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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 14" and 20", 2017.

Date/Date Time Location
11/14/2017 2:00pm Pittsburg, Kansas
11/14/2017 6:00pm Pittsburg, Kansas
11/14/2017 2:00pm Dodge City, Kansas
11/14/2017 6:00pm Dodge City, Kansas
11/15/2017 2:00pm Great Bend, Kansas
11/15/2017 6:00pm Great Bend, Kansas
11/15/2017 2:00pm Olathe, Kansas
11/15/2017 6:00pm Olathe, Kansas
11/16/2017 2:00pm Wichita, Kansas
11/16/2017 6:00pm Wichita, Kansas
11/16/2017 2:00pm Topeka, Kansas
11/16/2017 6:00pm Topeka, Kansas
11/20/2017 12:00pm Conference Call
11/20/2017 6:00pm Conference Call

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

State Response

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 alighment 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.

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-enroliment. 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 |
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 | hope these requirements have been considered in alighment 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. Il 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?

| 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 | cannot do is to fill out applications. I'll admit to what | do. | don’t charge for
applications, | have a meeting with my families and we talk about the application and | 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?

| get it’s hard to put into words exactly how this goes, but at times | feel like you’re trying to fit every person
with a disability into the same box. | don’t do it that way and | 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. | direct my own services, I’'m on the work program, and the thing that works for
me is, | need to have an independent living case manager. To tell you the truth | 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. | can’t write my life
down on paper, a lot of people can, | understand that, | wish | 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, | found | had plenty
of supports around me. | was getting services through a provider. | was in an independent living program. The
people that | had on my person centered planning team were the ones that | talked too to try and decide
what | was going to do when | had my first person centered service planning meeting. In that time my
situation was a little different, | was getting services for about four years in a sheltered workshop, trying to
get a job in the community. | had a case manager and employment services. Some of the jobs worked well but
to make a long story short, | decided at the end of when | had my first meeting, | had come up with the idea to
work as an advocate to for the provider that | was receiving services from. Let’s say we had a little bit of a
disagreement. | was having people tell me who | could associate with on my own time. A lot of that was other
staff that were working. One of the things that | did was, | dropped my services in that first meeting. That was
the best thing that | ever did because | 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 | have
people around me that | work with and | have friends and supports that know how | work. I've met a lot of
people that are very capable of managing their everyday lives.

Sub-Theme 2: Function of Service Coordination

State Response

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.

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
guestions 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.

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'minterested about care coordination versus service coordination, and I’'m wondering what some of the
differences on what the MCOs are currently doing. | 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. Isthe 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? | 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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20.

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.

21.

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?

22.

Will the local person have the same level of skills that the targeted case manager now has for the specialized
groups?

23.

What kind of training requirements will there be and qualifications service coordinators?

24.

How will service coordinator increase access to LTSS?

25.

Regarding the PCSP, is there an expectation that the community service coordinator does one and also the
managed care coordinator?

26.

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?

27.

Not the MCO role. How do you see the local case management role expanding for the ones that are already
established? | don’t know that you understand, | think we are speaking about different things. Have you had a
lot of experience with current case manager roles?

28.

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?

29.

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?

30.

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?

31.

So they will have an employee in every community and know the resources in every community to be able to
do this?

32.

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?

33.

So the service coordinator will fall under the MCO while the community service coordinator will be a part of
the MCO?

34.

I’'m still confused, who does the health screen is that the MCO?

35.

That information is provided back to the service coordinator at the MCO who oversees the total wellbeing of
the individual?

36.

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?

37.

So those that are providing currently through disability groups or public health providers will still be eligible
contractors?

38.

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?

39.

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 | see
for some populations? How does that trigger happen?

40.

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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41.

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.

42,

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?

43,

| am the parent and guardian of a young adult receiving waiver services, we are here because we cannot
attend the one this evening. | 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.

44.

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?

45,

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?

46.

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?

47.

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?

48.

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?

49.

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?

50.

Question, one of the things we hear for our clients, | 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.

51.

Am | 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?

52.

| 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 | mistaken about that? Is that something that can be taken or is TCM staying with those
populations?

53.

Who at the MCOs would be in charge of developing the plans of care? | don’t mean just about those
populations at this point I’'m asking questions more in broadly.

54.

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.

55.

| 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. | 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. | don’t believe
that they are forcing you to get rid of targeted case management. In other states they don’t include the non-
medical service that is not something CMS is requiring.

56.

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?

57.

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?

58.

| 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 | have had to hunt the down myself. Will the service coordinator work with the
guardian?

59.

Will an individual on work program continue to refer to targeted case mangers? Are there still going to be
living counselors?

60.

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?

61.

What | 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. | think they could assume
the responsibility of the care coordinators. I'm still not understanding why that wasn’t a consideration.

62.

My current son’s case manager can start doing more of what the care coordinator does? So | no longer have
to deal with two people | can deal with just one?

63.

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?

64.

| 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?

65.

So how many times do you plan to see my child?

66.

I’'ve been doing case management for a few years. | 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?

67.

First thanks for not shewing us out at 4:00. On behalf of parents | 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.

68.

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?

69.

What are the qualifications? We looked at that during the break and it’s not there. We went there, it’s not
there.

70.

Will MCOs also provide service coordination like they currently do?
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71.

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.

72.

If | 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?

73.

| know that social determinants help is the new buzz word, but the problem that | see with this. First of all, did
| hear correctly that the person who does the service coordination is now going to assume the TCM’s
responsibilities? Is that an accurate statement?

74.

How will the individuals select a care coordinator?

75.

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.

76.

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?

77.

My question has to do with Article 63. | 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?

78.

What are the qualifications of the service coordinator going to be?

79.

Is community service coordination automatically available to someone in the waiver population or is that
specifically authorized by the MCO service coordinator?

80.

| 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.

81.

| 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?

82.

| 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

83.

As | 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.

84.

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?

85.

You didn’t answer my question, | 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?

86.

It will be a big impact.
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87. 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? | didn’t read the RFP and wouldn’t understand it
if | 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. | 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.

88. 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?

89. 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? | recommend doing that.

90. | notice you mentioned having a coordinator for those on the waiting list. What would they be doing for those
on the wait list?

91. What you said was so important. From what | 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?

92. Are they going to contract with individual companies or agencies, or is it up to them?

93. 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. | 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.

94. | was just a little perplexed on page 39 about one of the pilots. It's about improving foster care, | 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?

95. Compare and contrast community service coordinator and targeted case manager.

96. Define CSP.

97. 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

98. 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: Confiict of Interest State Response

Many of the commenters expressed concern about As a part of KanCare 2.0, the State seeks to ensure
potential conflicts of interest. Most comments expressed | conflict-free case management by assuring that entities
the issue that if the eligibility requirement is being responsible for assessing individuals’ needs are not the

decided by the MCO, who would control the coordination | Same entities providing direct services, in accordance
of the services. Some comments and questions expressed with federal requirements in 42 CFR §431.301 and 42 CFR

that they felt because the service coordinator was being §441.730.
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paid by the MCO it represented a conflict of interest as As a part of their response to the KanCare 2.0 RFP, MCOs
the service coordinators are perceived to be monetarily will submit proposals for how they can work to ensure

aligned with the MCO. Other commenters’ questions that conflict free community service coordination is
requested clarification on the definition of conflict of implemented. The State acknowledges that there are
interest as defined in the RFP. 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? | 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.

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. | find that very objectable.

| 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?

| 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.

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?

In terms of service coordination idea | 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?

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, | 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 | 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, | hope
there is MCO oversight in KanCare 2.0 there were many promises in KanCare that did not come to fruition.

10.

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.

11.

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.

12.

| have a couple of things that | want to talk about. | 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, | 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?

13.

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.

14.

How are you going to do that? We don’t have an inspector general or ombudsman that’s neutral, how?

15.

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. | 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, | am so
disappointed at seeing this.

16.

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?

17.

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. | don’t know if that is anything that you have talked to CMS about?

18.

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. | don’t understand why you would have the MCOs identify to you
the conflict of interest that is ridicules.

19.

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?

20.

| had a question about conflict-free case management, which has been mentioned. And | 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.
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Sub-Theme 4. Funding and Billing

State Response

Numerous comments and questions requested
clarification on how the program is going to be paid for.
Questions ranged from identifying cost estimates, cost
neutrality in lieu of expanding the program’s range, the
overall expense of the current program, and the
perception that the current MCOs are not making money,
and therefore could not afford to expand. Some
commenters expressed concern regarding the elimination
of targeted case management services. Other comments
and questions regarded reimbursement rates, some of
which requested information about its relation to
behavioral health services. A few commenters requested
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.

The initial actuarially sound rate range will be developed
by the State's actuary after the bids in response to the
KanCare 2.0 RFP are submitted and will consider the cost
proposal information provided by the prospective
bidders. 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.

Comments

1. Ilam notclear 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. | 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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11.

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. | don’t know how that will fall in future
discussions but | think that the funds that back into the hands of providers that are taking care of the services
should be taken into consideration.

12,

How will that be paid?

13.

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.

14.

Are you going to do these things? And pay for them?

15.

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?

16.

| have a question related to that provider relatability because you can have the best in plan in the world, and |
feel like we have very good plans, and | have nobody to execute them. Here is an example of why this is an
issue, | have an adolescent that | 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 | 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 | 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 | 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?

17.

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.

18.

Is that reimbursed by unit or per member per month? Where are you getting the proposed baseline rates for
that?

19.

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 | need to talk to?

20.

So first | 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 | appreciate that very much. At the same time | didn’t go through the RFP so |
can’t say how it’s going together. One thing | did going through the application, there wasn’t detail and maybe
that’s in the RFP. | wish | knew how this was going to work. There were themes and concepts and ideas that
were good but | wanted more and that may be my lack of looking at the RFP. One of the things | 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 | love these great ideas massively expanding care coordination contacting with
agency that are local and address social determinates, this is big very important. | can’t believe it will be
absorbed in the current budget. My question is: is there new money? | combine that with what | 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?

21.

First of all, I'd like to go back to the comments about all these expectations. | 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. | 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.

22.

| 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 | 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 | raise the question why fix something that’s not broke.
When | 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, | 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.

23.

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?

24,

In the current 1115 application the most striking thing to me is that a there was no cost estimates in the
entire application. | 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.

25.

If you attempt to do something cost neutral with 2.0 and expanding services. | know it’s wonderful to expand
services. | sat in on a number of meetings where you stripped targeted case management from other services
a few years ago. | have horrible stories about how targeted case management was stripped, and in doing so
services were also stripped. | 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?

26.

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.

27.

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.

28.

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?

29.

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.

30.

This has nothing to do with the state reimbursement for those? Just the hospital disproportionate share?

31.

The SED waiver noticing some of the requirements of high fidelity wraparound. So that program is expensive
and | 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.

32. 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. | 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. | know everyone well. | 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. | know 400 people on first name
basis that will be devastated if they lose their service coordinator. And | think that’s something you should
know. | 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. | 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, | want us all to
understand the human side of what is going on here.

33. Targeted Case Management will still be allowed as a billable code for those entities?

34. So in theory these folks sitting in this room, their billing mechanism will change dramatically?

35. | 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

State Response

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
MCQ'’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.

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 - | 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 | hear the discussion of a 360 degree view and concern
about social determinates of healthcare, | 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. | see that in order to address those things that’s an enormous expense. That’s really kind how

| range what | 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?

6. Has there been any thought given to MCO being able to contracting with providers to do the community

service coordination?

7. I'm sorry but some of your answers about community coordination | 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?

8. Another comment | 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.

9. So 2.0 will result in the total number of people. Will the number of care coordinators be reduced?

Sub-Theme 6: Network Adequacy

State Response

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.

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 20197 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.
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3. 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?

4. |t 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?

5. [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.

6. |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 | 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.

7. 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?

8. Ishould 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. | think that there’s 590 in Johnson County alone. | 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. | 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.

9. 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?

10. 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?

11. So until 2019 there is not a threshold for adequacy?

12. How many consumers will each service coordinator have?

13. Right now service coordinators have hundreds of people and they can’t help everyone.
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14. They have unbelievable caseloads; how can they provide all that personal touch? | have experienced VR first

hand and they have a big caseload.

15. 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? | don’t know how the MCOs are going to accomplish that. | speak from experience

because | worked for a MCO, It’s a tall order

16. | hear that you’re trying to improve communication with the service coordinator. What | 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?

17. 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?

18. | have a few questions about service coordination. | 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 |
know that it sounds like you guys really took in people’s feedback on that and some of the issues, so |
appreciate that. | have a question and | have a comment. My comment about service coordination is | 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.

19. We need to be cautious and mindful of what we are asking to make sure that the services are provided for

adequacy.

20. 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?

21. 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

State Response

The majority of the comments and questions in this sub-
theme 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.

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. |'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. | 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 | 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. | 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. |
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 | thin as it relates to independence, as | 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. | 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 State Response

General comments in this themed category ranged from | The KanCare 2.0 demonstration waiver application is for
questions about individual services such as TBI additions | calendar year (CY) 2019 and will exist with 1915(c)

and transportation, to how the renewal affects inpatient | waivers. This start date will allow time for the State to go
hospitals. There were general questions concerning all of | through the process to secure federal authority for the
the services in the 1115 demonstration waiver and what
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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

KanCare demonstration. In 2018, the KanCare program
will continue as is.

Members will be able to choose which MCO to enroll in.

will be instituted. One commenter asked for a rationale
for the change. There was also a comment regarding the
strengthening of the Ombudsman program.

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. Alot of my clients depend on transportation. Will that benefit still be available? That’s one of the barriers my
clients have.

4. | 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, | 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. | think it would be important to consider building a much stronger Ombudsman program. And
ensuring that it is adequately staffed

8. | want to start out with one personal comment and a question. First question | 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 | were a person with a disability | 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? | would like to see that
included.

11.

Just an observation on service coordination is also currently known as care coordination, why are we trying to
fix something that isn’t broken?

12,

What was the correct term for personal care management? Person center service plan? If | would have been
able to implement that better | could have not wasted your tax money.

13.

Have you ask us if we want those expanded services?

14.

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. | think the fact that
the state assumes that you know what is best for us and our kids is what is very irritating.

15.

| think that this is good. | would like to see more focus on providing community services. When we talk about
the inpatient services, sort of what | was talking about, prison and foster care is the last resort. This is
extremely disruptive and traumatic, | feel like there need to be much more focus on community based
services to prevent people from getting to that point.

16.

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?

17.

Are you going to get rid of article 63?

18.

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? |
think you didn't mention that in you last comment.

19.

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?

20.

Will the individual in the HCBS program still have the opportunity to select who their local service coordinator
is?

21.

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?

22.

I’m just going to refer to slide 20 on the service coordination. I’'m still a little confused, | 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, | just wanted to make sure if
that was the MCO service coordination or that was potentially the community service coordination

23.

On the plan of service, | 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? | 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

State Response

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 MCQO'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.

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 (SSl), 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. | 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. Canyou just flush that out more? Who would be providing the employment? Would it be an MCO service, or
contracting?

Will the employment pilot be statewide or certain counties?

What about education/capacity? How is employment capacity determined?

Is this going to replace Vocational Rehabilitation or are they going to be working together?

© RN

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. | 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.

{ WICHITA STATE
: UNIVERSITY

uuuuuuu ENCACEMENT

KanCare Extension Hearings Public Comments Page 27 of 271



Return to Index

13.

My daughter who is IDD has had experience working with part of state that works with work and VocRehab |
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?

14,

In times past the relationship between the IDD waiver and VR has not been highly collaborative. How is this
going to change that?

15.

Will there be additional opportunities for job coaching to be paid for?

16.

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. | 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?

17.

Who will develop those resources?

18.

In terms of stakeholders, we really understand what it takes in terms of resources.

19.

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 | have wanted to work. I've wanted to try to work for a long time even though I've
been told | could probably never work a full-time job. However, | do want to work, and so this sounds to me
like if | am given more attention by a service coordinator or something that they could be helpful in that area?

20.

| 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 | ran my 36-months out, and | 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, | don’t see how work requirements could
work at all in achieving your goals.

21.

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

22.

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?

23.

In the application there is a 36-month cap on service could you flush that out? Is that a hard lifetime cap?

24.

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?

25.

How do you find the employers or volunteer agencies?

26.

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?

27.

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?

28.

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

State Response

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.

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.

Comments
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1. 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?

2. I'm also greatly concerned about the work requirements that are attached to the KanCare 2.0 proposal, and |
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.

3. Onthe work requirements, my understanding is parents who do not have a disabled child will now have a
work requirement. | 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.

4. 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?

5. Idon’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 | 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 | think this work requirement has the potential to put pressure on
both particularly the foster care. | 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.

6. As one of those people with a physical disability, which 25 years ago | almost tell everybody it was like
jumping out of an airplane without a parachute, because that’s really what it felt like when | went off of all
government assistance and so I've been working ever since then. One, | know it talks about that we need to
encourage people with disabilities, and | guess | set a higher expectation of my brothers and sisters out there
because | 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 | think even with the WORK
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program - that even needs to be looked at - | think there’s still some restrictions there for certain individuals.
And in my situation, as | age, and | 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, | 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 | certainly don’t want to go back and | 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, | think there’s a lot
of different things that we need to look at. But, | think we need to have a higher expectation than we do for
persons with disabilities.

7. The hope to find jobs for more folks - | 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, | 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?

8. 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?

9. What about no job market in area? Childcare?

10. 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?

11. 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?

12. So because my income increases | am no longer eligible for Medicaid?

13. 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.

14. 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?

15. 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. | 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 | didn’t
understand?
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19. 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.

20. 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. | 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?

21. | 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?

22. 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, | need this much for food, | 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 | was not to have what | 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?

23. 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.

24. 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.

25. 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?

26. How can we work without losing SSI or social security?

Sub-Theme 3: Work Requirement Overall

State Response

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

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.

e Caretakers of KanCare members 65 years and
older who meet criteria specified by the State;

e Members on the waiting list for HCBS waiver
programs; and

e 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.

| don’t see waiting list - if a person is on the waiting list, would they have a work requirement, because | don’t
see it as an exclusion on here?

Did | 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 | wanted to make sure that was true.

People who are on the waiting list, are they subject to the work requirements?

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 | don’t see listed, and | 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.

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?

So a mom with a 10 year old who makes $3000 or $4000 a year, what is the number?

That’s determined in clearinghouse? Those folks are researching that? You feeling pretty confident in their
ability to do that?

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 | might be able to support but it’s the bureaucracy that is more than a little bit abrasive.

11.

Am | 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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17.

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. | 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.

18.

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?

19.

I’'ve got a question on number 3, someone with a disability and special mental SSI. | 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?

20.

On that SSDI question, how much can your make out of it?

21.

| 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 SSl 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

22.

That was about waiting list, but | 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?

23.

So | 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.

24.

Another category that | 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. | have left the work place
because I’'m caring for my mother.

25.

| would encourage you to reach out to disease advocacy organizations because of chronic condition issues.
Folks are not to that level.

26.

MediKan | 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?

27.

Is the care taker medical category primary the 120007 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?

28.

| 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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29.

Back to the work requirement, or verification, | 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?

30.

It’s based on when they qualify not when obtain a job?

31.

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?

32.

The 36-month cap is a lifetime cap, correct?

33.

To clarify, you get to be on that and one year of transition?

34.

I'd like a point of clarification work requirement issue that came up earlier. | 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.

35.

I'm going to be the caretaker for my sister-in-law who is disabled once my father-in-law passes away. And |
just want — | 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 | don't think that she never had to
work, she never work before and | 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

State Response

KDHE received several comments related to the theme in
this section but where not related to any identified sub-
themes. 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.

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, job-
readiness 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?

MediKan is for one year. Is the proposal for this one the same time frame?

w

Regarding the working healthy program, will the requirements for work change under KanCare 2.0? What are
the requirements right now, do you know?

You said that is a different set of services that would be held. What are the differences?

| think you mentioned it, but would you be coordinating with the workforce system and VR?

Would the Working Healthy program be one of those programs you talked about or how would that work?

Njoun|»

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?

Do you include childcare in this work requirement for parents? Funding for education?

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. | 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 | think it's awesome.

12,

So most of the folks | 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 | 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

{ WICHITA STATE
| UNIVERSITY

KanCare Extension Hearings Public Comments Page 37 of 271



Return to Index

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 | 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. | point that out because self-direction has
been dropping. Here is the thing, | 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. | just though it should to be in there as something we should focus on too and | had not seen it in the
application which | thought was a pretty big oversight

19.

Does the work requirement make more sense than if you expand Medicaid?

20.

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 | want to say Is this, if in our state there is an
expectation that working aged people ought to work, | 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.

21.

You have to understand what it boils down to for many people, it literally is life or death. Without anti-
rejection meds, without people who can get their chemo paid for, whatever it might be, it literally is life or
death for many people. | just hope that’s all taken into consideration. Thank you.

22.

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, | always put #savetheACA, #savemycare. If it was not
for the Affordable Care Act, | would not be sitting here today. I’'m very dependent upon my medical care. | 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?

23.

Is there anything in 2.0 doing anything toward transitioning individuals from sheltered workshops to
integrated employment?

24,

| was wondering forget work, | can’t work | was wondering could someone her give me a list of places where |
could volunteer? | know Sunshine Connection has some but they are only open two days a week. | need
something to do to get out of the rotten prison | live in, to give me something to do to keep me out of trouble.

25.

| 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.

26.

Well, my question is | got in on this meeting late. So | 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?

27.

I’'ve said with my doctor quite a few times, | am 73 and he's not approving me to work, but | just want to visit
anyway | could work...I just — I like to do something in return for society, but my doctor says I'm retired.

28.

One of the situations | had was | wanted to participate in the (Serve) program which | know is a job training
opportunity. I'm currently on Working Healthy WORKs program. However, | 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?

29

. | 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. | 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

State Response

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
MCQ'’s role, the State’s role in developing incentives, and
if participation in quality incentives will be required for
providers.

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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4. 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?

5. On the rewards for providers who gives those rewards who pays those the MCQO’s?

6. I’'m curious about the pay for performance and long term services. | 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.

7. In KanCare the MCOs are granted the opportunity to provide value based purchase rates with providers. |
don’t know anybody that has happened to. | 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?

8. As | mentioned at the Pittsburg meeting | 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 | 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.

9. 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
qguantifiable as far as how many days in the hospital.

10. 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 | 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.

11. | 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

State Response

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.

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 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.
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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. Inorder 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? | have a form from the social security department in the
facility. I’'m not sure how it works who do | 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. | almost didn’t qualify for my
double transplant because | 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 | would like to
see someone do something about. It’s devastating. | could get an infection that could end my life, simply
because | did not have any type of dental coverage.

11. | 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, | 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, | urge you to look at moving it [adult dental benefits]
from the category value-added benefit to part of the basic fundamental contract.

13. | 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. | know when KanCare started there was the first
year where the IDD population wasn’t part of KanCare, and | look back now as a parent who wasn’t involved
in the beginning. | 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

State Response

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.

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 $S20 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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2. 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?

3. 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?

4. 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?

5. Looking at the compliance review of the MCQOS, sometimes that can be rather nebulous. Is there going to be
any statistics developed to validate that based on their performance?

6. 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?

7. Why don’t we suspend eligibility vs revoke, and | 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. | don’t know why don’t we do it?

8. lunderstand 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?

9. | have asonon 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. |
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, | 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.

10. First question, | hear the phrase hold MCOs accountable, but | 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?

11. | 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. | 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.

12. One thing | wanted to mention is we'd received reports that tell us what services are being provided from the
MCO. And | 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 | get are basically a waste of paper, | get them in English, | get them in Spanish. You know, |
haven't been able to request anything electronically or in more detail so that | 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, | don't
know if part of your request or proposal that these MCQOs, 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, | don't know if that's
something that you can work on because | 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... | know you
got a lot of great people in the state that are working there and they can look at this but | 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.

Sub-Theme 1: Clearinghouse State Response
In the first sub-theme commenters expressed concerns The State continues to work to make the Clearinghouse
about the clearinghouse. Most concerns supported the better and have put many fixes in place, including:

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

e Process Improvements
0 Added extra training and training tools
0 Working to change the way we answer
people’s questions
0 Telling our staff to call people when we
need more information
e Responsibility

especially difficult to get processed given the nature of 0 Making sure we know who is working on
the disabilities of their charges. Some commenters cited what

training as a possible solution. Many commenters 0 Making sure people with the right
expressed further dissatisfaction over the phone system experience are working on the right cases
the clearinghouse employs. Commenters report wait 0 Developing new reports that tell us how
times are long, and suggest that the clearinghouse well our staff are working

employ local personnel to speak to them. Some e Overtime

commenters questioned if the KMMS system would help O Made our staff work overtime

to improve the clearinghouse. 0 Have longer hours when the

Clearinghouse is open
e Nursing Facilities
0 Continued our Nursing Facility Liaison
Program to serve more Nursing Facilities
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0 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 | 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 | have to call again just to remind them.

