feedback. KanCare does not
permit MCOs to deny payment for treatment obtained
when a Member had an emergency medical condition.
No changes were made as a result of this comment.

Several comments stated that appeals and State Fair
Hearings are burdensome and expensive, and one stated
that even when they are successful, reductions are
reinstated on the next plan of care.

The State appreciates your feedback. No changes were
made as a result of this comment.

Some comments stated specific concerns with MCOs, this
includes that people do not know who their care
coordinator is or what is on their treatment plan. Another
comment stated that people are asked to sign blank
plans. Other concerns include that MCOs are difficult to
reach and have long hold times. One comment cited a

KanCare is expanding service coordination, and more
Kansans, including members who get home- and
community-based services, adults with behavioral health
needs, and people with chronic or complex conditions,
among others, will have a specially trained coordinator to
oversee all of their care. These members will know who
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data breach at an MCO and believes there wasn’t enough
done to alert possible victims.

Return to Index
their coordinators are, meet them in person, and be able
to reach them by phone. No changes were made as a
result of this comment.

One comment requested that the state disallow MCO
subcontracting of business lines.

The State appreciates your feedback and will consider
these recommendations when finalizing subcontracting
procedures. No changes were made as a result of this
comment.

One comment stated need for a disincentive for MCOs if
person is placed in an ICFMR or NFMH.

The State appreciates your feedback and will consider
these recommendations when finalizing MCO incentives.
No changes were made as a result of this comment.

One comment stated a number of difficulties with
Amerigroup, and requested they not be awarded a new
contract.

The State appreciates your feedback and will consider
these experiences when selecting MCO contractors. No
changes were made as a result of this comment.

One comment requested that there be a method for how
MCOs assign primary care physicians.

KanCare 2.0 members will have 10 business days within
enrollment in the MCO to choose a new primary care
physician (PCP). If a member does not choose a new PCP
within this period, MCOs will assign a PCP. MCOs must
consider the following if they assign a PCP:
• Current relationships with providers,
• Language of the member,
• Cultural competency,
• Member location
MCOs will send a letter to notify members of the PCP
assignment. Members can change their PCP at any time.
No changes were made as a result of this comment.

Dental Services
Comments related to dental services fell into three areas:
that the State maintain the value added benefit for adult
preventative dental care, expand coverage to include
restorative dental care for adults, and to increase dental
rates.

Other Comments: Unique and listed for individual response

State Response

The State appreciates your feedback and will consider
these experiences when selecting MCO contractors and
value-added benefits. No changes were made as a result
of this comment.

State Response

One comment requested the ability to check all member
eligibility information on one website.

The State appreciates your feedback and comments. No
changes were made as a result of this comment.

There were several comments about the IDD waiting list
growing and that there is less waiting list data is
available. One comment stated that the supplemental
appropriation request was a positive step.

The State appreciates your feedback and comments. No
changes were made as a result of this comment.

One comment shared personal experience in finding
caregivers for her son and cited several barriers,

The State appreciates your feedback and comments and
intends to resolve these types of issues with better
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including: provider reimbursement rates are too low, DSP
training is unpaid, background checks are burdensome
and take too long, a lack of flexibility to change ISP, and a
lack of emergency help.
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service coordination. No changes were made as a result
of this comment.

One comment stated the public comment period is too
close to the release of renewal documents.

The State acknowledges the concern on the waiver
application process timeline and assures its adherence to
federal regulations on the state public notice process in
42 CFR 431.408. No changes were made as a result of
this comment.

One comment stated more supports are needed to help
families re-apply for KanCare including more time, access,
and assistance.

The State appreciates your feedback and will consider
these recommendations regarding application. Currently,
applicants can call the enrollment center at 866-305-5147
or
TDD / TTY: 800-766-3777
No changes were made as a result of this comment.

One comment requested limiting the number of MCOs to
two to offer choice and minimize idiosyncrasies among
MCOs, and opposes more than three.

The State appreciates your feedback and will consider
these recommendations when selecting MCO
contractors. No changes were made as a result of this
comment.

One comment stated an ongoing need to address
ongoing problems with the KEES system.

The State appreciates your feedback and will consider
this recommendation. No changes were made as a result
of this comment.

One comment requested that KDADS resume the Autism
Advisory Council.

The State appreciates your feedback and will consider
this recommendation. No changes were made as a result
of this comment.

One comment cited a need to address continuity of care
for people who become incarcerated or are admitted to
State hospitals.

The State will require MCOs to implement at least three
clinical and two non-clinical performance improvement
projects (PIPs). Clinical PIPs may include, but are not
limited to projects focusing on prevention and care of
acute and chronic conditions, high-risk populations, highvolume services, high-risk services, and continuity and
coordination of care. No changes were made as a result
of this comment.

One comment suggested creating a backup plan in case
the managed care final rule is modified.

The State appreciates your feedback. No changes were
made as a result of this comment.

One comment suggests better communication with all
stakeholders including use of social media, direct alerts,
and mail.

The State appreciates your feedback and will consider
this recommendation before finalizing outreach
procedures. No changes were made as a result of this
comment.

One comment requested that the state conduct a
comprehensive analysis of current programs, successes,

The State appreciates your feedback and comments. No
changes were made as a result of this comment.
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and failures, in order to determine the best direction
forward for long term systemic improvements.
Two comments were sharing personal stories about
KanCare experiences and overall dissatisfaction with
KanCare and MCOs.

The State appreciates your feedback and comments. No
changes were made as a result of this comment.

One comment requested steps to consider population
behavior issues, with an example of a nominal co-pay for
emergency room use in some cases.

The State appreciates your feedback. No changes were
made as a result of this comment.

MCO Responses
MCOs, both current and potential, provided comment on
how they would or could support new pilots and
initiatives in KanCare.

State Response

The State appreciates your feedback and comments. No
changes were made as a result of this comment.
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Appendix A: Comments Received by Mail and Email
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