2. Does that mean | 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. Interms 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. | tried to work with the Ombudsman’s office and basically scheduled an appointment to come to
Wichita then when | got here no one was here, and no one knew | was there for me nor knew about my
appointment. So | 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 | could talk to in my home town to give me
some guidance on this, but | 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 | 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, | don’t believe kicking someone off a waiver due to retirement of parents what the
services are supposed to do.

10.

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, |
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.

11.

To help KanCare 2.0 have a higher chance of success, the concerning issues with the clearinghouse must be
resolved.

12.

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?

13.

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 | 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. | 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.

14.

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
| going to get that answering service again? | was already on that for 20 minutes today and | 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.

15.

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 | 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.

16.

State intra application process. If a person is approved an on Medicaid in one state they can transfer to/from
other states seamlessly.

17.

| cannot add attachments after online submission of application and no remarks section on KanCare website.

18.

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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19.

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. | used to be able to pick up that
phone and say Russel | have a problem. Now it takes 2 weeks | have to get the parents to lease sign a lease, |
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?

20.

Why did you move it? Why didn’t you keep it where it was? It was easier back in the old days.

21.

On the clearinghouse a suggestion would be some sort of a response. I’'m and sending information asking for
them to fix stuff, and | don’t get anything back. It becomes a waiting game until | go back the next week and
it’s still a problem. Just any kind of feedback

22.

| 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.

23.

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.

24,

One of the things we haven’t mentioned are the issues with eligibility and the clearinghouse. | understand
that we are talking about something different right now but just looking around the room | think we are all
experiencing issues getting folks eligible specifically with Frail and Elderly populations. | think we still struggle
with people with disabilities | 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. | think we could have clean applications, be proactive and not reactive. People in this room
know the community resources | 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. | 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.

25.

You were talking about accountability, for the MCOs. We're kind of new to this pathway for dealing with
Medicaid. | received an application my son had urgent medical needs a year ago, | 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 | called
the KanCare clearinghouse. | 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.

26.

You talk about tracking the MCOs, making sure they are doing everything correctly. Are you looking at
clearinghouses? In the FMS world | 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?

27.

| 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 | 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. | think that is a very
important thing to look at if you’re evaluating how well it’s working.

28.

| 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? | can tell you all kinds of systemic problems we have.

29.

| tried to talk to people at the clearinghouse twice and they hung up on me because | 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.

30.

Last year | had an important issue on my mom’s power of attorney, and she’s on Medicaid, and | kept sending
faxes, writing letters, trying to call, got no response. | finally filed an appeal, and we had a phone conference
appeal before the judge, and so | 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 | sent in my mom’s April report it was 18 pages, and | put a personal letter at the
end, ‘Please respond.’ I've called a couple of times, and the last time | couldn’t get through at all. The last time
before the lady said, ‘l 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 | sent in the report. Here | am, the year’s
almost over. I’'m very worried about this issue. I’'m hoping by being here tonight | can get somebody—I would
like to go to the office. This is privatized. | 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. | don’t know what
to do. I don’t even know where the office is. | tried to Google it and | couldn’t find anything that would give
me the address of the office, so | 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 | got said you can no longer appeal directly to the judge. | know how to do that, because | did it before.
My last phone call, | 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. | couldn’t find any way to talk to a person. What do | do?

31.

| have a question about my mother. | 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. | thought it was to be done every year. We
are getting to the point where, | 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 | 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.

32.

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.

33.

| was on vacation | had to call four people to give a copy of my legal guardianship. How would | know if it went
to your office?

34.

What kind of training do people at the clearinghouse have? | don’t think we are getting much help form them.
| called to check on my mother’s application when | filed it. They told me that | was not allowed to talk to
them about my mother. I'm the power of attorney | filed the application and | asked them, “ok what do | do?”
| 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. | ended up getting an attorney. She’s wonderful | 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?

35.

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. | just need to say or comment, you need to fix enrollment in KanCare 2.0. It is still not a friendly thing. | 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 | 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. | 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 | 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 State Response
An emerging sub-theme centered on provider KanCare 2.0 will implement a standardized provider
credentialing. Comments and questions sought application and enrollment process for all providers. At

clarification on how the credentialing process and MCOs | this time, each provider must still complete the
would receive oversight. Commenters wanted to know its | credentialing process with each individual MCO and meet
impact on billing and potential payment delays with the their credentialing standards. If one of the current

addition of new MCOs. Other comments cited the KanCare MCOs is selected to continue providing services
difficulty in credentialing, and the perception of under KanCare 2.0, providers will not have to repeat the
redundancy using the KMAP system and other enrollment and credentialing process unless it has been

credentialing mechanisms. Commenters asked about the | more than three years. The credentialing process will
verification process and if it would be automated. One remain the same for hospitals.
commenter wanted to know how the credentialing

. . To address provider concerns around the timeframe for
process would impact hospitals.

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 MCQO’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. Soregarding 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, | 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.

3. 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?

5. You mentioned that in July 2018 all providers have to be credentialed with Medicaid. If | 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?

6. 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?

7. The credentialing process is frustrating. | 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?

8. 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?

9. 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.

10. | 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?

11. 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.

12. As far as credentialing, you had indicated and | think it indicates in the actual waiver — or the waiver that’s out
there that the credentialing portal will be available soon...And | 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

State Response

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

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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clarification on the standardization of prior No changes were made as a result of this comment.
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?

| hear comments from providers, nursing home administration can there be some standardization of
paperwork across MCQO’s? | think it would speed up the process and make it more pleasant.

Will the state/KanCare establish uniform provider descriptions to eliminate differences in audits among
different MCOs?

Offices should all be linked together for individual documents - KanCare, UnitedHealth, Coventry,
prescription. | am a legal guardian and have contacted all of the above and had to send legal guardianship
documents to all offices stated above.

| 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

I'd like to ask about, | 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 | 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 | want to get that process more concise that way when she goes through this you know |
can’t pull anymore hair out but this will help out a lot of adults and kids and families with special needs.

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?

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?

That information, | 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.

| 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. | 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 majority of these questions and comments centered
around the creation of aggregate reports such as age,
sex, medications, increases in medication, increases in
hospitalization, ER visits, timely services, and co-
morbidity. Many comments and questions arose
concerning the possibility of a larger data warehouse to
store all aggregate data. Other comments and questions
concerned the application of quality assurance measures
within KanCare 2.0. Commenters requested clarification
on what metrics would be used to hold MCOs
accountable such as claims data. Others questioned what
metrics would be used to measure effectiveness or
oversight. Other commenters cited a workshop that
examined these metrics and questioned why those
recommendations were not being used. These
commenters cited that the workshop discovered that
utilizations rates were insufficient for these metrics. One
commenter sought an explanation as to why
performance measures might not be delineated by
population.

The State is in the process of implementing the new
Kansas Modular Medicaid System (KMMS), 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. The State included draft evaluation
metrics in the application and will finalize the waiver
design after it receives CMS approval. As a part of the
new managed care regulation, the State develops a
quality strategy that involves robust stakeholder
involvement.

In the event MCOs do not meet the State’s standards, the
State may impose liquidated damages and sanctions, as
appropriate.

No changes were made as a result of this comment.

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. Canthe data be de-identified so that aggregate reports on ages, sex, medications, co-morbidities can be

produced?

3. Isthe data warehouse, or will it be, available to universities, providers, and even consumers?
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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? | 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?

10.

So you don’t know how much this program has saved the state. I've gone to every single Bethel Committee
since they started. | have never heard how much they have saved. The legislatures have asked for it. | 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?

11.

Along those lines you indicate you’re going to continue your previous practice of data collection. | think as
you're looking at LTSS, | don’t think your collecting the right data | 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.

12.

| want to underscore what’s been said about LTSS and the work groups. | 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. | 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.

13.

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.

14.

| think when you look at performance measures, IDD folk’s area part of KanCare now, | 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?

15.

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.

16.

What | 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.

| 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 | 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 | 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 | 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 | maybe, you
know, after all of this, so anyway.

19.

On the data analytics. You know, | 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

State Response

Several general comments were given in this theme
section that did not relate to any of the identified sub-
theme 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.

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. Asecond 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. ltis 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 | 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 | 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. | 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. | 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:

e 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.

e See Attachment L of the KanCare 2.0 RFP for more details on the service coordination activities for each
population group.

e The State will develop accessible pathways for members to submit grievances and appeals related to
service delivery, quality, and choice related to MCOs.

e 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.

e The State has developed reporting standards for MCOs in effort to effectively monitor their performance
and quality.

e 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.

e 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. | 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. | 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? | 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, | 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. | 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. | 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 | am the worker — | am the mother
and my oldest daughter, who is also a co-guardian, was the designated representative. The person | talked to
yesterday said | 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. | have a question regarding eligibility obligation for gross income versus net income. Is there someone here |
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 | 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 MCQO’s, but do you foresee more or less or do you foresee that changing?

15. As | listen to this, and | 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. | have a question about the MCOs. Am | 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?
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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. | 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. | know this because | 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. | 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? | 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.” | do appreciate you bypass those. Will there be an attempt by state to not
use the terminology? In documents and policies I've seen | always object to them because | know it is
offensive to a person with disabilities. They are people they are not members. | 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. | 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. | 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.

| 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.

| 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.

| am like a professional attender of these meetings, | 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. | 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”. | 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? | 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. | 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? | 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. | 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 | don’t see an attachment L or an attachment G. Where do | 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. | noticed you had a deadline of January 1, | 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, | do understand that you need some time next year for CMs to approve it but |
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 | 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. |
went to college and | ended up getting sick. I’'m dependent on a shot that’s 1000 a month so | had to keep
Medicaid. Whenever | applied for a job even as a manager making 9.00 hr. | could not afford KanCare. | would
have to get a job paying salary. If | get a job paying salary | 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 | still get SSI? | 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. | 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 | went to the Medicaid office.

67. Are you coordinated with Valeo, are you part of Valeo Services KanCare?

68. | would like to start off by saying how much | appreciate KanCare and what they do. | 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. | also volunteer once every Friday at the juvenile
center in Shawnee County to help, so | know exactly what I’'m talking about on this. It’s just something |
wanted to bring to your attention. But | 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 | 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.

| 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 | 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, | 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.

| 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, | 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. | know from my seat with KanCare | have two different
MCOs | work with my children, and | do nothing but appeals. If it wasn’t because | 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 | 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 | 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, | 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.

| want to thank that lady for taking about her son going to college. | had a 3.75 GPA the lady at the ADA
program said they mainly deal with people with dyslexia. My condition effects my mind, | got sick three times
in the year | was going to college and college didn’t stop got because | got sick. It kept rolling and | 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 | could
even go to college were too far for my mind and | 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.

| got a list here sorry if | 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.

| live in a place here now, no one cares about me, and they won’t do anything to help me when | 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, | 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. | 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 | just hang up after a while. | tried to call about client liability
one day and after four tries and no human beings answered | get frustrated and what do you do | thought just
| go on. | 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 | 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? | don’t know how to fill out all that paperwork and | have a master’s degree I’'m not stupid. Then
you ask the people, then the lady could find my sister. So | get a call at 7:30, it’s a nightmare. When they cut
the funding. When | did the billing you could call and ask what code to enter and get the right amount not
anymore. | have no idea I've got all these pile. | 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. | stepped out at transition time. | 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. | 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. | had no idea and could not find someone to
explain it. Finally | 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 | 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 | were on Medicaid could | 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. | 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. | understand the need
for 3 but | 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? | 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. | 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
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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. | 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 | 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? | 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 637

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 | don’t understand that? That would
allow for longer stays in state hospital? Would this have an effect on community mental health?

110. | 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. | have a high level of multiple care needs. | work on it every day trying to find care givers. |
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 | go through care.com to find people. | can’t get hits on anything.
I've written people on that list almost everybody. | know this is problem for everybody with my level of
disability. I'm a high-level quadriplegic and everybody is having this problem. | 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 | think you’re very compassionate. One issue this | brought up this
afternoon and | 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. | asked today you said that you
didn’t know they asked again last time, the answer did not come out last time. | 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 | 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. | 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. | 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 | 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 | 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. | 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 | 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. | 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. | 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, | talked to a
girl that said she was kind of in program integrity, but she was asking me specific information. She knew | 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. | 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. | 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 | 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 | think we’ve made great progress with the three that we have. | 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 | 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. | 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 |
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. | 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, | 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. | think that data is a little inadequate.

127. My positive is, I'm excited about the IMD waiver exclusion. | 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. | 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 | follow that?

131. If | 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 | can then change? That was a little bit of a mess the first round
due to moving pieces. | implore whoever is in charge of that process to be careful, because it was confusing.
The lists got messy.
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132. | can’t stress enough about network adequacy. Obviously, | have a passion because | 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, | 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 | know very
well, things get missed. | had a new person working with him while | 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. | think you do a great job. And | really appreciate what you do at the state.

135. I'm thinking about starting — | want to start Napoleon sandwich shop in Wichita. There's a vacant Sonic next

door. It used to be Sonic. | thought about restarting Napoleons. They went bankrupt a few years ago because
the guy who started Napoleon died, David McElhaney. And | 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 | go to
Breakthrough. It's a mental health club in Wichita. And | live on like 900 a month disability. | do suffer from
lower back pains every now and then. When | 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 | have a lot of mentally ill friends but |
thought maybe if | had the knowledge to restart a small business, then | could probably pay my employees at
least $15 an hour, but it would just be a few employees, | won't be able to employ a lot. | do have job
experience with the health and hotels back in the '80s (Dillons, Edgemoor & Harry) and | had my identity
stolen about 15 times... [clarification asking if commenter is seeking help or making a comment] Well, | can
get help at Breakthrough Club. | can suggest what | 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 | really don't know what else | can do. | do want to go back to work but | suffer from lower back pain.
My brother who live with me does all the shopping for me. He does the laundry. All | 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... | 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. | didn't see very

much in the KanCare 2.0 about the frail elderly, which | believe is the category that she falls into. And |
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 | was told after | went to the meeting
in June and | heard from KanCare that she is not eligible for a care coordinator because she is frail elderly. | 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. | was on your website and it ask for handouts or has on here for a hands out and presentation material, do |

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

State Response

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.

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

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.

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.

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.

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.

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.

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.

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.

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.

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.

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.

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. No changes were
made as a result of this comment.
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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

State Response

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”.

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.

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.

Sub-Theme 4: Language and Technical Suggestions

State Response

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

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

e Language suggestions:

0 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.

0 Instead of using “Provides person-
centered care”, perhaps instead use,
“facilitates person-centered planning and
delivery of services and supports”.

0 Figure 4: The top circle which states
"Provides person centered care",
would be appreciated more by people
with disabilities if the term usedis
"Facilitates person-centered planning
anddeliveryof servicesandsupports".

0 Change 3™ Community Service
Coordinator bullet from "Promotion of
self-care and independence" to "self-
direction”.

0 Instead of saying MCOs will develop plans
based on their needs, say that plans
should be based on individual member
needs.

0 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

State Response

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

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
iliness, medically frail, and caretakers for older adults.

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.

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.

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.

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.

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.
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Sub-Theme 2: Lifetime Limits

State Response

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.

The State appreciates your feedback and comments.

Sub-Theme 3: Voluntary Pilots Overall

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

State Response

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 re-
enrollment 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.

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

State Response

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.

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.

Sub-Theme: General

State Response

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.

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

State Response

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

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.

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.

Sub-Theme 2: DSRIP & UC Pool

State Response

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.

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

State Response

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) A-
and B-rated cancer screening services for cancer related
measures.

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
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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.

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.

Sub-Theme 1: Clearinghouse

State Response

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:

e Process Improvements
0 Added extra training and training tools
0 Working to change the way we answer
people’s questions
0 Telling our staff to call people when we
need more information
e Responsibility
0 Making sure we know who is working on
what
0 Making sure people with the right
experience are working on the right cases
0 Developing new reports that tell us how
well our staff are working
e Overtime
0 Made our staff work overtime
0 Have longer hours when the
Clearinghouse is open
e Nursing Facilities
0 Continued our Nursing Facility Liaison
Program to serve more Nursing Facilities
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0 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

State Response

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.

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.

Sub-Theme 3: Provider Credentialing

State Response

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.

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

State Response

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.

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

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.

Sub-Theme 5: Network Adequacy

State Response

There were three focus areas for comments around
network adequacy. Two comments requested that the

The State appreciates this feedback. In addition to
meeting KanCare 2.0 provider network adequacy

{ WICHITA STATE
: UNIVERSITY

uuuuuuu ENCACEMENT

KanCare Extension Hearings Public Comments

Page 79 of 271




Return to Index

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.

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.

No changes were made as a result of this comment.

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, 2" 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

State Response

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

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.

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.

Expanding Billing Codes

State Response

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.

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.

MCO Comments

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.

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:

e Current relationships with providers,

e Language of the member,

e Cultural competency,

e 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

State Response

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.

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.

Other Comments: Unique and listed for individual response

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.

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, high-
volume 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

State Response

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

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

Additional 1115 Comments and Questions

Application pe. 2; the goal of KanCare 2.0 is to help Kansans.. by coordinating services and supports for
sacial determirants of health and independernce in adaition 1o traditional Medicaid and CTHIP benefits.
Application pg. 5 KanCare 2.0 will expand upan care coardination to provide service coardination. [t
allows for maximum access to supports by coardinating and monitaring all of an individual’s care {acute,
behavioral health and LTES)...

Is this the care coordination that MCO's already provide? If not, will the CWMHC's pravide this? Iif
CMHCs are providing, will that be through TOA billing?

Application pg, 5t Groups wha will receive service coordination include:

¢ Individuals enralled ima 1915 C waiver or an a wait list

» Youth [kirth up 1o age 21) who have intensive behavioral health needs

» Youth who are inan cut of home placement through the foster care system

* Individuals who are institutionalized in a nursing facility, intermediate care facility for individuals who
have intellectual disabilities or hospital, psychiatric residential treatment facility, psychiatric hospital ar
other institutions.

» Adults who have behaviorz! health nesds

* Individuals participating in the WORK program or other employment programs,

This would appear toapply to all 5201 and SED populations. Does it include SHAIT

Application page & Persan Centered Flanning

For all mambers enrolled in HOBS waiver services, children in foster care and members who have
kenavioral health needs, WMCZOs will ensure that members will participate in the person centered
planning process that is compliant with 42 CFR 441,301, CFR 441,301 refers to the Waivers.

The MCOs will be starting this process due to new CWS rules, |8 this what they are referring to? When
it refars 1o belavioral health needs, is this expanding the population for completing the Farsan Center
Seryice Plan to memizers who have behavioral health needs and for all foster care memizers? it is
expanding, who will develop this plan?

47 CFR 441,301 describes reguired elements different from cur traditional treatment plan or waiver
plar.

The State is also interssted in promoting member-driven health care decisions by supparting heslth care
quality and cost transparency, and will work with MCO's ta help members identify high quality, high
value providers who can best meet their specifiic needs,

What will be the criteria for MID's to identify high quality providers? How do CRMHC s position
themselves to be considered High quality, high value providers?

Application pg, 15: KanCare 2.0 promates value based madels and purchasing strategies. Yalue based
madels incarporate parformance and quality incentives inta service delivery,

Providers need to ke prepared to be data driven in methodsfmaodels of service delivery. Inthe O and A
that KDADS provided for the WICD contract meetings, it states in that document that providers will get
o choose what type of reimbursement model they use, s that correct?

Firally, the State is considering the implementation of potential pilots to further imprave services
coordinaticn for members, We desoribe the goals of these initiatives below. Figure 7. Potential Service

1
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Coordination Filats

Target Population Goals Individuals with Disabilities & Behavioral Health Conditicn # Help members
chtain and maintain campetitive integrated emaloyment = Help members achieve their highast level af
irdependsnce Children in Faoster Care = Increass stability at home and school = Support the child and
foster family Lo reduce adwerse childhood experiences = Eaze lransition:s Adulls with Chronle Comdibions
s |rmprove autcomes for people with chronic conditions throvgh dirgct primary care = Lower smaraency
room wisits and hospital adrmissicns Members Living in Bural & Frontier Arces = Expand services
delivered through telenealth = Increase provider capacity through tele-mentoring days.

Will these pilols be offered Lo the CRHC's?

Hypothesis 2. Increasing employment and indspendent living supoorts for members with behavioral
Fealth neads, or who have intellectual, developmental or physical disabilities or traumatic brain injuries
will increase independence and improve health autccmes.,

2.1 Percentage of patients aged 12 yvears and oldsr soreened tor clinical depression on the date of the
encounter using an age appropriate standardized depression scresning tool, and if positive, a fallaw-up
planis docurnented on the date of the positive screen. Members ages 12 years and oldsr Adminisirative
Data; Medical and Case

This s 8 new measure. Whal screening tools will they expect? Will the MZO do screening, or provider?
If pravider, then how will it g2t killed or noted to count toward this outcoms?
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Aetna Medicald Admimstrators
4500 E. Cotton Canter Blvd.
Phoemx, AY B3040

Movernber 24, 2017

Kanare Renawal

efor Becky Ross

KDHE-Divisien of Health Care Finanee
Qi 5% Jaclkson, LSOD — 9th Floor
Topeka, Kansas 60512

Ms. Eoss:

Aetna Meadicaid appreciates this epportunity to offer feedback on the Department of Hzalth and
Environment’s propesed renewal of the KanCare demonstration. We hope to leverage our
expericnee with a person-centered, fullv integrated care model to help residents of Kansas to
improve and sustain leng-lerm health and well-beang,

Cur parent orgamzation, Aeina Inc., possesses more than 100 vears of expenence operating i all
3 states. Aetna Is among the nation’s leading diversified health cars hensfits companies serving
46.7 million individuals with information and resources necessary to help them make better-
informned decisions abowl their health care, O vast provider nelwork, expertize in value-hased
purchasing, innovative technology, and rebalancing efforts help improve the quality of lifs for
every member we serve.

Aeina Medicaid's experience implementing, managing, and caring for high-acuity
beneficiaries resulls in improved access to care, higher quality of care in the most
appropriate setting, and a simplified, culturally competent member experience. We take
sariously owr responsibility asa steward of public programs. Today, wa senve approximately 3
tillion enrollzes throngh Medicaid managed care plans in 14 states including Arizona, Florida,
Mhinos, Kenfueky, Lowsiang, Maryland, Michigan, New Jersey, New York, Ohio, Permsylvania,
Texas, Virginia, and West Virginia.

Aestna firmly believes that the key goals and objsctives for transformation outlined in the State’s
waiver renewal are critical to improving health and health care delivery. We appreciate the value
Kansas has placedin managed care companies like Aetna to help Kansas achieve 115 goals.
Innovative approaches that coordinate whole-persen physical and behavioral health, as well as
the soctal determminants of health and imdependence, will help Kansas cominue 1ts progress
toward improving health oulcomes for its most vulnerable populations.

Aetna has carefully reviewed the wavier application issued by the Kansas Department of Health
and Environment {KDHE), and we offer the following comments for vour consideration,

1|Page
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What Aetna Supports

1) Social Determinanis of Health

Aetna is conumitted to helping Kansans across the entire spectiun of health, and we appland the
sfate’s foous on incorporating social determinants of health and independence to improve acoess
and ouleomes for Medicaid beneficianss. We believe that Medicald beneficianes can only
achisgve independsnce and well-being through access to supports and services addrassing social
factors that influence health onteomes.

The state™s proposed use of commmunity service coordination with specific pilof programs is an
ITmovalive way Lo aneorporile the soctal delermmmnants ol health and independence while
leveraging managed care plans. Medicaid members should be in control of their health care
decisions, espacially when those decisions promote independence at homs and in the community.
Aetna believes that local orgamzations known to members are best able to help adentity needs
and connzct people 1o local resouress to meel goals of independence, This can mcluds acesss to
health cars as well as connections to social support services for accessible honsing, personal cars
attendants, access to haalthy foods, and connections to eommmunity through work or service. Our
health plan in Ohio pariners with three Arvea Agencies on Aging (AAAS) Lo provide case
management to members eligible for Iomes and Commumity Based Service through the MyCars
Chio program. Through a value based contract, we delagate the case managament function to the
AAAs wiath oversight from Actna staff, We have fimmd that using these frsted community
pariners provides access to olher servicss mmaddiion to services puid by Madicaid and Medicare
with a l=vel of local understanding that has improved health outcomes.

These approaches respond directly to the goals in the Kansas waiver inchuling:

Expanding service coordinalion o include assisbing members with accessimg affordable
heusing, food seeurity, emploviment, and other social determinants of health and
independance will increase indepandeance, stability, and resilience and improve health
outcomes (page 4, Renowal Application)

Actma’s approach 1o servee coordinabion balds upon exdsting commumity infrastroctire. As a
managed care orgamzation, we bring additional capacity for integrated physical and behavioral
health sarvices and a comnutment to conduct parson-centersd needs assessments that can be
shared across the community of care for our members. Cur systems of care approach starts with
Lhe member al the cenler, bul expands Lo meluds all of the services amnd supporls, caregmvers, and

service providers that a member nzads to have the healthiest possible lifs.
2) Value-Based Pavments

An acceslerated adoption of value-based payment arrangements tizs innovative quality strategies
to providars basad on appropriatensss of care and other measures of value. This transition serves
as a foundation for changing behavior, engagement, and outeomes at the provider, beneficiary
arud health plan level. Mo one entily can accornphish these soals alone—il requares a solid
relationshap bullt upon trust and transparency, supported by data and reporting, with all parties
aligned to the goals in the Kansas waiver.

2| Page
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We support both tvpes of valuz based strategizs describad in the waiver application. We have a
commmitment. to provider payment approaches that foons om valiue, As a company, Actna is
cormm ed to heaving 735% percent of provider payments mads throush valus based conlracts by
2020, We also support the state’s contracting approach with a payviment withhold for MCO
pavments. The state should hold MO Os accountable for outeomes and performance including
meentives for nproving qualily and reducing cosiz and penalties for poor culeomes or
administrative failure.

Aema uses telehealth and telemedicins to expand the adoption and support of value based
paviment mechanisms. One of Aetna’s approachss would be to deploy a statawide tele-bzhavioral
health maodel and platform. While telehealth 1z not new, the way we are deploving it to our
members is. We are using telehealth in primary care providers” offices to integrate behavioral
health, and are working on erealing remote group therapy visits, Wide use of tele-behavioral
health could substantially increase the number of members who receive care and counseling,
therefors improving the averall health of beneficiaries. To aid the self-managsmeant of clronic
comditions, Aetna also provides beneficiaries with Web-2nabled devieas (e.g., blood pressure
culT, seale, pulse oodmeler, glucorneier), These lechmologmcal lools are enbeal o serving
beneficiaries at home who have chronic conditions such as heart failure, diabetes, hypertension,
and high-risk pregnancy.

4) Administrative Simplification

Aetna believes in the state’s goal to anhance the member and provider experiznce with Kanare
throngh standardized tools and processes across MOOs. We have cxperience working within the
managed cure imdusty on Amplificabons. Our inlermal syslems are buall wilth compalibilily in
mmuind to stmplify data sharing with our stats partners and other critical stakeholders such as
Health Information Exchanges and Quality agencizs such as the National Comumittze for Qualitv
Assurance and the Mational Association of Inswance Cormrmissioners. As for the spacifie
simplifications mentioned n the walver application, Asina has expensnce in working in these
arsas:

¢ Heallh Risk Assessments (HEA—We canadapl our inlemal case management syslem to
recelve a varisty of IIRA forms depanding on the statss requirsmants. All of the TIR As
wi endorse colleet information abowt behavioral health needs and sereen for social
determinants of health including howsing and food security and desire o work,

e Pror authonizatons—Asini mests providers where they ars in lerms of Wlhng and
subnutting prior authorization information. Ilowsver, we encourags the uss of electronic
tools as much as possible and spead the transmission of information. We also customize
our preseriphion drug formudary Lo meel the slale™s requirerment meliding a required
preferred drug list and associated coverage rules. Thus 1s standard practics for cur health
plan to meet contract requirements and Aetna will have no problem reaching the deadline
of July 2019 for submission of clectronie prior authorization requests.

s Cmievanees and appeals—The Medicad Mamaged Care Final Rule places addiional
requirements on health plans for grievancas and appeals. The infendad standardization in
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the final milz is consistent with our business practice and Astna is praparad to comply
with the states preforred approach.

®  Provider eredentialing—A commmon eredentaling porlal and reposilory wall help smplily
and standardize the credentialing application procass for participating Medicaid
providers. We currently participate with the Council for Affordable Cmality Healthears
(CAQH) to ease the information requirements on providers and will exchange
informabion with the Kansas Madicmd Management System (KMMS) as 1l becomes
available. We have worked with the other MOUs 4n Texas and Arizona to engage a
cormrnett Cradential Verification Ormamezation (VOO for credentialing,

5) Behavioral Health Integration

We welcome the opportunly Lo shars our mlegraled physical heallh and behavicral heallh
experiencs with Kansas. In Anzona, Lowsiana and Ohio Astna provides ssrvices to beneficiaries
with complex conditions, including those with substance abnse disorders, mental illness, and
developmental disabilities within the health plan and can demonstrate how inlegraling care fully
talas advantage of the benefits of managad care wathout sacrificing local control, program
aversight, ar continuity of services to members. With Aetna’s care management, a separate
health plan is not neaded to gain the results the State s sceking on the management of

individuals wilh menlal health disorders,

We support the state’s watver to expand coverage to Medicmd-shgble individuals aged 21
through 64 who are encollad in a Madicaid MO O and who ars recelving sarvices ina publicly-
ownad or non-public [nstitute for Mental Disease. This is an important location of care that
belomgs ina comprehensive, fully integrated behavioral health benefil, Whale MOOs should nod
he dependant on vsing institutions over the long term, using the full range of clinically indicated
treatment options is vital to improving health outcomes for people with mental illness,

&) Service coordination for foster care youth

The slate has o staled goal of providing service coordinalion 1o all youlh in fosler gare to reducs
the munber of placements, psychotropic madication vse and improve health outcomes. A=tna
belizves that children in foster cars would benefit from specialized care coordination focused on
the soetal determminamls and system of care challenges alomg wath health comditions That requare
active management. Asina would particularly support an integrated model to serve foster cars
vouth as part of the same managed care plans that could sepve their siblings or family members.

What Aetna Recommends Changing

1) Single Statewide Formulary

Actna would prefer the State allow MCOs flesability in managing their formulary. Numerons
shidics have demonstrated that states with single statewide formulanes experience mgher
pharmacy costs and lower madication use. One sourcs! found that singls statewide formularies
Increase stats costs by nsing brands that ars more expensive and de-incentivizing vse of lower-
cost generics. Such a model leads to higher dmg costs for the State driven by more-expensive

“htips Stwevesy therrengesgrosp cormyupload filefrepor; on feus frbrug
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drugs rather than by morz baneficiaries nsing medication. Medicaid programs that allow
managed Medicaid health plans the flesabality to admimster their owm formulary wall help the
Stabe save money, We have posilive experiences m states such as Ohio and Lowstana where the
MTOs collaborated on the developmeant of aligned formmlanes to streamline the provider
cxparience.

Areas for Additional Clarification
1) Quality and Data Metrics

Aetna supports the State’s afforts to include payment terms tied to quality outeomeas. We also
suppor the Stale’s proposal 1o develop o quahity sirategy thal assures data quality, consisleney,
and appropnate protections for patient health information. We recommend that quality measures
reflect the cwrrent Meadicaid Managed Care Final Bule requiraments around comimon measuras,
The waiver apphcation indicated that the stafe 15 “enhancing its data analytics capabilities to
sirearnling all data sorees into one ceniral location for a more comprehensive review of MCO
performance. The new Kansas Modular Medicaid Systzm will allow the State to evaluats MCO
performance against banchmarks and trend MO0 data over time, providing a more robust
analvsis o all slakeholders regarding the perlommance of the KanCare program,”™ ( Page 17,
Waiver application) Astna supports the state’s commitment to data evaluation and its connection
to quality improvemeant. We would suggest invelving MCOs as nmich as possible in the design of
the KMM S and individual reporting modides to maintain alignment between the stafe™s quality
agrenida, MOO mtermal e[Torls and national trends around cormmoen measurss, Open and
transparent processes recuce the risk of false starts and reworls particularly in a complex and
changing policy enviromment of health quality measurement.

2) Supplemental Payments te Providers through DSRIP and Uncompensated
Care Pools

The Delivery Syslem Reform Incentive Program (DSRIP) has helped Kansas malke significant
advanees i payment reform through the partnerships with the University of Kansas Hospital and
Children’s Merey Hospital. As Kansas looks at moving those pavments into the MOO contracts
in 2021, Aelna is prepared Lo engage m thal discussion, The stale’s goals to conlinue improving
the health system through the incentive payments should be clearly stated in the proposed
Alternative Paymeant Models. One kev considaration is how these payments wonld be treated as a
supplemental payment throneh the Managed Care Final Rule. Engaging both the managed care
anud provider commmmurahies n Lhe redesign process helps to maeke surs providers are Irsaled moa
fair manner while ensuring that the states goals stay at the forefront of the payment mechanism.

Shufting the Uncompensated Care pool into DSRIF will face similar issuzs. Engaging all of the
stakcholders through a transparent process will be critical for the state. Actna is prepared to
parlicipale in those discussioms and provide data thal will inform the policy decisions of shiling
these funds into an alternative payment model or value based agreement.
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3) Work and Employment Opportunities

The waiver application describes two pilot programs to promote independence. Cne pilot
program would allow members in the MediKan population to choose a benefit package with
heulth care and secial supporl services inelwhing ernployiment support in exchange Tor niol
pursuing a disabality detenmination. The other pilot would provids independence accounts to
individuals eligible for TransMead to support ongoing emploviment and transition to commercial
inslrance coverage. These two programs have potential tomeet a gap in serviees for people who
nesd support b overcome econotmie and social barmiers o maintaimng employinent in addiion to
needed health care services. We have experience serving members with these concerns in states
Lhat expandad Medicaad Lo low income adulls and where expanded services ars offered 1o adulls
with severe mental illness. Based on that experisnce, we know that these servicss can be intenss
and involve services outside of the tradiional health care provider network. We would like
clanfecation Fom the stale aboul the mimnber of people that conld be served by these mlot
programs. Since the MadiKan populationis not currently coversd under the KanCare program.,
we also ask for data an the cost of services that would be allowad or a target amount of spending
per person that 1s included in the budeet neutrality caleulation for the KanUlare expansion waiver.

A third program deseribed in the wavier application 15 the comsideration of a 1915(1) state plan
amendment to fest whether offennge supportad employinent, combined with supportive housing,
independent living skills training and personal assistance sarvices, results in a significant
increase in the number of members who have disabilities or behavioral health conditions who
waan andd oz commpen ive employvment. We support this concepl as @ stale plan service (o
expand the base of eligihle Medicaid members that could receive thess supportive services, We
would ask for additional clarification about the munber of people Kansas would anticipate being
cligible to move from cxisting Medicaid cligibality categorics or now Medicaid members that
could be served by thas polenbal waiver amendment. Aelma has expenence with Medicaid
members with similar challengss due to a plivsical disability or mental llness or both that would
be beneficial. We weleomsa the opportunity to engage in further discnssions about the bast
treatment model of people secking ndependence throwgeh work and how that imlersects with the
KanCare MCO contract.

4) Work or Communily Engagementi Requirements lor Medicaid Members

Kansas is requasting authorization to require worls, job training, education or sarvice for
Medicaid members able to work, This would priman by apply fo acdults and parents i the
carstaker ehpbality proup and those ehigibls for Medicad throush cash assistance programs.
Aetna has been working with states considering similar work requirements as a condition of
legibility, We mnderstand the states interest in ensuring that Medicaid for non-disabled adults 1s
viewed as a fransitional, lemporary benefil program, Slates showld encourage people who are
able to move off Medicaid coverage and into the commercial health insurance market. We would
ask Kansas to clarifv the number of peopla that would be subjact to the raquirement to
demonstrate allowable work activities and the expectation om managed care plans to monitor the
work history of members, Aeina wants o support mermbers thal wanl to work as parl of their
personal health care goals.,
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Conclusion

Aetna commends KDIHE on the vast amount of work, foresight, and planning that has already
laken place and Looks Torward Lo working with the Stale (o ensure the combmued success of
Medicaid managad care in Kansas. We recognize that thers are a number of details and
operational questions that will be addressed as plans evolve. We are excited about the futurs of
hedicaid in Kansas, and we appreciate the opporfumity to participate in this process of
lramsLorrmation.

Thamnk you for the opportumty to participate in this process.
Respectiully,

Buna Q. Brcbaker)

Lanrie Brubaker
CECOL Actna Medicaid

TIPage
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’ ALLIANCE FOR A

Movemper 26, 2017

KanCase Rerewal

cfo Becky Ross KDHE

Division of Health Care Finance
200 SW Jackson, LS0OB -9th Floor
lopeka, Kansas 66612

Dear Secretaries Mosier ard Keck:

Thank you for the opportunity to submit commerts regarcing KanCare 2.0, Kansas' section 1115
Demonstraticn Walver. | am wiiting on behalt of the Alliance for a Healthy Kansas,

I'he Alllance for a Healthy Kansas is a bread-based statewide coalition of organizations that have ceme
together to improve the health of Kansans. Our first policy goa' is to 'mprove access to care by
expanding KanCare, the Kansas Mec'caid program. Alliance memoers incude business leaders, doctors
and hospitals, social service and safety ret orgarizations, faitn communities, chambers of commerce,
acvocates for health care consumers, and others,

While working to expand ellgibility to KanCare, we cansistently near from providers, consumers ard
caregivers regarding deficienc’es in the program. We regularly hear about problems with the HCBS
waiting list, challenges 'n processing claims and enrollment, inadequate provider networks,
admin'strative red tape, a lack of trarsparercy in the cevelepment of treatment plans, and a general
[ack of responsiveness of Lhe slale and managed care arganizalions (MCOs) Lo the conceres of enrollees,
Tharz is 3 high and continuing lowel of dissat sfaction with the program, verified by Center for Medicare
and Medicaid 5orvices (CM5) denial of the initial request for 3 oae-year program extension.

Given the serious and persistent problems with KanCare, t1s disappointing that the Brownrback/Colyer
Administraticn has failed to directly address how it would fix the prablems in the exist'ng KanCare
program. Instead, the admiristration plans to institute new barriers o services in the way of work
reguirements and ['fetime caos, which will make the program more costly to administer and more
a'fficu 't to access.

If the administration were serious about improving KanCare, increasing access to health services for
Kansans, ard putting Kansans back te wark, it would expand KanCare and provide coverage to an
acdtional 150,000 Karsans and hring state taxpayers’ federal tax ollars hacl home to create jobs and
protect rural hospitals,

Existing Problems with KanCare

As noted asove, there are serious problems with KanCare, | urge the Kansas Department of Health and
Environment (KDHE) and Kansas Departrment of Aging ang Disasility Services (KDADS) ta focus an
Improving the existing KanCare program befare submitting an 1115 waiver proacsal that creates
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acditional bharriers to services to underserved Kansans whao rely on KanCare. Before maoving forward, |
wiould urge to address the fallowing shortcomings in the existing KanCare program:

s Enrcliment backlog.

s Errolless baving na knowledge of wha their care coordinators are ar what is included in their
treatrnent plans.

®  Anexcess of claims that are found to be incomplete and are rejected.

*  Ewceszive requirements and slow approval for prior suthonzations.

s Administrative complexity and lack of standardized processes far provider credentialing and
cther procedures.

Work Requiraments

The administraticn’s reguest ta institute a work requirement for very low-income parents with
dependent children ages =ix and older is problematic and in conflict with the goals of Medicaid and
existing case law, Under the state's proposal, single parents would have to work a minimum of 20-20
hours, depending on the ags of their children, Twa-parent howssholds would have to waork 35-55 haurs,
A grace pericd of three months during a 36-month period, would be allowed. This is too shart of a time,
however, far peaple to obtain gainful ermployment.

The Alliance for a Healthy Kansas strangly cpooses work requirements for Medicard beneficianies and
urges Kansas to withdraw this reguest. Work requirements—and disenrollment far failure to comply—
are inconsicsient with the goals of Meadicaid because they would act ag a barrier to access to Realth
imsurance, particularly for those with chrokic conditions and disabilitiss, but also for those in areas of
high unemployment, or who work the variable and unpredictable hours characteristic of many low-wage
johs.

W hile the state says the goal of the proposal s to encourage work, this effort is misguided. The
American Enterprise Institute found that health is & top barrier to gainful emplayment. The reality is
that Medicaid will help peaple get healthy, which is why states like Ohio FRave faund that expanding
MWedicaid helps enralless transition to gainful employrment.

Beyond creating a barrier to services and & barrier to work, the work requirement will increase
administrative costs and add more layers of unnscessary bureaucracy to the system. It would make
rmavigating the KanCare program more difficult, not anly for those who are subiect to the wark
requirement, but also for enrallees who would have to prove they meet the conditions to be exempted.

Time Limits

In addition to 3 work requirement, Kansas proposes a 3o-month lifgtime limit on eligibility for the sams
population that would be subject ta the wark requirerment, This palicy will limit sccess tocare and is
dangerous and misguided,

Mecicaid serves as an important work support, allowing unbealthy Kansans to receive the nealth
sarvices they nead to transition to full-time employment. Unfortunately, not all employers otfer health
inzurance, especially to low-wage and part-time emgloyees. This population needs health insurance to
stay healthy and working. Instituting time fmits will make it harder for Kansans 1o stay emplayed and
will waorsen paverty in the state.
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Liks the wark requirement, we urge the withdrawal of any tims limit on Medizaid benefits from the
proposed waiver.

Public and Legislative Input Shauld be Considered During the KanCare 2.0 Procass

One of the most persistent criticisms of KanCare — raised by patients, families, advocates, providers, and
even the Centers for Medicare and Medicaid Services (CHS) =15 the poor communication between the
state and stakehclders. Az we move farward with KanCare 2.0, 1t (s critical that the process of planning,
develaping, and implementing the program be dane in an open and transparent mannsr,

Kansans should feel confident that proposed changes to KanCare are well planned and sorutinized and
will enhance access, guality, and the value of care,

We urge the KDHE and KDAD: 1o withdraw the 1115 waiver and request another one year extenszicon to
the current KanCars program in order to ensurs that the public and the Legislature have an eppropriate
oppariunity toweigh-im and actively shape the KanCare program. It is critical that BanCare 2.0 s
develaped to address the concerns with the existing KanCare program and include ample public and
stakehclder imput —the current groposal falls short of those geals.

Mext Steps

The Alliance believes it is critical that we work together to improve KanCare, Most impartantly, wes need
o agres that the goal s to strengthen access o care and improve the pragram rather than impose
Farmful new policies on the most vulnerable Kansans, The Alliznce stands ready to work with KDHE and
KDADs ta improve KanCare.

Beyond addressing the issues outlined above, one of the best ways to improve the program KanCare
program is by expanding it

Thank you tor your time and consideration.

Sincerealy,

David lordan
Executive Dirsctor
Alliance for a Healthy Kanzas
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From: Kalhy Cain

Ta: Eaplam Bepmugl

cc: e ——
Subject: ngraup

Date: Surday, Movarnber 5, 2017 12:48: 15 PM

Dear Ms. Roess,

mmerigronp sl owes ma 531K, same ol 0 rom owar 2 yaaes ago, Wy privale oflice lopska Pedialiics, Bo
and Kids First Pediatric Urgent Care, Topeka's only pediatric urmont care, terminated our contracts with
Amerigroup for nonpayment 1222016, Multiplan negotiated the Amerigroup contract and ve negotiatad
payrrien | ol aflar hours and emergenoy codes, 209057, 99058 and lalaphone codes and haallih nsk
aeeassment cados, 994441 3 and 924200 Amerigroup did nat like surcontract and out us in prepayment
raviaw and deniad payment Tos ARHIT and asthmad visils, Lenlislad tha halp ol a nalional pedialric coding
axparl and the national Amancan Acadamy of Pediatnes who reluted ther damals of payment and

canlinmed our correct coding based an currenl CF1 puidalinas.

We pride curselves an being Topeka's only MOCA certified Level 3 Medical Hame and take care of many
clhiromically il Kansas kids wilb ADHI ard aslbona, We hawve pay Gon penlarmance conbacks wilh olher payers
and ara ragularly resarded with sharad cost savings far our afficieney from othar mananed care com panias

but can’t pot Amerigroups to cvoen pay us for an office visit,

Amerigroup has a pattorn of unfair business practices and has beon sued by the State of llinois who
roceived 5344 million settlement from Amerigroup.
ot illingisattorpeyesner gl ooyfore ssroeomy @007 0320070313 html

IF physicians are nol paid, Kansas kids will suffer. Kansas kids deseree mare, Please do nol award a contract

o Amcrigroug,

Sincorahy,

Falhlean Cair MDD, FAAR

lopeka Padiatrics, PA

Krels Firsl Padsabon: sl e
Matienal Discount Vaccine Alliance

s, lopekapadiatrns. com

W nationaldiscountvaccineal lanoa.com

NdliLdie CXLEINSIVN faediings FUubiic COITIneriw Fdge Jo Ul 271



Return to Index

BEHAVIORAL

HEALTH

ASSOCIATION GF

KANSAS

14 November 2017

KanCare Renewal

c/o Becky Rass

KDHE =Division of Health Care Finance
900 5\W Jackson

Landan State Office Building 3™ Floar
Topelka, Kansas 656612

Ms. Ross,

Please accept the following as public comment on the State of Kansas Department of
Health and Environment request to renew the KanCare demonstration under Section 1115 (a)
of the Social Security Act.

These comments represent the views of the Behavioral Health Association of Kansas
IBHAK), 3 statewide netwark of providers dedicated to substance use disorder treatment
services who want the ahility provide mental health services for clients we serve. We seek to
expand the access to and capacity of the behavioral health system in Kansas through the
kKanCare 2.0 wavier and the Kansas Medicaid Managed Care Request for Proposal for KanCare
2.0,

We believe the 1115 (a) waiver application—and the KanCare 2.0 renawal reguest for
proposal—acknowledges the need to include flexibility and adaptability. Our experience
reveals currently insufficient access and capacity in the behavioral health system. The current
KanCare managed care companies and the State data surely reveals limitations in current
hetwark adequacy and capacity. The State must address these capacity and access issues inthe
walver process and the final outcome of KanCare 2.0 request for proposal.

Qur review of the KanCare 2.0 waiver application and request for proposal suggests
pasitive staps ta expand system capacity. These changes can help integrate care, allow
consumer choice, and improve ocutcomes. These solutions focus on population health and the
social determinants of health that reflect the co-occurring presence of addictions and mental

health:

* Llimited Access to Currently Pratected Codes: KanCare 2.0 managed care providers
should be allowed flexibility to reimburse qualified providers for the Medicaid

a, kS Bha&12

mal:com
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behavioral health services available only to protected providers when they are currently
being reimbursed while also treating Medicaid substance use issues.
i Examples of those services could include the following specific treatment codes
for individuals already being treated by licensed and qualified 3UD providers.
o H2017/H2017-HO (adult psychosocial rehab individual and group); 85110/55110
TI [parent support and training, individual and group); 96150 [mental health
assessment). These are only examples.

*  Yalue Based Models: Value based purchasing models can be established to integrate
and coordinate the eligible services Medicaid individuals need to address their
substance use and mental health needs together, not separate due to restricted codes.

*  Foster Care Youth: The waiver application and request for propesal includes much
needed attention ta youth in foster care, particularly those in transition and in need of
mental health services. Because of the prevalence of substance use contributing to the
child welfare crisis, we support expansion of the eligible provider network for the
increasing population in the child welfare system or at risk of entering the system. At
least ane state used waivers to expand eligihle treatment to include at-risk children’s
family treatment for substance use disorders,

*  Medication Assisted Treatment MAT: MAT is discussed only as a mental health issue,
lhe State's substance use disorder treatment provider system is the forefront of MAT
and the response to the opicid crisis. Expansion and suppart for MAT must be
expansive with mental health codes open to treatment providers who are also providing
MAT. MAT without primary health services is not effective. SUD providers are front line
of opicid response,

o One necessary change for the waiver application and the request for proposal is
toinclude MAT Induction codes opened to pay cost for this treatment {HOO16,
HODA A,

We believe approval of the 1115 {a) waiver application and the KanCare 2.0 final
agreements with these changes will result in:
*  Reduced emergency department admissions and medical costs; increased care
coordination and consurner chaice; and improved network adequacy.
* Integrating behavicral health at the site of treatment for licensed and otherwise
gualified providers will increase member outcomes, provider outcormes, and the
managed care company cutcomes,
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The waiver anplication and the request for proposal mase all of these improvements
possible. We encourage the State to evolve beyond cutdated protection of providers and truly
integrale benavioral health care. We support and encourage Lhe State and Lhe managed care
companies use of all the toels and options available to address the benaviosal health needs of

our citizens.
Respectfully,

Stuart 1. Litt'e, Ph.D.
Fresident, Behavioral Health Association aof Kansas
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From: Cathy Pechin

Ta: Eaplam Bepmugl

Subject: Can KanCarelit

Date: Tuesday, June G, 2017 12:51:25 FM

Kanzas had a miserable svstem. They played pass the huck to the CDTIC and the service
providers, What KanCareNot did was just add another place where the buck might fall, TF it
cver did.

We had a lot of 1ssues and were told by the KanCare advocate (the one that promaotes
kanCare, not helps those betiig serviced) that this could be the angwer to our issues. It has
only added to our issues,

1 don'l understand whao came up with "capable” person, bul thal needs Lo g, That is 8O wrong,
Parents with "normal” adull children are notl expecled Lo be considered the "capable” person in
their child's lives! [ have had to fight to keep the hours that 1 have to take care of niv son as it
15 247 job and [ minaged to keep 40 hours sinee il keeps me [rom working an outside job. 1
don't see where they pet the idea that parents with adult children with disabilities can pet by
with only one income. T want oy son and he wants to be in a program, day & residential, BUT
because he 15 lowering [unetioning and might interere with their current stalling level, almost
no one will even entertain the thought of having him in their program.

Also, there is no advocale Tor parents in this, [ have MO ONE o help o [ind a program lor my
son and so many just say 0o or treat us very bad when we go to see the programs hike letting
uz know that someone was beaten up m that residential vnit and thev did not know why the
rerzon did it hecause they usually only attacked staft - who would leave their child there.

All we did with KanCare 15 add another layer of "pass the buck”. With all of these people on
my son's Leam, 1 am sull an "Army ol One".

I just see no purpose inmaking it more complicated for everyone. Obviously, if KanCare 15 1o
make money, people will suffer,

I was VERY unlair lo hite an advocale 1o promole KanCare and making il sound like the
person would be an advocate [or the clients.

There has 1o be a way Lo stop this. There are other wavs o save money i the state. L1y bad
enough that eversthing 13 already contracted out. Too many comtractors will spoil the whols
bunch.

I am sure this isn't what you are really looking for. It is just they are useless and in order for
kunCare Lo comlinue. people with 131 will conlinue Lo see culs. [ am 62 years old and caning
For a 30 year old that Tunctions like a pre-schouler, 1 am not "capable™ anymore.
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Comments on the "KanCare 2.0" Medicaid waiver application developed by
KDADS and KDHE
Novemher 26, 2017

Thank vou for the opportunity to submit comments on the "KanCare 2.0% Medicaid
waiver application developed by KDADS and KDHE. As the united voice for child
wellare agencies serving children across the state, the Children’s Alliance ot
Kansas is deeply concerned about the consequences of this proposal for the safety
and well-being of Kansas kids.

The KanCuare 2.0 waiver would drive up Kansas foster care caseloads, by
increasing the number of children remowved from their homes. Simply requirving
worls does nothing to help parents find and keep family-supporting jobs, Neither
does denying familics healthcare on the hasis of a work, It just means parcuts arc
both unemploved and uninsured,

When that happens, children lose, Kids are removed from their homes for two
reasons — ahuse or neglect — and neglect accounts for three-fourths of
maltreatment nationwide. In defining “child neglect,” the Kunsas Department for
Children and Families lists examples like “failure to provide the child with food,
clothing, or shelter necessary to sustain the life or health of the child.” In short,
poverty. Even in cases of abuse, financial strain matters, A nationwide study of
children’s hospitals tound that cvery 1 pereent increase in parents’ 90-day
maortgape delinquencies corresponded to o 3 percent increase in hospital
admissions for physical child abuse.

Denying families health insurance does not mean they no longer need healtheare
ar absolve them of its costs. It just means that a plavground injury or a boat with
prncumonia drives struggling families deeper into debt, adding to the finan cial
strain that puts children atrisk.

And such instances - routine injuries or illnesses — are the best-case scenario.
When the loss of Medicaid coverage means parents are unable to address mental

health or substances abuse needs, the risks for children are even greater.

The KanCare 2.0 work requirement also seems a solution in search of a problem.
Kansas alrcady has a Temporary Assistance For Necdy Families (TANF) work

ADVOCACY
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requircment. And KDADS and KDHE have failed to provide data demonstrating
that a Medicaid work requirement would reach a significant number of people not
already subject to the TANF work requiretnent,

And it's not just that redundancy is inefficient. When bureaucrats increase the
paperwork hurden for families, families lose critical supports. Kansas' TANF work
requirementis a concerning example. As currently administered, even people
exempt from the work requirement are frequently required to demonstrate their
cligibility for the exemption over and over again, The KanCare waiver saddles low-
income Kansas families with a douhle-helping of burdensome paperwork. The
predictable consequence that, despite qualifving for Medicaid, some parents will
be unable to meet the paperwork requirements and become uninsured.

Alarmingly, the waiver application's work requirement may also apply to youny
adults who have "aged out” of foster care. Not surprisingly, rescavch shows that
former foster youth, whose childhoods were scarred by abuse or neglect, have
highcr-than-average incidences of chronic health problems. Compared to other
vouny adults, they are more likely to be unemployed, and they are more liliely to
hawve unmet mental health needs. Given those facts, even the possibility of denying
Medicaid coverage to a child abuse and neglect victim is reason enough for grave
concern,

Im acldition to the concerning work requirement it includes, the KanCare 2.0
waiver also falls short because of what it omits,

The proposal commits to "providing service coordination for all youth in foster
care,” but it offers no concrete plan to do so. Today, care coordination is often an
cmpty promisc, It is not unusual to sce care plans that call for services unavailable
through KanCare managed care organizations (MCOs ] and which MCOs and state
agencics have not actively sought to malke available. While it is commendable that
the waiver indicates that care coordination for foster youth is a priority, intention
is notaction. In a proposal that offers detailed plans in other areas, the omission of
a specific service coordination plan sends a clear signal that improving the health
and well-being of foster children and vouth is net a priority,

Another glaring mmission is the waiver's failure to demonstrate a commnitment to
prevention Under federal and Kansas law, the regponsibility to make "reasonable
cfforts to prevent removal from the home” extends beyond the Department for

ADVOCACY
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Children and Families to include KDHE and KDADS, Children’s Alliance member
orpanizations already see children who come into care hecause they did not
qualify for Medicaid and their parents were not able to meet their health care
needs They also see children come into care because their parents could not
navigate the KanCare 1.0 burcaucracy. Yet the waiver proposal not only fails to
articulate strategies to ensure that children at risk of abuse or neglect can get the
healtheare they need, it actually erects new barriers to care with a work
requirement that makes KanCare even harder to navigate.

It's as simple as it is brutal - when politicians or bureaucrats cut a family's lifeline,
children fall right alongside their parents. The best way to keep ldds safe at home
is by supporting and strengthening their families. And the best way to help
children recover from abuse or neglect is to support every aspect of their
recovery, Simply requiring work in an economy starved of fumily-supporting jobs
docs nothing to strengthen families. Ignoring the responsibility of our state's
healthcare agencies in meeting the needs of at-risk ldds misses an opportunity to
provent abuse or neglect, And hollow commmitinents to care coordination do
nothing to help foster children rebuild their lives,

Our member agencies stund ready to worlk with the KanCare Oversight Committee,
KDADS, and KDHE to address these and other deficiencies with the waiver. Kansas

children descrve better. We urge you to insist that they get it

If vou have any questions, please contact Christic Appelhanz at

ADVOCACY
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Movember 26, 2017

KanCarc Rencwal

ere Bocky Ross

EDHE. Division of Health Care Finanes
Q00 5W Jackson, L30OB —0 Floor
Topeka, Kansas 65612

Re: Praposal to venew the KanUare 2.0 section 1115 demnemstiation waner

DNizar Scerctarics Mosicr and Keck.

[ am wriling on behall of the Center for Law and Social Policy {CLASP). CLASP is a national,
nunpariisan, anti-poverly nonprefil advaneing policy seluwiions for low-incoms people. We work al bolh
the foderal and state levels, supparting policy and practice that malaes a difference in the Inves of people
lrving m comditions of poverty, In particolar, these comments draw om CLASPs deep experience with
Temparary Assistance for Needy Families [TANF) and the Supplemental MNutrition Assistance Program
(3N AP} two programs where many of the policies propesed in this waiver have already been
mmplemented — and been shown to be signilicant barriers 1o low-meoms people getling and relaining
benelits. These comments also draw on CLASP s experience in working with six stales under the Work
Supporl Slrateries projecl, where these slales sousht Lo dramatically improve the delivery of kev work
support henefits to low-income familics, inclading health coverage, mutrition benetits, and child care
subsidics through mare cffcetive, streamlined. and integrated approaches. From this work, we lcarncd that
reducing unnecessary steps in the application and renewal process hoth reduced burden om casewaorloers
and made 1 casier lor lamdlics (o aceess and rdain the full package ol supports thatl they need Lo thrive in

work and schoul

CLASPE submils the [ollowing commenls in response Lo the KanCare 2.0 11135 Demonslralion Wanver
Amendment Application and raises seriols concerns about the effects of the waiver, as proposed, on the
coverage and health outeomes of Tow-income Medicaid bencficiarics in Kansas. T particular, the policics
would have a dramatic and ncgative impact an aceess to carc for vulnerable groups including deeply poar
parenls (leading to negative efl'ects Lor their children as well) and Lormer foster carc vouth. This waiver
lakes a big slep backwards in coverage. W therelore believe that il is ineonsislent wilh the goals of the
Mledicaid program,

Medicaid plays a critical rals in supporting the health and well-baing of low-income adults and children.
Many worls in lww-wage jobs where amployer aponaored health care s net offered. or is probibitively
cxpensive Others may have health concerns that threaten cmplovment stability. and without hedicaid,
would be denicd acecss to the medical supports they need to hold a job. such as aceess to eritical
medicalions,

The Medicaid slatule v clear that the purpose of the program 18 (o lurnish medical assistance o
maividoals whose incomes are not enongh to meet the costs of necessary medical care and to furnish such
assistance and services to help these indnviduals attam o retain the capacity for independence and self=
care, Stales are allowsed in limiled cireumstaness 1o request o “walve” provisions ol the rule bul the
Scerctary of Health and Human Scrvices (HHS ) may only apprave a projeet which is “likcly to assist in

1200 18th Srest W - Suite 200 - Washington, DC 20036 - p (202) 906.8000 - f (202) 542 2585 = www clasp.org
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promoting the abjoctives'™ of the Medicaid Act. A waiver that docs not promote the provision of health
care would not be permissible. This warver proposals” attempt to transform Medicaid and reverse its corc
lunction will resull in many adulls losing nesded coverags, poor health ouicomes, and higher
adminislralive costs. There 1s an exlensive and strong lilerature that shows, as a recenl New England
Journal of Medicing review concludss “Insurance coverape ineregsey aceess 1o care amd Improves o wids
range of health cutcormes.”™ This waiver is therefore incomsistent with the Medicaid purpose of providing
medical assistance and impraving health, and should be rejected. Moreosver, losing health coverage will
alzo make achicving work and cducation goals simnificantly more diffienlt for beneliciaries.

It is nmportant to recognize that lmiting parents” acoess lo health care will have significant negative
ellecls on thewr children as well Cluldren do belter when their parents and olher caregivers are heallhy,
both emotionally and physically.” Adulis™ access o health care supports elfective parenting, while
untreated phvsical and mental health needs can get in the way, For exanple, a mother s untreated
depression can place at risk her child's safety. development. and learning * Untreated chronic illncsses o
pam can comtribute to high levels of parental stress that are particularly havinful to children during ther
carlicst years” Additionally, health insurance coverage is ey ta the entire family's financial stability.
particularly beeausc coverage litts the burdens of uncxpected health problems and related costs. Those
lindings were reinlvreesd noa new study, which found that when parents were enrolled in Medicaid their
chililren were more likely 1o have annual well-child visits,"

In cur specitic comments below we foens on tvo clements of the KanCare 2.0 praposal: worl:
requitements and time Thimits.

Work Requirements

Eansas 19 regquesting to mplement o work requiremnent for very low-income parents whose dependent
children are older than age six. Tnder the state”s proposal, single parents would have to work or
participate in comntable actrvitics for 20 or 30 hours miniomun, depending on the age of their children.
The dacwinent 15 wnclear whether all parenty with children under ape s will be exanpt or emly those that
are ool “earsrivers”, Two-parenl howscholds would have 1o work 35 or 53 hoors, The state is proposing a
arace period of three months during a 36 month poriod, which is too short of a time For people to obtain
wainlul eroplovment. 10 s also unelear whether the stale is also proposing (o implement a work
requirement for former foster youlh up e age 26 who are eligibls for Medicaid under the AfTordable Care
Act (ACA).

CLASP strongly opposies work requirements for Medicaid hemeficiaries and urges Kansas to withdraw
this requesl. Work requirements—and disemollment for Gailure (o comply—are inconsistenl wilh the
aeals of Medicaid beeause they would act as a barrier to acecss to health insuranec, particularly for those
with chronie conditions and disabililies, bul also [or those m areas of high wnemployment, or who work
the variable and unpredictable hours characteristic of many low-wage jobs, In addition, whils the
puipoited goal of this pronasion is to promate work the reality is that denving access to health care malkes
it leas likely that poople will be healthy enough to work. This pravision would alao incrcase
admmistratrve costs of the hMadicaid program and redunce the use of preventative and early treatiment
services, uliimately driving up (he cosis of care while alse leading to worse healih ouleomes,

The request Loz a work requirement i3 especially troublesome given Kansas™ exiremely low income
ehgbility it for Medicaid for non-disabled adolis, Non-disabled adults in Kansas are only ehgible for
Medicand i they are hving in extremely desp poverty (38 percent of the poverty level, equrvalent to
57,730.00 annually Tor a Bmily of three) and taising dependent children or i they are former foster youth
undir 26, These familics arc facing enormous struggles o make ends meat, particularly alter Kansas cut
acecss to cash assistance and food assistance for many of thasc familics. Placing cxtra burdens an thaese

1200 18th Streat MW » Sute 200 = Waszhington, DC 200368 » p (202) Q06,8000 « f (202) 342 28835 = weswclasp org
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familics tor the adults to recerve health carc is not only immoral, but may actually make it harder for them
to find and kecp emplayment.

Section 1931 of the Social Securily Acl ensures Medicaid eligibililty Tor adulls with children who would
have been eligible for the Al fo Families with Dependent Children { AVDC) program aceording Lo 199
income suidelines, regardless of whether they currently recenve cash assistance. Kansas® tequest to
implement a worl: requirement for thiz population (if net a carcgiver for a child over age six) would
cifeetively climinate this guarantee of coverage. This request by Kansas appears to be in dircet contliet
with the law.

Wik Hagmiremenis Do Nof Promola Emplovment

Modehng the worl requirement on Temporary Assistance to Weady Tamilies { T AN 35 imsgnided and
shoat sighted. Tuessoms learnad from other programs demenstrate that work reguirement palicics arc not
effective in comnecting pemple to hiving-wage jabs that pronade affordable health 1nsorance and other warke
support benefits such as paid leave” A much better focus for public policy is to develap skills training for
jobs that arc in high demand and pay living wagzes. help people get the education they need ta climb their
career ladder, and Losler an ¢conomy thal ereales more jobs,

Another comsequence of a work requirement conld be, iromizally, malking it harder fir people to worls
When additicnal red tape and burcancracy foree people to losc Medicaid, they are less lileely to be able to
work. Peaple must be healthy i order to worke, and consiatent access to health insurance s wital to being
healthy enough 1o work.® Medicaid expansion enrolless [rom Ohio” and Michigan™ reported that having
Medicaid made it casier to look for cmployment and stay emploved. Daking M edieaid more diffienlt to
aceesy could have Lhe exacl opposile ellvcl on emplovment thal supporters ol work requiremenls claim Lo
be pursung,

Administrators in Kansas may claim that work requirements in TANF and SIWAT have “succcssfully™ led
to a decrease in exwollment. The truth is that numerous policy changes, inclading a shorter lifetine tiime
limit for LANFE, have led (o signilicantly lewer peopls aceessing basic salddy-ned services, [n June 2011,
14,204 houscholds in Kansas wore receiving assistance from TANE. By July 2017 only 4,423 familics
wre receiving gssistance. Food agsistance shows o similar drop, 140,761 houscholds wire receiving food
assistance in June 20011 and only 106,626 houssholds received food assistance in July 2017, However,
durmg roughly the same timefiaine the percent of children loving in deep poverty (below 30 percernt of the
poverty level) has remained relatively consistent.'” This suggests that familics arc not impraving their
coondnnic standing, althongh they are na lonper recerving TANT and SWNAP assistance. This aligns with
data thal suggesls those who do lerve 'TANE and SHAP are most kely to be emploved n low-wage jobs
with irresular howrs, such as restaurant and retail work. ICs important to note that these jobs typically do
ool oller heallh msurance.

The warver language states that the training and employment support available via TANE wall also be
available te KanCare members subjeet to the work requirement. However, the state’s own data about
TANT employinent support cast serions doubt on whether the program has the capacity to serve
additional Medicaid enrolless, n fyeal vear 2016 only 931 fmilies were countled as parlicipaling in
TANF cmplovment activitics. OF these Eamilics, 872 — or nearly 94 percont - wore in the “onsubsidized
emplovment™ category, mesning they had oblained jobs and were working and nol necessarily  receiving
any emnployment services fom the state (hased on the numbers i 19 possible that seme peopls are both
working and in school).” Tn fact, Kansas is serving so few peaple through the TANT emplovment support
programm that it i abnoest inconeeivable that will be able 1o absorb the number of Medicaid enrolless who
will be subject to the work requirement. For cxample, only 21 people were inthe “job search”™ calegory
and anly 7% people were in the “vocational cducation™ catepory.'! The statc's sugscstion that this
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pragram could serve the approximately 12,000 parents wha will be subjeet to the Medicaid work
requircment is simply unrealistic'

Work Reguirements Grow Govermmen! Duresucroey and Ineracse Sed Dape

The addition of & work requiretnent to Medicaid would add new red tape and bureancracy to the program
and anly serve as a barricr ta health eare for enrollecs. Tracking work hours. reviewing proof of worl
and kecping track of who is and is not subjecet to the work requirement is a significant undertaking that
will require new administratree eosts and pesaibly new technology expenscs to update IT aystems.
Lesgons [rom other programs show that the result of this new adminsirative complexity and red tape i
thal edfgipfe people will lose their health insuranee beeause the application, enrollment, and on-going
processes o maintaln coverage are oo combersome,

ok Requirements Do Not Reflscr the Realitiss of Chur Foonomy

Work regquirements do net reflect the realitics of today’s lew-wage jobs. Far example, scasomal wearkers
may have a poriad of time cach year when they are not working enough hours to meet a work reguircment
and a3 a resull will churn on and oll the program duing thal lime ol year, Or, some may have a reduslion
in their work hours ai the last minuie and therelore noi meet the minimun numbers of howrs nesdeid 1o
retam Medicaid. Many low-wage jabs are sulyect to last-rinute schednling, meaning that workers do not
have advance notice of how many hours they will be able to worl'® This not anly jeopardizes their

health coverage if hdedicaid has a work requirement, but also makes it challemging to hold a secomd joh. If
viou are constantly al the whim of random scheduling at your primary job, you will never know when you
will be available to work: at a sceond job, This would lead to areater “elwrn’™ in Medicaid as people who
become disenrolled reapply and enroll when they meet the work requiremens.,

Wark Requivements BT Ravm Pervons with Hlness and Disohilities

Many people who are umable to worls due to disalnlity o illness are hkely to lost coverage becanse of the
work requirement. Although Kansas is proposing lo exempl individuals who receive Supplemental
Seeurity Income (5310 for a disability, in reality many people are not able to work duc to disability even if
they do not receive S50 A Kaiser Family Foundation study loond that 23 pereent of unemployed adulis
receiving Medicaid—bul who are not receiving Disability’SS[—reported illneys or disability as their
primary reasen for not working, ™ And an Ohio study found that one-third of the peaple refearred to a
EMAT employment pragram that would allow them to keep their benefits reported a physical or mental
limitation. O these. 23 percent indicated that the condition limited their dailv activities,” and nearly 20
percent had [led for Disability/S50 within the previons 2 vears. Addiliona ]l}, those with disabililies may
have a difficull ime 1111.11r.t1u1g the increased red tape and burcaueracy put in place to administer a w ork
requirement. The end resull 13 thal many people wilh disabilities will in [acl be subject Lo the work
requirement and will be at risk of losing health coverags,

These whe arc unable to work doc to illness will also be harmed by this prepesal. Soveral chronie
conditians can inhilvt somenne’™s ability to work, and the language in the waiver proposal makes no
acknowledeement of hewe siluations, For example, depression is widespread among poor and low -income
mothers and up to 50 pereent of these mothers exporience chronie or rocurrent depression. In addition to
having negalive consequences [or children, maternal depression also allec™s a mother™s ability 1o g2l and
keep work.™ Lliminating healih coverage for someone in this position has only negative conssquences —
the mather, the family, and to society. There is no gain from eliminating health coverage for a mother
who 1s unable to work due to mental illness,
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The warver language alsa docs not address illness that require ongoing treatment. such as dialysis or
another chronie illness. This means that someone on hedicaid and undergoing treatment would be cut oft
aller thres momths i they did not mest the work requirerment. Another population that will be harmmed by
this pmpua.*ll 1z people undergoing substance use realment and leaving trealmend. 'The stals’s own dala in
the waiver document {pages Y1) shows thai lewer than hall’ of people leaving substance use realment ars
etmploved. When considering a work requirement for this population taﬂs\ummg aime are very low-
income parents), the data provided by Kansas leads to the assumption that at least 60 percent of poople
leaving substance use treatment would lese their health insuranee doe to uncmployvment. This is likely to
reduce their overall stabality i Itz and may contribute to future substance abusc.

For all the ressens laid ool above, the stale should reconsider their approach o encoursaing work, [0
Fansas 18 sevious aboul encouraging work and helping people move inlo jobs that allow for sell-
sufficiency (and affordable emplover sponacred inswrance) the state would be conmmitted to ensuring that
all adults have aceds to health insurance in arder to cnsure they arc haalthy cnough te wark. Instead, the
state 48 asking to place additional hariers between the state’s imost vulnerable families and their health
care,

Time Limits

Above and heyond the warls requirements, Kansas proposes to impose tite lhmts on participants TV
it they are working or otherwisc mecting the work requirements. hdembers who mect the warls
requitemeant will be linitad to a total of 36 months of Medicand coverage during their lifetime. All of the
above reasons hal work requirements are il-coneeived are alse true lor a me limil. However, # line
limit gocs further by assuming that people will not be in poverty for more than three vears of their adult
lile. Kansas alreaddy has an extremely limiled health insurance salety-ngd for adulls, and the addition ol a
time lirmit further eviscerales the b.lft:l:.-—m:l, leaving 1l praciically non-sxistent lor adulis,

Proposing a tame lmit on access to health care s perbaps the inost extrane and immeral request of all.
The imposition of a litctime time limit on Modicaid implics that people are able to guickly move out of
deep poverty and into employment ehot affers affardalle emplaver-spansared insurance (TUST)
Unloriunaiely, this s simply ool the reality ol many jobs in America. Only 49 percent of people i (his
country roecive health insurance through their jobs — and onlyv 16 percent of poor adults do so.™ The
realily iz (hat many low-wage jobs, particularly in indwstries like refail and restaorant work, do not oller
LSL, and when they do, it is not affordable,™

Low-wage work in America docs not fit inte the =9 ta 3 conception that many peliticians and statc
admmistraters have of work., About half of low-wage hourly workers have schedules oumside the
traditional bondav-Friday, 9-5 rouling and are palching logether lwo or more parl-lime jobs lo supporl
their familics.™ Froquently. they aren’t gelting traditional crployment benctits (such as health msurancs)
thal middle- and wpper-meome Americans receive wilh their jobs. Recenl data show that 3 millien
workers reported working part-time, despite wanting full-time jobs.™ Involuntary part-time work is a
svimptom of the low-wape labor market that malees it difficult for people to gain econcmic security.
People waorking multiple part-time jobs or in the gig cconomy arc particularly unlikely to have acecss to
emplover-praovided insurance.

This population needs & medical salely-nel in orger o stay headihy enengl lo remain in the workfores,
Unfortunaiely, the Governor of Kansas has vetoed the lepislature’s will fo expand Medicaid to provide
this very safety-net. This request to add a Bfetime thme Tmiat to Medicaid s another immoral action by the
Adhministration,
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A lifctime limit incentivizes people to enroll in Medicaid only when they arc sicle rather than using their
limitzd manths during times when they are well. This will have negative consequences for enrollecs and

lor the program. People will nol recedve prevenlative care, sarly lreatment for new illnesses, or consistent
realment of chronie diseases. As a resull, when people are corolled in Medicaid their health costs will be
high, F'or all thess reasons, the reguest for a lLifstime lonil i contradiclory 1o all the thetoric in the waiver
proposal about social determinants of health.

Umee someone reaches the 20 month lifetime limit, they will have no medical satety-net left for foture
crizcs or hard coonomic itmes. Fven if they would later qualify for an exemption to the time limit, they
arz unlikely o know that they are elipible i they have previously been tumed away by the stale,

Placing a time limil on parends” coverage will also have negative implications {or thenr children’s
coverape and health. Research repeatedly dememstrates that childien are mode kel to have health
insurance When their parants have health insurance. New rescarch shows that when parcnts have
insurance their children are more likely to receive anmal check-ups and well child visits. ' Timiting
parcnts’ eoverage will have a trickle-down ctfoet on children’s eovverage children will boocome
uningurcd and will be less likely to receive annual check-ups and well-child visits.

The reasons above maks il clear that o work requirement and a hifstime limit on Medicaid coverages s nol
anly itmneral, but alao not in the best mterest of low-incomne Kansans and the state. The state should
withdraw these components of the KanCare 2.0 plan and re-cvaluate how to achicwve their stated goal of
prometing emplovinent and independence.

Lastly. CLASI notes that Kansas is not providing financing and budact neatrality documents for the state
publiv comment period. This lack of ransparency is unlorlonale and does not provide stakeholders with
all the information they need m order 1o commeni Tully,

Thanl: you for your consideration of CTAST s comments. Please contact Suzannc Wikle
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Fram: Cr. Jen Jankz

Ta: Kaplam Bepmugl

Cc: _.;.

Subject: Cormrments for KDHE

Date: Monday, Havermber 13, 2017 12:26:01 F4

5o here are cur suggestions:
1. Limit the number of MCOs to two. That would mean they still compete, but they would not
present way oo much variation in the way providers have to deal with them.
We realize KDHE wants "chaice,” but how much chaice is there when almast all of the same things
are cavered? and how can the "choices” really be apprecigted when the recipient really deesn’t
understand? Most people CON'T UNDERSTAND |MSURANCE -- whoever they are and whatewver
insurance they have.
Further, each of the MCOs has idiesyncrasies that must be handled.
¢ UHT likes to differentiate between Title 21 and Title 1% in their group number, but neither of
the athers [AMR.SUN) de. This leads to duplicate profiles and denied claims.
® Sunflower can™t seem to get their ducks in a row - we hawve had much difficulty with Sunflower
managed care organization (MCQ), and several area organizations just don't take them
anyrnore. They just den'tseerm to be deep enough at the bench to handle changes, especially
of the IT varisty.
s Amerigroup s a GIANT PAIN on the preautharization frant,
Fortheze reasans, itis not a good idea inour opinion to have 5 Medicaid contractaors, |t's hard
enouzgh to handle thres MCOs,
2. Inarder 1o really evaluate effectiveness of care, an gnalysis of the popylation served is important.
3. Evaluate the pediatric population and adult population separately — they have widely different
rieeds and vulnerabilities, The biggest health issue for pediatries is immunizations and vearly health
checks — "It's ketter to build healthy children than repair broken adults.” — more cost effective, too.
b, Consider papulatian behaviar issues —for example, use of the emergency room for non-
emergency items — there needs to be & neminal capay far the ER, unless admitted to the hospital
which is what commercial insurances do. Alse, an acute injury such as stitches or breken bone
shauld be seen with no copay.
. Make PCP designations mean something. The MCOO0s are careless about whe they assign to us,
and we have had obstetric patients on our panel and 30-year-old wormen. Further, cur patients may
be listed with a different provider and we take care of them and the ather provider gets credit, or
we are listed with a patientwe have never seen, and we are dinged for the lack of care by ancther
PCP.
In shart, MCOs need to deliver MALUE for their price, and this needs to be tracked, with each MCO,
each provider, each patient. This is exacth what computers are good at, and if MCOs will wark
prosctively with the providers, we are sure this can be sccamplished.
3. All pediatric providers should be at the Rural Rate — There iz a shortage of pediatricians in
Kansas, with noless than & open pediatric places, and KU 5 not producing enough capable
pediatricians for any area except lohnson County. & better pay rate will help two ways. First, mare
pediatricians are likely to open their panels to see the Medicad patients. Second, itwill help
practices that are not located in cities with madical schoo! presence be more competitive in affering
a fair salary to new pediatricians.
Further, the pay rate should increase with certain components;
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a. A grester number of patients on the panel — e, 300, 1500, 2000, etc.
We sea doctors around us with 10-15 MDD patients, closed MOD panels, discharge of patients when
they go on MDD, You can't force doctors to accept MDD, butvou can incentivize it.
h, Admission privileges at a hospital —mare and more dactors have decided to be "clinic-anly,” and
the result is
® the rest of the medical community has to carry the lcad of after hours care in the farm of
“unassigned” patients, who may have to just be transported to Wichita/kc, which is
EXpENS WE.
R
s the practices/hospitals just can’t recrait more pediatricians because they can't pay for them.
Then it's more expensive because parents take patients to the ER or immediate care, where
they get lower gquality care {more antibictics, steroids, breathing treatments). and no
immu nizations fwell chile checks.
4. Eligibility and PCP/Title 19 or 21 all needs to be AT OME WEBSITE ~ this is & HUGE time-waster
far us. AND we can’t use our electronic eligibility checking for it, sa it has to be dene manually, che
by one, which iz expensive and a hassle and the reason practice business office staff hate MID and
advise doctors against taking it.
5. Credentialling should be at one main site, or use CAQH, for ALL MICOs — a recent discussion with
another clinic administrator focused on 522,000 per provider to get credentialing done, And it isn't
gven finished yet, This is ridiculous man age of computers and cloud-based inforrmation,
Thank you for your consideration,
lon Jantz WD FAAP
Pediatrician at Cottanwond Pediatrics
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Kaniare Renewal

cfo Becky Ross

WKONE Divesion of Health Care Finance
00 5W Jacksen, LSOE - 9th Floor
Tapela, Kansas, 66612

ThS.A1A628 [Fax) kdhe kancarerenewal Gks.gow
W VO AL DR

FELE CHNTON PAnxway
LaweRerce, K5 GalM7

THE 41 4130

Ms. Ross,

RCCCA, Inc. has heen serving Kansans for over forly vears, coordinating
substance abuse prevention and Ceatment services; outpatient mental
health services; recrultment, tralnlng and support of fostar homes; traffic
salely education and resources; ond Facilitating residential and communily
based interventions fior at risk ynuth and families. Many of our seevices aee
statewide, reaching the most vulnerahle of our citizens in frontier, rural and
urban aness.

DLCCA programs interact with multiple systems: child welfare, juvenile
justice, adull corrections, primary medical care and safety net clinics,
community mental health, the substance ahuse treatment nebwork, and
Kanzas Medicaid. Each system has unigue challenges, bul as KDHE conziders
Kan{are renewal, please tale into account and make preparations for the
themes wee have ileatificd in this letier from our experience serving Kansans.

The KanCare 2.0 system needs o

e Expand access to behavioral health seevices by:
o Eliminating and for cediucing barrlers to-services
o Increasing capacily by climinating restrictions on qualificd

providers to provide and bill for nesded services
&« Provide chaolce for Consumers
«  Eliminate and for reduce administrative burdens for providers that
wiark with multiple MC0s

j!....i [ :EE ':2

# Restricted mental health and other codes are a barrler to services and
they should be modificd te provide Consumers with greater access tn
MLECCESA0Y =500 Vil
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DCCCA

[MPROy NG LIVES & The substantial increase in oul of home placemants in the child welfare
system has straincd the behavioral health system beyond current
capacity. Funding for those services has not increased in order W meel
the prosing need of hath children and their familics Lo achicve timely
permanency. Child Placing Agencivs are in a great position to he able to
provide immediate and less costly preventative intervention to decrease
the nummhar children geing inte out of heme placement.

o When serving children as the identificd clieal, the best intervention is
often to provide support and cducation o the fmily and other
caregivers. However, many scrvice definitions do not allow this best-
practice of dual-generation intervention, which is often also the most
effective, eilicient, and long-lasting,

o Community hased erpanizalions Hloe DCCCA are struggling to meet:
demand resulting from the tecent juvenile justice refnrm, Funding has
heen allocated for specialized interventions, hut effective substance abuse
and mental lealth treatment has not seen the proposcd incrcase inlogal [
daollars.

o The state’s decision to not expand Medicaid means the uninsured can
only uceess substance abuse and mental health dollars if they meet
eligibility requirements for the federal substance abuse and mental
health treatment block grant. This finite pool i2 nat sufficient tn meat the
need, resulting in many Kansans not receiving necded inbervenlions.

Lack of consumer chojes

« Consumers have limited choive based on where they live and the type of
sarvice needed. This is especially true for thase living in frontier, rural
and urban areas.

« Some needed services are restricled by funding or skature to limited
provider types, cven Wough organizations like DCCCA have the capacily
and willingness Lo offer those services,

& Consumers who have multiple health and behavioral health challenges
must aften ohtain services [oom more than ane provider.

& Agoess to cave 18 Hmited for Kansans because some services ara only
available through 2 specific categary of provider, even though there are
ather qualificd providers, 0fen, a2 a result, Cansumers with behavioral
health issues have no choice rom whom they can receive services.

v Whena person is already receiving sume lunded services such as drogand
alcohol treatment [rom s, iFthey need additional services thal are vestricted
hy code restrictions, (hey cannot eontinue treatment and they have w changs
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IMPROVING LIVES providers and wait weels to aceoss olher services from a "qualified
prowlder,”

Adiinistrative hurdens

o Ay alicensed substance abuse treatment provider, we are reguired Lo use
Lhe Kansas Client Macement Criteriz [KEPC] This system is outdated,
fails frequently, delaws chient’s aeoess to services, and results in
duplication of administrative and clinical elfort, The implementation of
Elaceronic Medical Hecurds suggests there is no longer a need for Lhis
expensive, inefleclive svstenm,

s Medicaid and block grant funded behavioral health services are manaped
by four insurance companics. We support the benefits of managed
hehavivral health care, but our administrative costs have increased
substantially as we try to navigate four entity’s processes, billing and
claims expectations, and differing approaches Lo medical necessity
criteria.

In summary, BECCA"S varied work and geographic presence in Kansas allows
us o readily see the impact of budget reductions, gaps in services, and
potential solulions. The challonges we face as a state reguire us Lo stop doeing
business as usual and maximize our dollars in new, creative ways, The
current segregation of sarvice delivery, the limilalions on unding and who is
aligilile to facilitate services is deteimental Lo Umely access, consumer choice
and making efficient use of state dollars,

The State nf Kansas has a public policy and legal interest In resalving thess
igsties that Hnlt citlzens’ aceass to hehavioral health secvices, The renewal nf
KanCare 2.0 provides the appartunity to correct Dl ervor, We respactfully
reecommend that KDIE consider Dnonclal and policy straregies in the
KanCare renewal process that expand consumer choice, broaden access toa
full continuum of services, and allmw organizations like DCCCA Lo redirect
unnecessary and burdensome administrative expenses W more imporeant
client care.

We sincerely approciate the oppociunity 1o partleipate in pubic input meotings
and provide written comments. Please let konow i youl liave any quastians ar
veould lilee Turther information,

Res]ﬁmmlly Submitted,

TS0 ( E{Q;‘kﬂ"\&ﬂb

LorTalvhrado, CEO
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Below arg comments on the KanCara 2.0 waiver renewal application. The commeants are in referance
specitically to children in foster care.

Figure 20, Example Measures for KanCare 2.0 Evaluation

Applicable

Example Measures Data Source

Population(s)*

Hypothesis 3. Providing service coordination for all youth in foster care will decrease the
number of placements, reduce psychotropic medication use, and improve health outcomes for
these youths,
3.1 | Percentage of vouthsin foster care obtaining | Children in foster care | Administrative
permanency (e.g, guardianship, adoption, Data
kinship, etc.).
3.2 | Percentage of foster care members receiving | Children in foster care | Administrative
an antipsychotic medication without evidence Data;
of a peychotic disorder or related condition. Medical and Case
Records
3.3 | Percentage of foster care members receiving | Children in foster care | Administrative
an antipsychotic medication with evidence of Data;
a psychotic disorder or related condition, Medical and Case
Records
*The State will track measures by subpopulation (e.g, adults, children, pregnant women, children
in foster care, HCBS waiver population) as appropriate.

o n figure 20 example 2.0, reintegration should be listed as the number one example of obtaining
permansncy, DOF's arder of preference for permanancy s as Tollows: reintegration, adoption,
kirnship, arnd guardiarnship.

o Alsain figure 20:3.2 and 3.3 antipsychotic medication is referanced, but this greatly limits the
population. It would be advamageous to akpand 3.2 and 3.2 to children in foster care receiving
peychiotrapic meadication.

®  |n the KanCare 2.0 waiver ranewal application KDHE referenced raquiring the MCOs to provida
service coordination Tor childran in foster care. An appropriata ratio should be enforced 50 a
cara coordinator is assigned to a reasonable amount of vouth in foster care. Regquiring service
coordination will not be effective ifa care coordinator 15 assigned too many youth, In addition to
prowiding service coordination, KDHE should require each MOO to establish dedicated foster
care units. Specialized foster care units at each of the MOOs would allow thess staff to battar
understand the unique needs of children in foster care and better mest these needs,

& |n figure 7 balow on service coordination pilots, the goal of easing transitions is mantionad for
childran in fostar cara. Itis unclear whiat type of transitions are being referanced. One spacific
area wheara transitions naad improvad s stap down sarvicas aftar a child has beon raleasad from
a paychiatric residential treatmant facility (PRTF). Thare isa lack of stap down servicas upon
PRTF discharge, and pilots that specifically address this transition could potentially be beneficial
in addressing this gan.
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Figure 7. Potential Service Coordination Pilots

| TargetFopulation

Individual s with
Disabilities &

Goals

Help members obtain and maintain competitive integrated
employment

Behavioral Health *  Help members achieve their highest level of independence
Condition

Childrenin Foster ¢ [ncrease stability at home and school

Care ¢ Support the child and foster family to reduce adverse childhood

EXPETIENCES
Ease transitions

Adults with Chronic
Conditions

Improve outcomes for people with chronic conditions through
direct primary care

Lower emergency room visits and hospital admissions

Members Livingin
Rural & Frontier
Areas

Expand services deliverad through telehealth
Increase provider capacity through tele-mentoring
Promote and expand the rural workforce

»  The KanCare 2.0 walver renewal application doesn’t appear to address PRTFS. Itis a conflict of
interest if the MCOs continue to be able to screen children for a FRTF stay. Anindepandent
third-party assessing entity is needed to conduct the assessment and determine if medical
neces sity is met. The third-party assessing entity should also be invelved in determining the

appropriate length of stav based off their assessment.
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Public Comment From the Kansas DD Coalition
MNovember 26, 2017

The Kansas DD Coalition is a diverse group whose members include self advecates,
family members of people with V0D, providers, and other arganizations who provide
advocacy services for people with [/DD. Thank you for the opportunity to respond to the
KanCare 2.0, 1115 Demonstration application. Our comments and concerns with the
application included below.

Targeted Case Management Needs to Continue

Kansans with /DD very much appreciate the quality of their relationships with their
Targeted Case Managers and fear any disruption to these relationships. They very
much appreciate the services they currently receive. While we have read about service
coordination proposed in the application and cross-referenced that the RFP and
attachments, the dewvil is in the details and thess TCM related services are very
important and need to continue to be provided by community service providers. It has
been our experience that while care coordinators and targeted case managers may
appear similar on paper, families need the hands on community support they receive
from the targeted case managers which is very different from care coordination provided
by the MCOs.

Also concerning is that the person-centered planning process proposed in KanCare 2.0
only “encourages” the individuals to attend their Person-Centered Support Plan
Process. This process should reguire evidence of their participation in the process not
just an encouragement of their attendance,

Qur coalition members have meore guestions than answers about how Conflict Free
Case Management will be administerad. It appears that MCO Service Coordination is a
Conflict. While some of the public comment forums included guestions and brief

1
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answers on this topic, it would have been very beneficial for the State of Kansas to
elaborate on how they believe the change to service coordination will work in practice.

Systemic Problems Need to be Addressed

Many problems have plagued KanCare to date. While many of the concepts discussed
in the application sound nice, it is very difficult to believe what is described will actually
become the reality for Kansans with /DD and help provide them with the services and
supports they need. These problems continue to harm Kansans and also make life
difficult for them, their family, natural supparts, and providers.

s Systemic issues such as an inconsistent and often back logged application
process, The lack of oversight of the contractor running the clearinghouse have
been ongoing and after mare than two years of backlogs and service issues have
yet to be addressed.

+« The current KanCare program lacks an Ombudsman Program that is either
independent or adequately staffed to provide actual advocacy Kansans need.

« The current program creates a clear conflict of interest where the care
coordinators work directly for the MCOs who have a vested financial interest in
cutting services.

+ Many Kansans have successfully appealed reductions in services only to see the
same reduction proposed six months later in their next plan of care.

» The task of navigating the system for Long Term Supports and Services is
challenging. Families do net know who to talk to and are not sure what questions
to ask, resulting in people not receiving the services they need.

s There should be a financial obligation far the MCO if a person is moved from the
community to an ICFMR or NFMH_ Currently an MCO can increase profits when
a high need member moves into one of these institutional settings.

» Clearly no one should ever be asked to sign a blank plan of care. Unfortunately,
that has been the experience of many Kansas families.

« The Medical Model is the model by which the MCOs have had the most
experience with and they responded to the RFP. The Medical Model is not
appropriate or adequate for Long-Term Supports and Services,

DD Waiting List

Although the Special Terms and Conditions require the State of Kansas to invest part of
the savings from KanCare in reducing the waiting list for the /DD waiver, the waiting list
has actually grown in recent times.

Ta make matters worse, prior to KanCare the State of Kansas published detailed
repors that included very useful information that helped Kansas families, providers, and
policy makers understand mere about who was on the waiting list and how long the wait
was. Around the time the I'DD waiver was included in KanCare, these reports were
reduced to nething mere than the number of people waiting.
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As it is advertized that KanCare has saved more than 31.4 billion, it would seem the
waiting lists should have been reduced as opposed to seeing a slight increase.

Employment Supports
The DD Coalition is happy to see Kansas promote additional employment supports to
help pecple with disahilities gain competitive, integrated employment.

» Employment Supports and Employment Requirements — (pg 37) — Figure 20

identifies Example Measures for KanCare 2.0 Evaluation. The indicator - ltem 1.1
underrepresents adults with 1/DD.

Work Requirement
In the application, there are 12 groups explicitly excluded from the work requirement. As
drafted, the application does not exclude individuals on the /DD Waiver Waiting List.

Also, throughout the application, the term Able-Bodied is used. This term is insulting to
many peoaple with disabilities and should not be used.

Administrative Burden

The existing KanCare program has created a significant administrative burden for
providers. The State needs to align processes for all of the MCOs. Providers spend a
great deal of time and effort (and cost) to deal with different processes of each of the
MCOs. This is time and energy the providers are not able to provide services and
supports for people with disabilities. While the application indicates this will be cne of
the areas the State will focus on, this is a huge problem of the current program that has
not been fixed during the first five years of the program.

Provider credentialing is also a major issue as it can often take months, which is
ridiculous.

Additional Emphasis Needed when IY'DD and mental health needs are Co-
accurring

While it is a positive to see an emphasis when mental health needs co-occur with
substance use disorder, there are other glaring holes in services today for people with
/DD co-occurring with mental health needs and for TBl and mental health needs.

Lack of Performance Measures for LTSS

The MCOs are more likely to do a better job at what you measure. Considering the fact
HCES waiver services are roughly half of the Medicaid spending in Kansas, we expect
the State would want to know how well the State's Medicaid program is doing to gauge
the bang for its buck and mare importantly to get an idea of how well it is serving the
needs of the people it serves. The application almost completely ignores HCBS as far

as performance measure are concerned. There are many examples of medical
3
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performance measures in the pay for perffermance measures for the MCOs, example
Performance Improvement Projects, and historical utilization ratios listed. Again, almost
all of those are all still based entirely on a medical services, not HCBS.

Overall KanCare 2.0 Recommendation

Given the experience under the current managed care arrangement, and the well
document deficiencies of the KanCare program for persens with /DD, we recommend
that prior to making changes outlined in the KanCare 2.0 proposal, and further disrupt
the lives of Kansans with 1/DD that there be a comprehensive analysis of the current
programs successes and failures in order to inform state officials, legislators, and
system stakeholders as to what the best direction forward should be in order to make
long-term systemic improvements.

Thank you again for the opportunity to provide public comment on this application.
Below is a list of the members of the Kansas Developmental Disability Coalition.

Enclosure: List of organizations in our coalitions
Kansas Developmental Disability Coalition Members

The Altiance for Kansans with Developmental Disabififies (Statewide)— its members:
Disabiflity Supports of the Great Plains (McPherson & Reno counties)
Easter Seals Capper Foundation (Shawnee & Cowley counties)
Quest Services {Brown, Jackson, Osage, Coffee & [ yon couniies)
Rosewood Setvices (Barton, Pawnes, Stafford, Rice & Rush counties)

Arc of Douglas County (Douglas & Jefferson Counfies)

Autism Speaks

Disability Rights Cenfer of Kansas

Families Together (Statewide)

intarHah

Kansas Council on Developmental Disabilities

KETCH, Inc.

Self-Advocates Coalition of Kansas (Statewide)

University Center for Excellence on Developmental Disabiliies (KU)
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Disability Rights Center of Kansas
214 SW o™ Avenue, Suite 100 ¢ Topeka, KS 66603

DI DISABILITY
RIRIGHTS Phone: 785.273.9661 ¢ Toll Free: 1.877.776.1541
Toll Free TDD: 1.877.335.3725 4 Pax: 785-273-9414

c CENTER¢/KANSAS W WL Chansas.arg infe@drckansas.onrg

EQUALITY * LAW * JUSTICE

Public Comment on KanCare 2.0 1115 Demonsiration Project Application
November 26, 2017

Wlv name 15 Mike Burgess. Lam the Direcior ol Policy & Outreach at the Disability Righis
Center of Kansas (1DRC). DRC i a public interest legal advocacy organization thal 1= pard ol a
national network of federally mandated orpanizations empowered to advocate for Kansans with
disabilities, DRC is the officially desipnated protection and advocacy system it Kansas, DRC is
aprivate, 301{e)3) nonprofit corporation, organizationally independent of state government and
whose sele interest 15 the protection of the legal rights of Kansans with disabilities.

While I would delinitely like lo acknowledge there are several areas where the Stale ol Kansas
has listened to concermns and attempted to address them, 1 would like to share some of the
concerns DEC has with the application for new 11135 waiver demonstration.

Community-Based Service Coordinators and Pmplovment Sapports

Currenily people with 1D and 81D received Targeted Case Management TCM). The KanCarc
2.0 application proposes Lo extend communily-bascd service coordinalion (somoewhal similar Lo
the concept of TCM) 1o additional waiver populations. 1 would ke o commend the State lor
proposing this. While it is such an important service that will definitely result in both efficiency
and better outcomes for people with disabilities, the application does not include any of the fiscal
estimates the State nsed to ensure cost newtrality of the entire 1115 demonstration. which 1z a
reguirement ol all 1115 waiver demonstration projects.

It also suggests the State may implement additional supports to help Kansans with disabilibies
find competitive and integrated emplovinent,

Our coneern s that while these are both great 1deas that will have a positive impact on Kanszans
with disabilities. they may be scrapped just as Health Homes were, Health Homes and
coordinated services for certain populations was one of the four major hyvpothesis in the original
EanCare demonstration vet it was discontinued atter only a couple of years.

KanCarc 2.0 Proposal Quictly Malkes Harmful Changes to Appeals Timeline
The State of Kansas is making major changes to the appeals timeline despite no mention of tlas
m the 187 page 1115 application docoment.

The current timeline for appeals was the result of compromise with the dizability and senior
advocacy community regarding appeals to the Office Administrative Hearings (OAH). Then
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State Medicaid Director Kari Bruttet a few years ago met with people from both the senior and
disability community, Evervone came together to agree on a policy for HCBS appeals. The
agreement stated if the notice of action was a reduction or elimination of service, the service
CONTINUES and the member has 33 days o appeal Lo the MCO gricvance provess and then 33
days 1o appeal 1o the OAH. During this time, the services conlinue.,

Neeadless to say, KanCare has not been embraced by most of the disability advocacy comnumity.
This promize to have a 33 dav period (essentially 30 davs plus three davs for the USPS to deliver
the letter) is frankly one of the only things that has been a positive regarding the rights of seniors
and people with disabilities.

The proposed changes to the timeline breaks that promise. Under the new proposal members will
only have 1 davs alier the gricvance to appeal 1o OALL belore their services are cut. I they
don’L appeal within 10 days, the services are automadically cut to the proposed level, They can
still appeal, bul the service col sticks unless the appeal overtumes ik This is @ big change. s
very harmtil to seniors and people with disabilities, Please keep in mind under this proposed
process, there is no guarantee the person hag even received the outcome of their prievance in the
10 davs {one of the reasons the existing process allows 33 days).

While the State may contend they are doing this o “comply™ with a lederal regulation, this
regulation merely sets the absolute oer and the existing process clearly meets the tederal
regulations. Thus, this 18 an nmmecessary change that will very clearly harmm FKansans with
digabilities and clderly Kasans,

KanCare Should be Investing to Eliminate or at least Sionificantly Reduce the Waiting
Lists for LHICBS Waivers

Although the Special Terms and Conditions reguire the $tate of Kansas Lo invest part of the
suvings [rom KanCare in reducing the wailing lsts for the HCBS waivers, the waiting lists have
actually grown im roeent limes.

To make matters worse, prior to KanCare the State of Kansas published detailed reports that
meluded very usefl mformation that helped Kangas families, providers. and policy makers
understand more ahoul who was on the wailing list and how long the wail was. Around the lime
the P and I3 waivers was included in KanCare, these reports were reduced Lo nothing more
than the number of people wailing.

As proponents of KanCare have indicated KanCare has saved more than $1.4 billion, it would
secn the wating lists should have been reduced as opposed 1o seeine a slight increase. Recontly
EDADS requested a supplemental appropriation to eliminate these, we recognize this as a
positive step we hope contitmes until the waiting lists are eliminated,

Proposed Work Requirecment Inchides People on the Waiting Lises for HCBS Waiver
Scrvices

The proposad work requirement lists 12 groups who are explicitly excluded from the proposed
work requirement. While Kansans enrolled i a IICTES waiver are excludad froom the worlg
requiranent, people on the waiting hst for IICES services are not, We hope the State will
address thiz before the final application is senl to CMS.

2
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Proposed Work Requirement with a Lifetime Cap will Potentially [larm People with
Mental 1lness

waiver [or adults with mental ilness. Both the Tiletime cap and the work requirement will likely
make il more diMicult for people with mental illness (o get the healtheare they need and will at
the verv best, nerease the paperwork and documentation required of people who ave already
facing significant challenges.

LICBS Performance Measures Few and Far Between

Considering the Fact HHCS watver services are roughly hall of the Medicaid spending in kinsas,
wo know the $lale wuanls o know how well the State’s Medicad program is doing (o gauge the
bang [or our buck and how well the program is working o serve the needs ol Kansans with
disabilities, Untortunately, the proposed application almost completely ignores HUBS as far as
performance measure are concerned. There are many examples of medical performance
measures i the pay for performanes measurss tor the MCOs, example Performance
Loprovenent Projects, and historical utilization ratios listed. Again, almost all of those are all
stll based entirely on a medical services, nol HCBS.

Unfortunately, currently Kansas is not collecting the right data to even be able to measure the
outcornes for IICDHS services. The meagures cunrently for [Tome and Conununity Based Services
Warvers, are outputs focused, so an analyais of those culputs m relation to outcomes 13 essential.

L appreciated the opportunity to participate in the Data Transparency worlk group. During the
mestings of that workgroup, several folks who participated on national workgroups presemted
reports trom those national workgroups, The pood news is that there has been progress on this
1ssuc nabionally and thal work should provide a good Blueprint we can cuslomize [or Kansas.
These should be included 1o be able wo delinitively tell you how well our program docs al

providing IICBES services,

The State of Kansas should continue to engage stakeholders and to add IICES performance
measures, work with MCOs Lo develop PIPs that will address HCBS perlormance. and work 1o
report data inoways that will be shed light as 1o the performance of the HCBES programs.

Major Issues Continue with the Clearinghouse

Through the various stakeholder proups T participate in. T continuounsly hear of prohlems that
continue to persist at the clearinghouse, First. there is the onpoing backlog of applicants, People
are also required to tax the same records in over and over again {thus further delaving their
applications). Also, providers are expericnemg issucs where there are coding issucs with how
individual members are coded 1n the system erealing ongoing issucs [or providers Lo get paid Tor
serviees they are providing. For example someone who has been discharged Trom a nursing
home continnes to be coded as being in the musing home sometimes for months (despite
nuerong calls and faxes to get that corrected). Everyvone 1 have heard from who has any
mteraction with the clearinghouse mnnediately embarks on a rant of therr frustrations with 1t

I would think each of these clearinghouse issues are all impertant encugh to measure, but none
of the performance improvement projects that seek to measure how the Medicaid program is

3
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pertorming include any of these. How many coding errors are occurring? How many orphaned
records are sent to the clearinghouse that are never associated with a member? (If thev were
measured on this, [ guarantes you thers would be far fewer. ) Previous reports that purported to
shoaw how quickly the cdlearinghouse answered the phone listed the tme 1o answer, nol the Ume
until you spoke Lo a human that was helping vou.

Please consider amending the application to include these and also please provide additional
oversight and more transparency i the perfonnanee of these important funetions. That needs to
start with tracking the right data and sharing that with legislators, stalceholders, and the public.

[Muge Opportunity for Innovation and ‘Transparency

The 11135 demonstration waivers are destgned lo allow staes 1o imovate. The State ol Kansas
has an amasing opportunity Lo allow some really smarl people o help it mnovate our Medicaid
system. The new Medicaid Management Information System (MMIS) presents a signiticant
opportunity to ses (via data) in much closer to real time how the Medicaid system is performing,
The new svetem includes data warehouse and vses several best of breed tools such as Tablean to
quety the data and enable ug to visualize this data 1 new wavs,

KanCare 2.0 purports 1o share additional data with providers and members via a portal. While
this is a major opportunity 1o create a 360 degree view of each member. The key piece that has
been missing 13 the analysis of available data. While [ do not faolt the existing staff. as thev have
sigiificant resource constraints, as well as having plenty of major fires they have been Aghting.
Actually analvaing the data 15 the key. However, there 15 a very simple solution lo this resource
limitation.

I also want to encourage the state to embrace an open data approach, whers feasible, with its
disaggregated, unidentifiable data. Obviously, it 15 extremely imporlant Lo protect the
conlidentiality and o comply with lcderal and state Taws, bul there is a real opportunity to allow
third parties to help the Kansas Medicaid sygtem to be as efficient and effective as possible. It is
amazing what can happen when vou allow a lot of really smart people to help innovate the
gysten.

While I mentionad this at the last KanCare Owersight meeting, in reading the apphication and the
RFP documents, [ have seen no indication KTPHE is going to make the policy decision to allow
third partics to access this disagerezated and unidentifiable data to help them innovate. Beal
mnovation 1s possible wlien vou allow simart people to help. Look at the mmovations that have
happened in olher arcas such as i public ransil.

The State and Legislahwe have taken it on the chin recently in the media over transparency, Here
18 an opportunity to be proactive.

Thank wvou in advance [or your thoughtful consideration ol our inpul. Feel free Lo conlact ma
wilh any additional questions or 1o oblain more lcedback.
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Emergency
Departrent

i American College of

ANSAS / ACEP

wes AMERICAN COLLEGE OF EMERGENCY PHYSICIANS

ED

Movamber 22, 2017

Fractice Mamuzemenl Asaoctalion bkl

VIA EMAIL

Kan{ara Renawal

cfo Becky Ross

KIHE, Division of Haalth Care Finance
00 5W lackson, LSOB =SthFloor
Topeka, Kansas BSE12

kdhe kancarerenewal @ks. gov

RE: KanCare's Proposed 1115 Medicaid Waiver Renewal
Daar Ms. Ross:

We are writing on bahalf of the Kansas Chapter ot the Amertican Collage of Emergancy Physicians
{KACEP), its parent crganization, the American Collage of Emeargency Physicians (ACCP), and the
Emergency Department Practice Management Association [EDPMA), whose membership includes
emergency medicine physician groups, billing, coding and other professional support organizations
that assist healthcare providers in our nation’s emargancy departments,

Let us note as emeargency providers, we greatly appreciate the Kansas’ Medicaid system (KanCare's)
tocus on coordinated care on decreasing emergancy room visits. As Kanzas' 1115 renewal waiver
reparts, “[dlecraases inutilization of these services ars a positive outcome, reflecting increased accass
of treatment firam the membear's primary care provider instead of an ER and increased preventive care
and home services to aveid lengthy hospital stays.” While coordinated care may decrease visits, wa
want to ensure that a patient’s access o the emergency depariment is not hindered by furthear
arcsion of the prudent laypearson (PLP) standard tound uncder State laws, Qur commeants focus less on
the proposal but more on the procass inwhich KanCare currantly operatas and regquests the Kansas
Dapartment of Health and Environiment [KDHE) for amendments to the waiver that address

amargency providers’ concerns related to maintaining the PLP standard.

The PLP standard obligates Meadicaid carriers and managed care organizations (MCOs) to reimburss
amargancy medical providars far the delivery of emergency medical services and care to Madicaid
recipients, We have growing conceras that certain Medicaid managed care arganizations operating a3
part of KanCare are nol reimbursing emergency physicians in @ manner thatl is consistenl with this
federal standard. Qur concems particularly relate to retrospective denizls by which certain Kanfare
MCOs have determined, retrospectivaly, after emargency meadical sarvices treatiment and care has
bean rendered 1o the patient. Those retrospactive determinations assert that the conditions by which
the patient sought out emergency services did not constitute an emargancy medical condition.
Consequently, these particular cases are deemed non-emergent’ and are nol reimbursed in

LKA Ins. Stalule 40-4602
? Balancad Budgat Act of 1997
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accordance with the KanCare promulgated reimbursement rates, resulting in drastically reduced
refmzursement at rates az low as $13.00.

In addition to this issue of retrospective reimobursement determinations, we are finding that certain
Kanare MIOs have created and implementad lists of syrmptoms, conditions and diagnosis codes
{which remain outdated) hut whizh we have little transparency and no clear sense an the basis far the
determination on those codes the MCOCs deem non-emergent.

Morsower, we understand that KanCare and the KanTare Medicald WC0s have an overly hurdensome
appeals process that can be utilized in these kinds of situations, but we find that warking within the
appeals process established is needlessly inefficient, expensive, and time consuming, particularly
when individual claims need to be appealed for resalution of smeall dallar amaunts {though in the

agaregdle, the impact ta our providers is significant).

Ch5 already concluded that diagnasis lists should not be used to determine when it is appropriate to
seek care i The emergency department.  Forinstance, in the Final 2016 Medicaid Managed Care
Rule, CMZ stated: “Regarding the PLP requirements of the BBA of 1957 and the use of approwved lists
of emergency diagnosis codes, we remind commenters that consistent with our discussion in the 2002
managed care final rule at &7 FR 4102841031, we prohibit the use of codes [sither symptoms or final
diagninsis] for denying claims because we believe there Ts noway a list can capiure every scenario that
could indicate anamergency medical condition under the BBA provisions, ... Whils this [FLF] standard
encompasses clinical emergenciss, it also clearly requires managsd care plans and states to base
coveraze decisions for emergency services on the apparent severity af the symptoms at the time of
presentaticn, and to cover examinations when the presenting symmptoms are of sufficient severity 1o
constitute an emergency medical condition in the judgment of a prudent layperson. The final
determination of coverage and payment must be made taking into acecaunt the presenting symptams

Father than the final diaghosis. The purpose of this ruls is to ensure that enrcliees have unfettered

acecess to health care for emergency medical conditions, and that praviders of emergency services
receive paymeant for thoss claims meeting that definition withaut having to navigate through

unreascnable administrative burdens,” #

Emergency departtnants are the naticn’s health satety net. Federal law — through the Emerzency
Medical Treatment & Labar Act {EMTALA)? - requires hospitals and physicians to evaluate and stzbilize
eyaryane visiting the emergency department, no matter the ahility to pay. Even thaugh emeargancy
physicians are anly 4% of physicians, they provide 50% of &l care given to Medicaid and CHIF patients
and 67% of all care to uninsured patients. ¥ansas is one of nine states that have uncompensated cars
(UC) fund pools and benefits by providing UC pool payments (0 qospitals 1o defray hospital costs
provided to Medicaid-eligible or uninsured individuals. Under the 1115 waiver extension, these

funding pocls are availahle to go directly to health care providers, of which Kansas has or is expected

781 FR 27742 [May 18, 201£))
47 1.5, Code 1395dd
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to budget 550 million® for two pools, ons for unsompensated care and ancther for delivery refarm
ihcentive payments. The State censfits by renewing UC pocls in their waiver because it represents a
long-term investrment in its healthcare safety met, especially for rural or economically distressed areas.
Howewer, consider the alterrative. If emergency physicians continue to be undercompensated in
Kznsas, fawer ermargancy physicians may choose to practice in the state, lines in Kansas emeargancy
departments will grow, and some emergency departments may even close down,

While we lock forward to a continued dialog witk the KDHE and other impartant stekehalders, we
acknowledge the process needs to be collaborative to ensure that quality and access to healthzars in
Kansas are not compromized . We encourage KanCare to take the opportunity through the current
waiver process to reform the states’ MZO system. We also encourage state investment in
technolagies that assist providers in the appagls procass that focus more an transparency gnd
acouracy and lese on automatic downeoding by illegal dlagnosis codes, Fnally, we encourage the State
to continue its commitment to improving its healtheare safety net by allowing 30 percent of the UC
pool to go directly to ENTALA obligated providers, &aking these improvements in the renswal
process will ensure that KanCare 2.0 remains in compliznze with state and federal law, while also
creating a madel other states can use going forward.

Thark you for considering cur comments on improving Kansas” healtheare safety net.

Sinceraly,

Andrea M, Brault, MD, MMM, FACEF, Chair of the Board Emergency Department Fractice

anagement Association (ECFA) [

Paul D. Kivela, MD, MBA, FACEP, President, American Caollege of Emergency Plwysicians [ACER)

lanathan Wilcher, MD, FACEP, President, karnzas Chapter, American College of Emergency Physicians

CC: Secretary Susan Masier, MDD, Deputy Secretary for Public Health

3 October 13, 2017 CMS Letter to Kansas Medicaid granting a LZ-month temaarary extension.

Return to Index
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Maovember 26, 2017
Ta: kanCare Renswal

e/ Pecky Boss

KOHE, Division of Health Care Fnance
900 =W lackson, LSOB —SthFloor
Topeka, Kansas 62612

email; kdhe.kancarerenswal @ks.gov

From: Bewerly Willlamson, Chairperson, Family Support Organization for Life Centers of Kansas,
Chverland Fark, K3

members af aur Board of Directors, gereral members of our arganization, and myself have attended the
public comment hearimgs throughout the summer and fall of 2017, Based on our careful review of the
"Final Rule" regarding HCBS from the Centers for Medicare and Medicaid Services and a review of the
KanCare Z.0 renewal application and RFPs for providers, we have the following quesiionsfconcerns:

1. service Coordination and Conflict of Interast lssue;

Wany of us have had family members in the HCBS program befors and after KanCare . Up until this
renewal application, we have depended heavily on independent Targeted Case Managers to serve as
advocates and scurces of information for our family memizers - either the client of KanCare services,
guardians, parents, second generation family members, etc. With the implementation of Service
Coordinators, we are very concerned about the confiict of interest developing because the Service
Coordinators will oe employees of the Managed Care drganizations - nof independent as are the
current Targeted Case Managers. During the public input sessions, comments from staff of KDHE and
KOADS indicated that TCMs could certainly apply for Ssrvice Coordinator positions with the MCO's but
paymeant to independent TCMs would no longer cocur with the advent of Service Coardinators.

The role af MCDOs in Kansas has been to reduce costs - that was one of the major themes when KanCare
was introduced o Kansas citizens. Yes, streamlining ssrvices, improved medical care and service
coordination, etc. were also stated, hut the owerarching issue was reduced Medicaid spending. With
WICO Service Coordinatars participating significantly in the development of the Person Centered Cares
Plam and present during BASIS meetings determining the need for service, there seams to ke an
oppariunity for institutional bias favoring a reduction in services in an att=mpt to contral Medicaid
expenditures rather than supporting the HCBS waiver clignt in the l2ast restrictive community

environment,
Clearly, a conflict of intersst.
a. What guarantees are in place ta ensure this conflict of interest is addressed #

k. What will be the pathway for clients, suardians, family members to repart and follow-up on
incidences involving canflict of interest ¢
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2, The role of Service Coardinators and their caseload allocation far HCBS elients,

Durimg ane of the Mavember public comment sessions, a staff member of KDADS stated that Service
Coordinators will see their clients once a year or every other year. The HCZBS Final Rule states clearly
that "lndependent reevaluations of each individual receiving the State plan HCBS bene fit must ba
performed at least every 12 months, ta determing whether the individual cantinues to meat eligibility
requirements." Currently, the assessment/reevaluations are cond ucted by the CODO staff in Kansas,
Leading to these quastions. ..

a. If Service Coordinators are no longer available o ses HCES clients annually, will they oe part of the
BASIS review?

2. If our family members receiving HCBS services only see the Service Coordinator once every year or 2,
how will that Service Coordinator prepare , monitor, or facilitate an intelligent, comelets, and acourate
Perzon Centered Care Flan?

c. Mothing was stated zbout the caseload for each new Service Coordinator - even when asked the
question was ignored or tabled... What will be the caseload far the new Service Coardinator staff
memkers? Currently, Kanzas Targeted Case Managers for HCES have caseloads of 30-35 individuals on
the waivers., The current MCO Care Coordingtars have more than 125 members on their caseloads -
mast repart about 1530, IF the Service Coordinators have greater caseloads than aur eurrent TCMs, you
can understand cur dishelisf when KGADS and KRHE staif members talk about increasing the services
for HCBS clisnts that all require mare wark and time by those individuals fulfilling the TCA or Service

Coordinator role,
We look faorward to a reply with answers to satisly the curicsity of our 100+ members,
Thark you for the opportunity to comment on and questian the renewal dooumeants and intentions,

Beverly Willlamson
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From: Jaffers, Joanma, 320

Ta: Eaplam Bepmugl

Subject: Feadtack on Kancare 2.0

Date: Wadnesday, Movarnber 22, 2017 5:56:53 PH
Atachments: manallZ.ipy

Ve appreciate the wark that has been dene to increase commu ity service coordination to address
the social determinants of heakh and independence. This is exactly what we have been asking for, as
wesee there is a great bensfit to the people we serve with IDD. As 2 current Targeted Case
Wanagement, and WORK |LC provider, the genaral principals seem to be positive. However, the devil
is in the details, and words are always open to interpretation whether you are an HCES provider, the
MCO administrater, or the case manager.
| amm representing myself with 34 vears of experience in the |IDD field, and a tearn of 16 case
managers. \We have seen many changes over the years. Some changes were positive and scme we
would like to awaid in the futurs, as much as possible. We would like to be carved out of KanCare all
together, but if that is not passible, here is what we see is needed in more specific detail in KanCare
2.0,
1.%ery firm roles and responsibilties for MC2 CC and Community Service Coordinators that is
the same across all MCDs. |n health homes, MCOs were able 1o say what tasks they wanted
1o do and what tasks the health home would do, and s it made our work very inefficient,
confusing and unproductive. The state must be able to enforce their guidelines,
2.A firm rate with a Medicaid billing code, that is the same for all MCOz. We don'twant to be
subcontractors who must perform tasks sssigned for whatever pay they can negotiate,

L

A fair rate that we can sustain community service coordingtion agencies. Current independent
case managers are not able to pay benefits and their turnover 15 often a5 bad as the MOD
care coordinators, because of the low pay. We are gl losing money currently with the
current payment system. TCM has not had a pay raise in cver 10 years. If we are taking on
rmiore tasks with an expanded role, and with outcomes expected, we should be paid as
professionals.

4 An end 1o Pricr Authorizations for TCM and the “time in - time out” pay methodelogy. We
think that the PRPM pay methedalogy makes sense for our service, We spend a great deal
of time cn docurnenting minutes which could ke better spent providing actual service that
pecple need.

5. Apcess to Community Service Coordination for everyons with DD whsther they have HCBS or
cn the waiting list or not. There are adults who are notinterested in HCBS, kut they need the
C5C. We would also like to be able to provide C5C for those with DD an the WORK program.
IL is not sufficiently broad to cover all the areas that individuals with 100 need.

f, Al the MCO documents need to be the same. no matter what MCC vou have - Health Risk
Assessments, Needs Assessmeant, o Person Cantered Flans or Flans af Service,

. The MO0 CC role should be to prablem sobve when a change is needed and to ke there when
help s needed, Responsiveness should be their main focus, Letting the C5C do all the other
tasks should free them up to be present when needed — approve plans, and get the
autherizations entered correctly. We need a response within 48 hours. Calling a "oustomer
service” number should nat be the response as they are seldom able 1o kalp,

5. Communication on who the MCOD CC is who the superdser is, and how to contact therm. We

nead to know before there are changes, or 3s soon as possible,
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9. Visits/Contacts are determined by the ind widuzls and they should not have to see their MCO
CCat all, unless they initiate the interaction. The MCOD is able to monitar their health and
eligibilty through the CODO, cleannghouse, physicians, hospitals, providers and community
service coordinators.

10.The “Conflict Free Case management” issue needs 1o be solved, as soon as possible. We need
to discuss, and come up with a plan to become complant, & soon as possible, Individuals
served and theirfamilies, current TCM s, and providers all need 1o be involved, as it has the
potential to ke highly disruptive, if not handled thaughtfulh.

11.Consider varicus pay methodologies for Community Service Coordination. [t may be possible
1o pay & C5C more for extra education such as a Master's degree, expertise such as Positive
Behavicr Supports Facilitators, or Autism Specialists, or more experience. Another possibility
is to pay for members based an their need for community serdice coardination. For example
—a person with 100, mental health diagnosis, chronicillness, day and residential HCBS
senrvices would be paid mare than 2 person who lives happily with their supportive family,
works in the community, is having no behavioral or health challenges, and is not wanting any
changes.

12. Caseload S5ize must be limited. If Community Service Coardination caseloads get too large, we
will not be able to do cur job. For the IDD population, an average of 30, ke the limit. We
should be paid enough 1o be able to sustain the service. If the pay i notsufficient,
community service coordinators will be forced to take on more than they can handle to
make ends meet and then not he able to provide the quality service required, and turnover
will increase,

13 Individuals have 1o be able to chaese their Commurity Senvice Coordinators. This needs 1o be
continued through the CODO process that people ars wsed too and not with the KCO,
Individuals shauld be able to change their MO0 CC as well,

14 Include transition service coordination as the role of the Community Service Conrdinators
veith the MCO CCL It is important that the person who s transitioning has one persan who to
work with them through the whale process, knows the eommunity and will azsure a
successful transition. Currently TCR are often doing this with ne reimbursement.

15.The sopropriate number and type of visits should be determined by the individual and not by
an arbitrary #. A minimum is the approprigte way to recommend contacts.

154 realistic timeframe for required training. 1 would be better to give a time frame of what
rust be done in first 2 weeks, and then what iz reguired in 2 months, and & months.
Flexibility on how training is provided, would also be helpful, pesr mentoring, job shadowing
and increassd supenvision could be even maore valuable training. It really takes ayearto
learn everything vou need to know!

17.A clesr endorsement of the continwing impartant rele and responsibilities of the CODO,

18 Community Service Coardinators, with the proper releasesrepresentation desigrnation fram
the individual, should be able to talk 1o the KDADS, CF, the Clearinghouse, and MCD, on the
behalf of & person on their caseload, There should be ane farm that works for each entity,
that everyone can see and have access to. Individuals with 10D are often at a great
disadvantags without someone to make calls for them and advocats for them.

The iggest problem with KanCare right now 13 the Clearinghouse. The delsys, errars, and chaos at
the Clearinghouse are causing people to lose their Medicaid for months at a time. In the past, we
could callup a DCF worker and they could Fid it the same day, Now i1 takes months and multiple calls
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and fazes, to resolve. Individuals receive multiple conflicting letters, and receive incomplete, or
incorrect information fram the Clearinghaouse, When people apply for the first time, it can take &
ronths o more. This i unacceptahls. Hopefully, this will be addressed as promised in the public
mesting. Thank you for recognizing this as the serious issuee it s,

Thank you for accepting our feedback. We look forward 1o working with the State and the MCOs to

address these concerns in the coming year.

loanna Ganaway lafferis
Sarvice Coordination Directar
lohnson County Developmental Suppares
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= American Cancer Saciety
- . Cancer Action Network
RSN FACRI 1315 5W Arrowhead Rd

Networlk™ i o
Topeka, K5 66604
f8o 30,0016
” | W acscan.orgiks
Maovember 21, 2017

Becky Boss

Director of Medicaid Inftiatives

Kansas Department of Health and Environment
Division of Health Care Finance

Q00 S Jackson

LS8 — 9" Floor

Topeka, Kansas 66617

Re: KanCare 2.0 Section 1115 Demonstration Renewal Application
Lrear Director Ross:

The American Cancer Society Cancer Action Netwark (A0S CAN) appreciates the oppartunity to
comment on Kansas' 1115 demonstration waiver application. ACS CAN, the nonprofit, nonpartisan
achvocacy affiliate of the American Cancer Society, supports evidence-based policy and legislative
solulions designed Lo eliminale cancer as a4 majar health problem. As the nation's leading advocate Ton
public policies that are helping to defeat cancer, ACS CAN ensures that cancer patients, survivors, and
thair families have a voice in public policy matters at all levels of government.

We suppert Kansas' goal of expanding setvice coordination to assist members with social determinants
of health te improve health cutcomes of its KanCare members. However, we are extremely concerned
that this propesed waiver could negatively impact the traditional adult Medicaid population, including
cancer palients, survivars, and those who will be diagnosed with cancer in their lifetime, Over 14,000
Kansans are expected 1o be diagnosed with cancer this year —many of whom are receiving health care
coverage through the KanCare program. ACS CAN wants to ensure that cancer patients and survivors in
Kansas will have adequate access and coverage under the KanCare program, and that specific
requirements do not create barriers to care for low-income cancer patients, survivars, and those who
will be diagnosed with cancer, The proposed waiver, particularly the wark requirerment in its current
form, could limit eligibility and access to care for some of the most vulnerable Kansans, including those
with cancer and cancer sunvivors. We urge the Kansas Department of Health and Environment {“the
Department™) to reconsider this waiver to ensure that low-income Kansans have access to quality,
affordable, and comprehensive health insurance.

The following are our specific comments on the state’s KanCare 2,0 1115 waiver application:

Work Requirameants
The waiver proposes to require that all *able bodied” adults covered under traditional Medicaid must be

emploved, attending school, or participating in an activity consistent with Section 407 of the Sacial
Security Act (55A) and the Temporary Assistance Tor Needy Families (TANF) program for 20 or 30 hours-

Armerican Czncer Society. Concer Focts & Figores J017. Atlanta, GA: Armerican Cancer Society; 2017
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per-week in a one-adult household and 35 or 55 hours in two-adult househaolds to maintain eligibility or
enrollment in KanCare. Many Medicaid enrollees are already working, as evidence by a recent Kaiser
Family Foundation report that found over seven in ten adult Medicaid enrollees in Kansas are already in
a working lamily and nearly six in ten are already working themselves.? While we understand the intent
of the propasal is to further encourage employment, many cancer patients in active treatment are often
unable to work ar require significant work modifications due to their treatment.* If this requirementis
included as a condition of eligibility for coveraze, many cancer patients could find that they are ineligible
for the lifesaving cancer treatrment services provided through KanCare.

We appreciate the Department’s acknowledgement that not all people are able to work and the

decision to include several exemption categories from the work requirement and associated eligibility
time limit and lock-out period, We particularly appreciate the Department proposing to exclude from
the work requirements participants in the Breast and Cervical Cancer Program, but ather cancer patients
and recent survivors should alsa be exempt. Research suggests that between 40 and 85 percent of
cancer patients stop working while receiving cancer treatment, with absences from work ranging from
45 days to six months depending on the treatment.®

We urge the Department to consider implementing a medically frail designation that would exempt
individuals with serious, complex medical conditions from the proposed work requirement and
associated eligibility time limit and lock-out — particularly those with cancer and recent survivaors,
Specifically, if the Department conlinues forward with this provision, ACS CAN urges the Department to
consider implementation of the “medically frail” designation as defined in 42 CFR §410,315(F), which
allows certain individuals with serious and complex medical conditions be exempt from specific
pravisions. With respect to cancer, the definition of medically frail should explicitly include individuals
who are currently undergoing active cancer treatment—including chemotherapy, radiation,
immunatherapy, and/or related surgical procedures — as well as new canoer survivars who may need
additional time following treatment to transition back into the workplace,

Maxintum Length of KenCore Coverage
ACS CAN is opposed to the 36-month maximum length of KanCare coverage for adults subject to the
waork requirements,. This proposal fails to acknowledge that many low-income working individuals on

“Garfield R, Rudowitz A, Damioe A, Understanding the intersection of Medicaid ond work, February 2017,
Washington, DC: Kalser Family Foundation, https:fwww. kforgdmeadicaid fssue-brieffunderstanding-the-
intersection-of-medicaid-and-wark).

“Whitney RL, Bell JF, Reed SC, Lash R, Bold RI, Xim KK, et al. Pradictors of financial difficultias and work
modifications among cancer survlvors in the Unlted States. J Caacer Surely, 2016 100241, dal: 10,1007 /511764
0150470y,

Tele Boer &G, Taskila T, Tamminga 51, et al, Interventions to enhance return towork for cancer patients, Cachrans
Dotabase Swst Rew, 2011; 16§2); COOOTSET, doi; 10,1002/ 1465 1858,.CO007569 . pub2,

T Stergiou-iita M, Pritlove C, van Eerd [, Holness LD, Kirsh B, Duncan &, lones |, The provision of work place
accommodations fol lowing cancer: survivor, provider, and amployer perspectivas, | Cancer Surviv, Z016; 10:48D.
ol 10,1007 fs117684-015-0432-5.

f Bamsay 50, Blough DK, Kirchhoff AC, et al. Washington State Cancer Patiants Found to be 2t Greater Rizk for
Bankruptcy than Paople Withaut a Cancer Diagnosis, Healfth Affairs, 2003; 22(8); 1143-1152,
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Medicaid have low paying jobs that do not offer health insurance coverage” and prevent them from
being able to afford comprehensive health care coverage through the private insurance market.

Cancer patients undergaing an active course of treatment for a life-threatening health condition need
uninterrupted access to the providers and facilities fram wham they receive treatment, Disruptions in
primary cancer treatment care, as well as longer-term adjuvant therapy, can result in negative health
outcomes. Failure to consider the care delivery and/or treatment regimen of patients and the effects
that a 36-month maximum length coverage could have on their continued care, especially those
individuals managing a complex, chronic condition like cancer, could have devastating effects on
patients, their families, and providers,

Lock-Out Period

We are deeply concerned about the proposed lock-out period for non-compliance with the work
requirement. Althouzh we appreciate the Department's decision to provide a three-month grace period,
subjecting enrollees to the proposed lock-out until they comply with the work requirement could place a
substantial financial burden on enrollees and cause significant disruptions in care, particularly for cancer
survivors (wha require frequent fallow-op visits) and individuals batthng cancer, As previously
mentioned, research suggests that bebween 40 and 85 percent of cancer patients stop working while
receiving cancer treatment, with absences from work ranging from 45 days ta six months depending on
the treatment.® If low-income cancer patients or recent survivors are subjected to the proposed lock-out
pericd, they will likely have no access to health care coverage, making it difficult ar impossible ta
continue treatment or pay for their maintenance medication until they can comply with the
requirements. For those cancer patients who are mid-treatment, a loss of health care coverage could
seriously jeopardize their chance of survival. Being denied aceess to ane's cancer care team could be a
matter of life or death for a cancer patient and the financial toll that the lock-out would have on
individuals and their families could be devastating,

Independence Accounts for TransMed Program Members

ACS CAN appreciates that the Department provides an additional 12 months of coverage for families
previously eligible for Medicaid whao lost financial eligibility due to increased samings, Allowing
TransMed program members to continue receiving coverage for the 12 months following Medicaid
coverage helps to maintain continuity of care for cancer patients and recent survivers and we commend
the Department for providing this coverage.

YWe note, however, that the KanCare 1115 waiver amendment prohibits adults enrolled in Transhed
from re-enralling in Medicaid for an unspecified period of time if they participate in the Independence
Account, or health savings account, offered to its members. Prohibiting these individuals fram re-
enralling in Medicaid if they fall on hard times fails to consider the care delivery and/or treatment
regimen of patients, especially those individuals managing a complex, chranic condition like cancer. As
the 1115 waiver amendment is finalized, we ask the Department to consider adding additional

“aarfield R, Rudowitz 8, Damico A, Understanding the intersection of Medicaid and work. February 2017,
Washington, DC: Kaisar Family Foundation, https:/fweww kif orgdmedicaid fissue-brisffunderstanding-the-
intersection-of-medicaid-and-worky,

£ Ramsay 50, Blough DK, Kirchhoff AC, et al. Washington State Cancer Patients Found to be at Greater Risk for
Bankruptcy than Paople Withaut a Cancer Diagnosis, Healfth Affairs, 2003; 22(8); 1143-1152,
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cantinuity of care arovis'ans that woule minimize disruations in coverage and care for individuals in
getive treatment for life-threatening ilinesses, such as cancer,

Quality Improvemants

We note that the State Tntands to update 7ts “Cuality Strategy” to incerporate performance maasuras
and reporting to support KanCare 2.0 initTatives. WWe encourage the Department to ensure that all
United States Preventive Services Tast Force {LUSPSTF) A-and B-rated cancer screening services are
included in the perfarmance measures, We noele (hal Dreast and cenvica cancer screenings are includes
inthe 2016 KanCare Evavation Annua Report, but does rot appear to 'nclude colorectal or lung cancer
screanings as part of tha Managed Care Organization (MCO) performance measures. Regu'ar screening
is the mast effactive way of detecting cancers at an earlier stage when they are more easily treated, and
lzad to greater survival ® Educating, encouraging, and raising KanCare members’ awareness of the
benefits and services provided in the orogram will significantly contribute to the stated goal of the
program ta improve health outcomes for all members. Additiona'ly, approgriate utilization of health
benelits, specifically primary and preventive care seqvices, will helo te reduce Lhe stale’s cancer burden,

Conclusicn

We appreciate the cpparturity ta provice comments on Kansas' KanCare 2.0 waiver amendment
application. The preservatiaon of eligibility and coverage thraugh KarCare remairs eritically impoartant for
many low-income Kansans who depend on the program for cancer grevention, early detection,
diagnostic, and treatment services, Upen furtner corsideration of the pelicies that will be included in
the firal waiver application, we ask the Departmenrt to weigh the impact such palicies may have an
access to lifesaving health care coverage, particulardly those indivicuals with carcer, cancer sunvivars,
and those who will he diagnosec with cancar during their lifetimea.

Maintaining access to guality, alfordable, decessible, and comprehensive health care coverage and
senvices is @ matter of ife and survivorship for thousands of low-ircome cancer patients and survivars,
and we ook forward Lo workng with the Department 1o ensure that all Kansans are positicned towin
the fight againat cancer. It you have any questions, please feel free to cortact me at
hi'ary.gee®@cancer.arg or 816.305.7883.

Sincerely,

|'. I-. Ity

LA

Hilary Gee
Kansas Government Relations Directar
American Cancer Sociely Cancer Action Nebwaork

® American Cancer Sodety. Cancer Facks and Figures 2017, Allanta: American Cancer Sociely; 2017,
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KanCare Benewal

¢/o Becky Ross

KIILE-IDnvizion of Lealth Care Finanee
900 SW Jackson,

LS0OB — 9th Floor

Topeka, Fansas 66612

Movember 26, 2017
EDIHE KEanCare Renewal Conunittes

The Medicaid HCBS program is necessary and abselutely vital to the livelihood, health,
and independence of my son, who has Muscular Drvstrophy and utilizes the PD waiver for
247 care.

Help members achieve their highest level ol independence 15 a4 Polential Service
Coordination Pilot on page &, lgure 7 ol the KanCare, State of Kansas RanCare 2.0)
Section 1115 Demonstration Eenewal Application document, Draft for Public Conmient
October 27, 2017, hitp:Swww kancare ks sovidocs/defauli-source/about-
Lancare/kancare-renewal-forvms kancare-renewalkancare-2-U-waiver-renewal -
application---tor-public-comment. pdt?stvrsn=4. T sincerely hope vou mean it and take
serious the policies and procedures that are a barrier to achieving independence.

1 have outlined below lve policies and procedurcs in place that make 1L cxtromely
dilTicult For my son Lo gel the help he needs 1o ve independently. Currently he 1s barcly
surviving and [ am walching his health deteriorute daily. The current practices will have
to change substantially in order to achieve his highest level of independence,

1. Pay Rate

Currently, the pay rate for ditect support workers 15 on average 82,73 and no higher than
$10.060 with no healthcare or other benelits. The work involves taking care of personal
needs including bathing, todleting, changing catheters, cleaning tracheotomy, change
ostonyy bags, preparing food, feeding, cleaning ete. Basically, evervihing we take for
granted that we can do for ourselves has to be done by carcgivers. This pay 18 extremely
low for the type of work, ind 11 15 extremely difficult to impossible o Ond people whe
will accept this low wage tor the responsibilities.

Ilv mon’s level of care requires highly qualified direct support workers (DEWs) in order
o meel his health and safely needs, and maintain mdependence Tiving in the communily.
The standard rate has proven inadequate o hire the necessary s1all 1o mect his needs.

Withoul any assistance, which has occurred in the past, he could die. His level of care iy

Return to Index
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individualized to lis bodv. ITs requires detailed-oriented, coordinatad, and confident
D5Ws who can learn complex and precise moveaments from other DSWe, and listen
carelully to his precise mstructions around spatial relations. High gualiiy people are
necessary because of the extreme physical and mental Toews it takes o work with his
body and position him. DDSWs need to he able to understand and process high level
concepts suclt as depth prozimity, pivoting, angles, rotation, height and reverse left/right
perceptions. DSWe must be phveically it with good lower body and core streneth, have
an understanding of body mechanics. and mtuitively know their own kinesthesia (muscle
sense) and propricception (the ahility to sense the relative positions of body pars
without looking or thinking about it). DEWs must have critical thinking and higher
reasoning skills to process this information, leam from mistakes, and figure out how to
improve their movements relative 1o his body. For mstance, his whoelchair has costom
sealing thal conforms Lo his uneven bultocks. L lakes precise positionig 1o hil the
cotricl spol.

Even putting on underwear or pants must be done in a precise manner, o his hips and
butt mmuscles will be strained and Le will not be able to sit properly. Without proper
positioning his hody sulTers hoth in the shorl lerm and Tong lerm - problems include:
pain, extreme discombort, breathing difficalties, headaches. exhaustion, loss of
concentration, depressed mood, irritability, hed sores, loss of muscle control, muscle
fatigue, and mability to sit-up.

My som™s Tile, sulely. and health are on the line. IU's imperative 1o have ngh quality
reliable workers, The current pay simply is not a competitive rate that is commensurate
with the level of importance of the job and the skill required,

Finding DSWse with these attributes has been near impossible. The problem is that the
market pays high guality workers with these skills al a higher rate, especially in the
healiheare Neld. Fyven owside the healtheare Neld, people can gel jobs doing less work
and responsibility for the same or more pay. My son has been looking for people for two
{2} vears and has onlv been able to hire a few people onn and off after much effort and
tumover. It hag becomne a full ime job and nearly impossible to find good people.

Tine afier time people back out belore even starting. 1le is in orisis mode most of the
time. Many nights he sleeps in his wheelchair, and during the day poes with out drinking
water hecause he has no one to transter him to his hed or to the toilet.

Currently, Amerigroup has no conilracted seeneies that can provide qualificd care, e
recently tried some ggencies and il was a disaster. The carcgivers did nol lurn up on lime
il they showed up al all. And when they did show up, the worker wasn'l able o
proficiently help (thev could not transter him). It is a common problem for consumers to
deal with agencies that cannot provide qualified reliable people. Keep in mind that when
my son does not know when, or if, a person i3 going to show up, he is alone and in
danger.

Apencies, pay their people higher wages and the Arencies are reimbursed at a higher
rate. Dedicated caregivers deserve and require a competitive pay. According to this

NdliLdie CXLEINSIVN faediings FUubiic COITIneriw Fdge 141 Ul 274



Return to Index

comprehensive study by Gemworth 2015 Cost of Care Survey, the going rate in Kansas is
between 314 and $25 and hour,

hitps:Ywwew homehealthearcagencics com/resourceshome-hcallth-curc-vosts!. Keep in
mind thal encouraging people o live independently and out of nursing homes 15 much
more cosl elTective. The care is better and consistent when the rale is compelilive,

With the low reimbuorsement rate and high turnover, the cost of advartising 13
approxitately 5100 a month, We tun around town putting ads i coffee shops and
grocery stores.

Solution

Increase pay o compare with the going markel rate. For those individuals with specificd
hizh necds. provide g ligher rate than the standard rate.

Complete a Onancial study on the cost ol care sivers who receive health benelits and
401k"s working in MNursing Homes providing comparative care. Eliminating the protit
margin the Mursing Homes receive, would still be a savings to the State. In the past,
these studies show it is more cost effective to allow individuals to stay i their own
environment.

2. Training

ia) According to the [ICRS PD Waiver, the State of Kansas requires consumers to

train all self=direct workers;

b} According to the Federal Labor Stadards Act (FLEA) cinployecs must be paid

for all work related activities, including training;

() The only way for a worker to learn the complicated nature of the movementamy
som and other high needs consumers is to learn from someone who has previcusly heen
tramed. It lakes multiple sessions o notl only leam, but 1o hone skills, This means wo
people working al the same ime:

(dy  Therelore, he 15 currently asking new workors Lo train unpaid, which means the

State s mandating that he illegally train new workers.

Aceording to the Departinent of Labor’s Fact Sheet spectfically dedicated to healtheare
workers (al hips:/www dol soviwhd regsicomplianeeswhdls533 him). Allendance al
leclures, meelings, training programs and similar aclivilies are viewed as working lime
unless all of the following criteria are met:

» Attendance 1s outside of the aaployee’s regular working hours;  Attendance is

in facl volumtary,

o The course, lecture. or meeting 15 nol divectly related 1o the cmployec™s job; and

® The employee does not perform any productive work during such attendance,
Aftendance for my son’s trainings iz mandatory and they are directly related to the job,
since without the very specitic training for litting, transferring, positioning, and putting
on pants, the DEW would nol be able to do the job.
For my son, il takes bebween 3 o 10 s (depending on the person’s ability 1o Tearn) o
training Lo gel someone proficient in helping im. That equates to 24 hours per month,
by taking the average amount of time, six (6) hours, and multiplving by four (4) new
hires m a month, In a busy month when he is short multiple worlers (as m his current
situationt ), foor new hires would not be unrealistic,  This traming i1z very specific to the
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constmet’s neads, not peneralized training,

Solution

Provide funds Lo access [or traiming, The training hours would only be billed when

training actually happens, so the full 24 hours would not be hilled every month, but

would be available as needed.

With higher pav rates mud Ingher retention rates. the trafning hours needed would be
minimal.

Paxing for training complies with State and Federal laws

3. Background Checks

In addition 1o 4 Kansus Burcau ol Investigation (KB eriminal check. il 1s now {(sinee
Junuary 1%, 20173 reguired to also have Department of Children and Families (DCF)
Adull Abuse and Negleet and Child Abuse and neglecl regisiry checks done, as well as
some other checks, These DCT checks create an vndue burden on both the consumer and
LIS financially,

The KBI check is immaediate.

The TICF checks take up to three (35 weeks each. Tt is a mannal process that has proven
to be unnecessary and mefficient. The DCY check i based on an intemal investization
and may not result in the person being charged with a erime. The law savs a person with
a erimingl backeground cannot receive lunds [rom the Kansas taxpaver. Therelore, il a
person who is investigated, and not charged with a crime, should be free to be hired,
When a person is investigated, and charped with a crime, the KBI check identifies the
persot, The three (3) week delay is extremely litndting as many potential hires find jobs
while warting, Many potential workers are out of worlk and need to start worlang
immediately, and will take another job while waiting. [Lis important o siarl the working
relationship as soon as possible. Plus, he is usually shorl of workers, and needs them Lo
start immediately. He has no one otherwise. Wailing means he doesn™ know i they will
be available onee the hackground check comes back, and hag to start the process over.
Iz dizability does not go away while these checks are talang place and he is left withowt
care. This 15 dangerous ad a threat to lus L,

Currently, these hackpround checks are mandatory. and there is no way for him to
refuse waive them. And there is no procedure in place to be able to hire someone on a
"eonditional” basis until the backeround check comes back.

The State is chargimg the Financial Management Service (FME) providers Tor every
bacliground check. TMS receives $115 amonth per consumer to cover all costs related to
pavroll services provided. Some IMS providers are passing the backeround check fees
omto the consumer, my son was asked to pay 535 per background check (tlus is not the
lull price of the check).

My 2on has experienced hiring three (33 or more people in a month,  He had to have
more background checks ordered when people drop-out, changed there mind. and/or do
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not show up tor work after accepting the job and filling owt the paperworls. People are
finding other employment during the three weelt wait period., Some IMS pass the cost on
1o the emplovee and reduce their lirst paveheck. The scope o work Tor FME involves
adminisLering extremely rigorous pavroll rules, (extensive new hire package) imposed hy
the State of Kansas, and comply with TRS requitements ete. Processing pay checks tor
up to elglit people when niy son is fully statfed is part of the expenses of the 5115
monthly rennbursement. Tlis iz prohibitive to conducting business and mumy FMES have
zone oul of business, Due 1o the high tumover in DEW these companies losse money in
this process, This caused my son to have to change payroll apency several times, and
adds to an already stressful lifestyle.

Solution

One, ereate a system where background checks provide immediale resulls similar o KBL
And Secondly, il the DXCF background check is not considered unconstitutional andfor
violates privacy act, require the potential employee sign a warver for any pay recetved if
the background check comnes back negative, This would weed owt potential einplovess
who know they have a record, and allow for the consumer to have their daily needs inet.
In the case of my son, these are lile sustaiming needs.

3. Lack of Flexibility

Every time a consumer makes a change m hours between Ageney hire and direet hue
workers, the Individual Service Plan (I8P) has to be changed. They have 1o provide the
exael hours the Ageney will provide vs. Sell Direel hours. When the ageney Fails to send
somecne and the consumer’s direct hire person works as emergency back up, the direct
hire cannot be paid. In situations whers a direct hire worker leaves or the situation
changes suddenly, the ageney cannot tale on those hours withowt a change in the plan,
The MO0 requests a weell notice to male the changes. The case manager has to make
the changes in the system as well as all the paperwork, which has wo be Faxed 1o the
agency and the FAS provider. I has o show up in the Authentlicare system (irst. This
lag in timee 18 a hardship and could cost lives. [t has been my son’s experience with
several agencies that they take their time in responding, then sending sonieone out for
intake, and finding people for vour case which has taken three or more weeks.

Possihle Solutions

* Trovide accessible case managers'social worleers with knowledge of healtheare
industry and needs of consumers, not corporate data managers,

o  Reguire MCO% 1o vel and monitor the Agencies that sign on o provide
caregivers. The svstem has 1w beeome more responsive cither via clectronie
MICHAS OF cmergency priclices in place.

o Allow consumer hours to be interchanpeabls between selt-direct and apency
direct, As long as no more hours are billed than what the consunisr has on his
plan, then it shouldn™ matter which ageney{s) or FMS provider bill,

5. Lack of Emergency or Extraordinary Help/Procedures
Currently, there are no procedures in place when there is an emergency.
What does a consumer do when thev can't find anyone to work,, or ageney lure workers

L]
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fail to show up to work? The consmmer is alone and unsafés.

What is the process when the consumer does not want to 2o to the muwsing home and has
a right not 1o he, but there are no services available o 0 in the gap ol services"?

What happens when a consumer contacts Mursing homes and they say the case is nol
within their seope of work {or case is too difficult or costly)?

What does a consomer do when they know the Nursing homes won't be able to keep them
safi:?

W have experienced these situations and asked these questions of the MCO and State
officials, but no one has provided an answer,

Solution

Cualificd case managers with access o resources need Lo be available. 1 is eritical Lo
share of inlformation belween agencics. and have aceess 1o emergeney unds during
critical siluations.

Paying a going rate, would be the solution because the conswmner could retain worlers
and redvce trrnover and lower the burden on ¢ase managers/MCO agents,

Thank yvou for providing the period lor us 1o make comments. As you have identilied in
vour proposal tor KanCare renewal, there are problems with the program as it cumrently
stands. T implore vou to consider making changes to the programs in order to make it
truly and fullv meet the needs of Kansans like myv son. 1lis Life and independence
depends on it

Jan Gallagher

i

Return to Index

NdliLdie CXLEINSIVN faediings FUubiic COITIneriw Fdge 140 Ul 274



Return to Index

KANSAS
ADVOCATES
for BETTER CARE

making elder care better euery.day Naov. 25, 2017

EanCare Renewal

c'o Hecky Rossy

EDIIE, Division of 1ealth Care Iinance
o0 SW Tackson

LSO —9th Tloor

Topeka, Kansas 66612

Re: Proposal (o renew the KanCare 2.0 section 1115 demonstration waiver
Dear Secretanes Mosier and Keck,

These commments are subimitted on behalf of Kansas Advocates Tor Better, a statewide orpamization committed 1o
improving the quality of life and health of older adults. Tor more than 40 vears we have been a trusted source of
informabon and resourees 1o assst older adulis and thear Gannhes i making long=term care decisions.

EABC recommends that the implementation of KanCare 2.0 be extended (o at least January of 2020, The
additional vear provides the time and opportunity for stakeholders to thoroughly vet the State’s proposed
changes and discuss changes with the State, the potential impact on providers, and the people they serve. This
also gives the State the time needed 1o develop a clearer. more complete vision for KanCare 2.0,

W also malke this recommendation because the significant problems. which have existed since the beginming of
EanCare, still are unresol ved today, The KanCare demonstration waiver has nol efTecnvely or elliciently served
Medicaid cligible older adults in Kansas, As we recently estificd o the Joind Commitice on Home and
Community Based Scrvices and the KanCare Owversight Committee. il is critical for Kansas to address and
eliminate the problems which continue to challenge KanCare betore implementing significant changes through
FanCare 2.0,

FARC has closely monitored the State’s move to managed care for the Kansans who are eligible for Medicaid.
Sinee implementation of KanCare 10 2013, we have recetved numerous call 5, questions and complaimts from
consnmers and their famnilies related to KanCare. Their tocus of those calls today haven't changed muceh since
KanCare began  Lhe reduction of services for persons on HOBES waivers has been o central theme. Consumers
and families also express concerns and dissatistaction about their care coordinators (or lack of care
coordinalors) and mosl arc looking lor he

p sl Fadvocating and navigaling a complicaled, cumbersome system
with no local contact points for personal assistance.

KATC, alomg with other advocates and stakeholders continue to access and evaluate the effectiveness of the
currend KanCare Demonstration projeet in meeting the healtheare and long-term services and supporl (1TSS
needs of older adults. The continuation and all future medifications should logieally rest on whether KanCare
has achicved the goals and projected improvements which the Stale onginally set.

N3 Trmnesser Suited  Leperence. omsas 600440904
phime; THIS423088  Jooe PRIFAONY  foll free: SO0525. 0782 comuddl: infobRotoory  vebsite vrwdiede.oy
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Once again, we face a compressed timeline and a rush toward implementation of a program that has not yet
been fully vetted by the State, providers, consumers and their families, The public forums hosted by the State
have heen narrow in focus and without an opportunity for consumers to express their concerns, The application
provides a broad overview withowut the details necessary to detenmnine the scope or impact of the proposed
changes.

The proposed pilol projects that were the key component ol the public lorum are, according 1o the application,
still “under consideration™ and lack speciticity reparding wheo would be included in the pilots, how long they
would last, how success would e measured and when!il" the project would he expanded stalewide. Given the
gxperience with the Kansas health homnes project. there is a reluctance among providers of long term supports
and services o participate in such projects without more detail and an assurance that the project will proceed.

EKADBC has speeific concers aboul policy changes proposed under 2.0
Work Requirements

We are pleased that waiver reciplents are exempt from the worll requirsments that are vnder consideration by
the State. However, we would ask that caretakers of older adults be added to the list of persons who are subject
to the work requirements. It iz not unusual for spouses or adult children to provide 247 care for family
members which limils their ahility 1o be emploved. For clarily, we ask that the application reflect this
exemption and be added to the bulleted list of exemptions.

We would also ask that the list of exemptions include people on the waiting lists for home and communits
based waiver services. The question aboul this exemplion was asked several times during the recent public
tormms and attendees were assured that they would be exempt. But withowt written clarification, this exemption
could be mismterpreted or overlooked. It also should be included i the bulleted list of exemptions.

Service Coordination

There are too miny details vel o be determined and disclosed regarding the proposed change Lo service
coordination from care coordination. As described in the application and during the public forums, service
voordinators will be omployees of the managed care organizations. The service coordimalors will be responsible
tor contracting with local entities to provide HUBS services. As explained in the public forums, some
congmners will have a service coordinator, some will have a community coordinator, some will have both. Mo
detail could he given as to how this would be structhiured or who would be eligible for what kind of coordination,
This adds vet mother burdensome laver of burcaucracy, confusion and complexity to a svstem that 15 difficult
[or older adulis 10 navigate.

The care coordinator model has not proven Lo be ellective Tor older adulis, particularly those who reside in
mursing homes, Most nursing homes residents have never been contacted by their care coordinators and there is
ni assurance that this will change under service coordination.

The application docsn 't reflect the process for mamtaining and growing the capacily of conumunity
coordination. Explanations made during public forums were clear that the State didn’t consider the conmnunity
vapacily ils responsibilily. AL a time when the LTSS provider network 15 struggling, il s risky 1o rely on the il
voul build it they will come™ mode] without adequate commitment and leadership from the Suate,

We hear trom persons served through the waivers that services go unprovided it a direct care worler fails to
show up for an appointinent. The MCOs elann it 18 1ot their responsibility to find a replacement wortker to

N3 Tenncszee Suwte 2 Lowrenos, foapsas aal<L-0904
Phovr TRIE423085% oo FRS7AR0029 ol free SO0S29.T7R2  comall: tnfodikabcory  wiebsite wewhahoorg
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provide the care. There is no specific suarantee that this will change under 2.0, in fact may worsen as MCOs
haaid off those care coordination responsibilities to community coordinators, mereasing the rislk that home-based
services won't be delivered. For older adults and persons with disabilities, being able to rely on consistent
services 15 critical to their health and quality of life,

Rather than creating a new cnnbersome, multi-lavered process. KADBC recommmends the restoration of Targeted
Caze Management (1CM) ax an option Tor persons across all waivers, including older adults, particalarly elders
with dementia. Since TCM was eliminated under KanCare, KABC has heard from older Kansans and their
lamilies about their struggles in coordinating and inlegrating home and communily based services. Before
EanCare, TCM had proven to be key in facilitating older adults” ability to remain living in their home — which
i where they want to be and iz the most affordable option.

TCM 15 still ofTered for poersons with micllectualidevelopmental disabilitics and For children with serious and
emolbional disturbances so the infrastructure 15 U1 in place 1o restore 1L [or the remaining live waivers, 1L
continues to efficiently and effectively serve persons through these two waivers. This option should be restored
across all seven waivers.

Itis encouraging to see references in the KanCare 2.0 application giving consideration to the impertance of
social determinants. Without a doubt, living in poverty has a detrimental impact on health and quality of life.
For that reason, we recommend raising the monthly Protected Income Level (TIL). The current TIL allows older
adults and persons with disabilitics Lo keep $727. 'The PIL hasn'1 been inereased sinee 2008, whon i1 was
mereased $10. The protected incomae level hasn™t kept up with inllation and is simply inadeguate.

Specifically, the following problems must be resolved:
Infrastructure;

¢  The State has tailed te create systemic solutions to consistently identitied barriers and
breakdownsAailings. Problems are addressed on a case-hv-case hasis when the sitnation rizes to the
erisis level, is brought belore the kanCare Oversight Conunittes, an individual contacts hiser local
legislator(s), imdor the situation recelves pross coverage. These are nol isolated neidents nor outlier
situations, They are illustrative of larger system issues but generally receive little recognition or
attention to the underlying problems,

»  Many older adults don't have ready access to comnputers and/or have visual impairments which linit
therr acecss o online infermation. When contacting the Medieaid Clearinehouse. consumers and Tamily
members have consistenily reported walling months lor a delermimation, long wail times on hold. the
inability of staft'to answer questions and'or lost or misplaced paperwork. often requiring the application
to start the process all over again, These all deter and discourage people to apply which ultimately
compromises their health, safety and quality of life,

o The teehnical problems within the KEES I sysiem have been well documented. The svstem needs 1o be
[ully Tunctional belore KanCare 2.0,

lLerislative Oversight

e Legislative Oversight 15 eritical Lo ensure workable solutions are in place prior o any move forward or
sipnificant changss are made to KanCare, The magnitude of the problams which continue to challenge
EanCare and the lack of improvements or improvement trend data, point to clear and urgent nesd for a
greater level of legislative enpagement with KanCare policies and budget, Medicaid is the State’s
second largest expenditure and should be elosely monitored by the lesislaiure.

N3 Tenncszee Suwte 2 Lowrenos, foapsas aal<L-0904
Phovr TRIE423085% oo FRS7AR0029 ol free SO0S29.T7R2  comall: tnfodikabcory  wiebsite wewhahoorg
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s Anexample ol inadequale health and salely oversight 19 illustrated by Kansas® continued ranking as the
Slat worst in worion Tor drugeing elders with dementia; delaved health safety mspections, ineffective
respotise to serious hann complaints, Inereased legislative oversight will merease the State’s
accountability and improve the health and safety of Kansans served by KanCare,

Access to Services

¢  KABC continues to hear Irom older adulls and their family members aboul months-long delays in
getting applications approved. Applicants report that they must submit docurmentation multiple times.
This mefficient process slows down the approval process and creates a financial and access obstacle for
families who don™ have access to a fax machine.

s The inabilily Lo process applicalions in a tmely manner has resulled ina lack ol access o
hospice/palliative care services Tor persons with a terminal illness. Many Kansas nursing facilities no
long admit residents whose KanCare application is pending hecanse of the uncertainty and the long
delav in detennining eligibility. For persons who are dying it is even harder to find a facility because
they will not be paid if the apphication 15 not processed bofore the patient dies. At this thne, Kansas has
no presumplive cligibility oplions for paticnts wheo are nol expected 1o live long cnough to sce their
KanCare application processed, leaving the hospital their only option, KanCare 2.0 does nothing to
address the eligibility backlog or provide an alternative to persons who need hospice care while their
application iz held up at the Clearinghouse,

o Sionificant decline of older adults being served. oven as the older adult population expands. According
lo the State™s Medical Assistanee Report (MAR). there has beon a steady decline in the number of older
adults being served at home and in a mursing homes. That data show that 2,702 fewer older adults are
being served under KanCare through the Frail Elderly waiver or in musing facilities, This is
connterintmitive and deserves a closer lools, The reasons why fewer older Kansans are being served is
central o any evaluation of KanCare’s elTectivencss belore moving forward.

s Diminishing access 1o nursing Tacilities due Lo backlos. Ad e same time persony servied by the THC 1S
FE waiver is declining, ocoupancy of nursing facilities is down to 1%, Previous standards have set
85% ocoupancy to assure adequate statfing and reimbursement to effectively provide care,

Network Adequacy

o  EanCare consumers report diminishing provider network for home and community based (HCBS)
BUTVICCH.
o There is mimmal dala to show that the provider network iz sulficient to meet the needs of persons being
served by the program. For a complete picture. the following data should be analvzed:
o a) HCBS capacity
o Trend data across the life of the KanCare demonstration project
Whal ohstacles cxist regionally”? Consumers report that they can’™ ool gocoss Lo serviees
(Croodland, call From consumer approved on $/23 Tor in-home assistanee, 50T hasn™ heard rom
Amerigroup on 9967
s Workforce issues are not being addressed — Numsing facilities and in-home providers are understatted
and undertraied tor level of care needs they ate serving — dementia, tespirator, wound cars, non-
English speaking care
o Asslated carlior, the sirength and adequacy ol the network must be assessed belore beimg burdencd by
significant changes or restructuring.

N3 Tenncszee Suwte 2 Lowrenos, foapsas aal<L-0904
Phovr TRIE423085% oo FRS7AR0029 ol free SO0S29.T7R2  comall: tnfodikabcory  wiebsite wewhahoorg
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Consnmer Righes

¢  Consumers have no aceess W ellective, legallv-hased advocacy/ombudsman program, imcluding for
those with diminished cognitive capacity KABC. Creating such an ombuds program is eritical for
consuners should be Priority One for KanCare 2.0.

o KanCare 2.0 appeats to brealk: the agreement between stakeholder organizations and the State which
allowed consumers Lo conlinue Lo receive services during the 33 days they were allowed o appeal to the
MCO and an additional 33 days o appeal through the State Fair Hearing process when services Lo their
plans of care were cut or elimination. KanCare 2.0 reduces the time 1o appeal to the Cifice of
Administrative Hearings to 10 days before services are discomtimued. They may still appeal but service
cuts happen during that thine unless OALL overturms the decigion. This is g serious change and was not
disclosed or diseussed during the public forums, There 18 no need Tor this change. CMS sefs 2 minnmum
standard not a hard requirement and the current policy meets the tederal standard.

¢ KIDHE fails to give required notice of the right to appeal whenever a person’s eligibility application is
delaved or backlogged

o  [uformning consumers about their rights and the process for accessing those riglits 1s mited and
inconsistent. Relving on a notice on the application ix not adequate and there should be multiple
opporiunities For consumers Lo access this information. Consumers report delays in paperwork, reducing
their time to appeal; decisions being communicated verhally without proper written notice and
conflicting iformation from care coordimators.

Kansas Advocates Tor Better Care recommeends the Kansas Department on Aging and Disability Services and
the Kansas Department of Health and Environment coordimate with CWME 1o extend the existing KanCare
progratm while they work to more fully develop the application for KanCare 2.0, The plan should include a
detailed. operational plan that includes a specitic plan for evaluation that has heen developed in conjunction and
cooperation with advocates, consumers and their families,

There 12 no reason to rush to anplement a plan which is stll vndeveloped, does not fullv outline policy changes
and has not had public input. Withoul proper planming and resolution ol the ouistanding problems that sill
plazue KanCare, the program carmot succead risking the health, safety and quality of life of the people who
depend on il

Ax Kanzas considers ihe possible renewal of the KanCare demonstration and negotiates the contracts with
Medicaid providers — for both medical and HCBS supports and services — it is critical that we make the health
and safety of older adults and persons with disabilitics the priority.

Mitar B Meliatnch, Exceutive Iirector
Kansas Advocates for Better Care

Cm Behalf of the Board of Directors, Members and Vohmteers

KAEC is a not-for-profit organization, behalden to no commarcizl interests and is supportad almaost entirely by donations from
citzens wha support our mission of improving the guality of eldar care in all long-term settings, KABC was among a handful of non-
prefit eonsumar advesacy groups which worked 1o win passage tha Mursing Home Raeform Act of 1587, Our intarast is in quality
gldar cara at ho
N3 Tenncszee Suwte 2 Lowrenos, foapsas aal<L-0904
Phovr TRIE423085% oo FRS7AR0029 ol free SO0S29.T7R2  comall: tnfodikabcory  wiebsite wewhahoorg
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Eansas Association of Centers for Independent Living
Comments on KanCare 2.0 Section 1115 Demonstration Renewal Application

We appreciate the opportunity w provide leedback. Centers Tor Independent Tiving have heen closely
involved since the heginming of the Medicaid Waiver programs and have a particular interest in seeing
the KanCare program move to the next level of service, inereasing accessibility to quality healtheare,
nuproved health outeomes and overall nnproved lves for individoals wath disabilities, seniors and others
who rely on Medicaid Tor their health insurance. The Association members have reviewsed the drafl
application available for public comment and offer the following observations,

Inn the introduction, the Renewal Application states that KanCare 2.0 will build on the success of the
current KunCare demaonstration. 1L s unelear whal successes this application 1= relerring 1o, 1o would be
helplul il the document provided speci e suceess measures intended 1o be the platform 1o build the
revised program on.

This application states that KanCare 2.0 will further improve hiealth outeomes, coordinate care and
soctal services, address social determinants of health, facilitate aclievement of miember independence,
and advance Nseal responsibility. Bul we can’l connect the dots helween the information provided in
the application and these KanCare 2.0} goals.

This plan as written 18 more concept. than framework. making it difficult to provide comment. Cur
review led 1o more questions than entique. There 1s Iittle substance 1o help us understand how these
voncepls will be implemented or 1 they will in [act lead to the desired outcomes.

On page ? data from two sources site health impacts for workers who have been “laid-oft™ or those who
report themselves as “unemploved”. This data is not relative to the targeted population for KanCare;
mdividuwals with disabilities who qualify for nursing home or institutional level of care. Tlus population,
in laet Maces new “health impacts™ when they seek emplovment, often reguiring additional behavioral
and health supports including medication adjustments and counseling lor anxiety. The elevaied
emphasis on employment as a social determinant of health is questionahle. We are not in disagreement
that cinplovinent mav bring mdividuals a sense of acconplishment and personal satisfaction but it needs
to be vecognized that approaching employiment as someone with a long-term. chronie disability is
entirely different than assisting a displaced worker 1o got back it the workplace, 'These mdividuals
face numercus harriers, including risk to their health due to additional physical exertion, extended time
standing, walking, sitting in a wheelchair etc.

Access o ransportation s consislently listed as the number one barrier o emplovment lor persons with
dizabilitics, this application makes no mention of this.

Services and definitions are not clearly defined. We are confused if the State is poing to leave it up to
thie MO0 to determine the definitions and/or parameters of serviges or how it will be accomplished.
As noted above, it's difficult to make conuments on this application when so much of it 15 undefined.

Below are a few speciic examples;
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MOO's will be held to a standard of “rimely Conunumnication” with no definition for “timely™. This
currently can range from 2 davs to “never returning phone calls”. Without clear definitions on “tinels"”,
s difTieull o measure.

Service Coordination — there is a rather lengthy delinition on the concepl of service coordination hul no
explanation on how it will be accomplished. In one section it appears that MCO s will be fully
responsible for service coordination and a second section state that MCOs will be required to work with
local entitics 1o perform conumunily service coordimation with a list of potential activities which includes

«  [evelopment, implementation, monitoring, and approval of the plan of service or PCSIY,
»  Choice counseling,

s Moember contacts and home visitls,

» Linkage and refoerral to community resources and non-Medicaid supports,

o Relerrals Tor education, employment, and housing, and

»« FEducation to the member regarding selt-direction and the WORE program and other

smployment programs,
[ 0L the intenl of the Stale thal MO s subcontract For this wark® 17 s0, whal conlTict al interest would
thal be il the organizalion is also a FME provider? Again, we would like 1o see more clarily on this
155LLE,

Avgas of concern not addressed i this application;

The current care coordination system leaves much to be desired hetween high caseloads and high
furncver, Waiver consumers are not receiving the level of service needed to be successful in achieving
their service/life poals. New, reasonahle caseload standards must be set. with increased contact
mandates so thatl care coordimators are able lo adequately assist consumers,

The application, in several places referenees how this plan will “promote communily aceoss™ We see
nothing in this document that addresses commumity access suppaorts and services,

The PD Waiver population has the highest re-admittancs to hosprtals of all the Waiver populations,
This application doesn’™ address this problem.

While we remain confused on the elevated Ffocus on employment as a social health determinant when
there are other stronger secial health determinants that should be addressed; we would like to see
cootdination between KanCare and current programs sct in place to address vocational habdlitation and
rchabilitation. This continual pursuit of new programs and pilol projects prohibits providers o
[ocusing on improvement of current programs and service models, Kansas used Lo be considered a
lzader in the Independent Living Movement. knowrn for creative models and innovative thinking., We
strongly urpe the return to this collaborative model that has served us well in the past,

Again, thank vou lor the opporlunity o provide leedback. With a majority of our stall”and board
members being individuals with disabilities, Conters lor Independent Tiving have a unigue perspeclive
on long lerm care supports and services and are strongly invested in making our Kansas programs work
to improve mdividual®s bives,
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TME PRIMARY CARE ASSOCATION OF kansas | advocacy
Kansas Department of Health and Environment

FROM: Denise Cyzman, Executive Director

DATE: Movember 22, 2017

RE: KAMU Response to KanCare 2.0 Waiver Proposal

The Kansas Association for the Medically Underserved (KAMU appreciates the opportunity to submit
comments and questions on the KanCare 2.0 Section 1115 Demanstration Renewal Application
[waiver praoposal). We agree KanCare 2.0 provides an opportunity to imprave the program by
building an the successes of the current pragram. Some of the proposed changes in the waiver
proposal, haowever, could be detrimental to the state-run program, the Kansas safety net system,
and the entire healthcare systern serving Kansans, Additionally, KAMU and aur member primary
care clinics have concerns that implementation of some of the proposed changes will add
administrative burdens and costs to the State. These include but are not limited to: implementation
and tracking of employment status, lock-out periods and health savings accounts, The state
resaurces far running and improving the current KanCare pragram are already stretched, Adding
rmore will negatively affect the ability to reach KanCare 2.0 goals.

Qur specific camments, concerns and questions an the praposal are below.
Integrated, Whoale-person Care

A major goal of KanCare 2.0s to provide integrated, whole-person care, Yet, the program plan, as
autlined in the waiver, does not suppart integration of behavioral ar aral health care into primary
care settings. KAMU is in full support of integrated care, as many of our member primary care
clinics already provide care in a whale-persan manner. Not only does integrated care help better
serve and care for the patient, it is also a more cost effective deliveny system for the KanCare program.

Benavioral Health Care

We are pleased to see the behavioral health integration mentioned in the KanCare 2.0 waiver
proposal. However, the waiver primarily addresses integrated care when presenting at a hospital
with anemergent medical condition. Integrated care begins at the clinic level to prevent
unnecessary hospital visits and stays. Itis important to supportthe care that is being provided at
that level, Currently, primary care clinics are not able to bill for the behavioral health services
provided during an integrated care visit, due to the fact that the Health and Behavioral Assessmeant
and Intervention (HBAI) codes are unavailable. KAMLU has worked closely with the state on this
issue and requests that HBAI codes 26150-95155 be opened to allow far billing,
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The opening of these codes will provide several benefits to patients, providers and the health care
system —

¢ Increases and honors patient’s choice of provider
& Facilitates coordination of behavioral heabkth care across the care continuum
¢ Improves health outcomes and reduces costs of care

®  Provides payment for integrated services provided

Oral Health Care

Unfortunately, the KanCare renewal proposal does not emphasize strong support for integrated ora!
health care, including benefits to KanCare members or supporting payment, Adult dental services
rermain a value added service and are only preventive or emergent care, The Medicaid population often
needs more services hevond one to two cleanings per year or emergency care. Our mouths and bodies are
connected; oral health can have a significant impact on our physical health. We do not believe that oral
health care is any less important than primary and behavioral bealth care.

KanCare 2.0 should include, at minimum, the following services for all adult members —

#  The current value-added preventive dental henefit for adults should be a standard benefit.

+  Adult members have a fundamental right for a basic set of dental services that need to be
covered for all adults in order to have a positive impact on overall health, including diagnostic
and periodontic services, medications, teledental services, and minor restorative services. [see
attachment A}

# Having coverage for adult dental services will not guarantee access to services if KanCare
does not have enough participating providers. In order to ensure adults are ahle to make
use of these services, the rates paid for KanCare dental services need to be increased. The
rates far restorative and other services have not been adjusted since the 1990, and the low
reimbursement rates are leading to a shrinking dental provider network. It is essential that
this trend be reversed in order to meet the growing oral health needs across the state,
especially for KanCare adult members.

Credentialing

Providers continue to struggle with the credentialing process, although the Lt. Governor is leading a
work group to address this and other issues in the current KanCare system. The waiver proposal
suggests the state will eventually automate provider credentialing but does not include a tirmeline
KaM U would like to see the automated provider enrollment system in place prior to lune of 2015,
when the contracts are awarded, to help prevent duplication of application and unnecessary delays
that providers currently encounter.
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Value Based Purchasing

In the KanCare 2.0 proposal there is an emphasis placed on “value-based models and purchasing
strategies, including MCO and providerdevel initiatives.” The waiver does not define the
parameters for these initiatives and leaves the following questions unanswered

o Will value-based models, purchasing strategies, and provider initiatives be negotiated with
individual providers or will they be transparent across the health system?
& Wil participation be voluntary or mandatory?

*  How will the value-based programs impact payment to providers?

kAN L would like to see these programs made available to all types and sizes of primary care
clinics. Smaller communities could benefit greatly from these types of programs, and taken
collectively, those smaller cormmunity clinics can offer significant results.

Work Requirements/Independence Accounts

KAMU has strong concerns for the addition of a work requirement for able-baodied adults, Cur
biggest concern is the additional administrative burden to the State to verify the employment
status of heneficiaries. In addition to the administrative burden, tracking the worle status of
heneficiaries could potentially add a sipnificant increased cost to the State. KAMU also has
concerns af poar health outcomes that could result from a beneficiary who might lose KanCare
coverage, If they have a chronic health condition, such as heart disease or diahetes, they may be
unable to pay for needed health services and medication. Loss of coverape will increase the
uninsured rate, forcing additional patients to seek care at a KANMU member primary care clinic and
increasing the uncompensated care they provide.

Among these concerns, we have several unanswered questions.

¢ \What is the definition of an "able-bodied” adult?

# |5 there a life-time limit for an able-bodied person to receive KanCare? The waiver proposal
mentions a maximum amaount of coverage of 36 months. Does this mean that at the end of
the 2-year period, the KanCare beneficiary would be removed from the program for a
certain period of time — ar permanently, never being able to access benefits for the
remainder of their life?

& The KanCare waiver proposal states that work requirements will build upon Temporary
Assistance for Needy Families {TANF), Will there be full recipracity between the
requirements and the system used to track work status?

Exceptions to the waork requirements include parents caring for children under the age of six, but it
is unclear why this is the thresheld, or KanCare or other state resources available for childcare for
parents of children over the age of six who may need after school or evening care. GED or
vocational education can meet work requirernents, however, there is no mention of special
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resources set aside to fund these pursuits for KanCare beneficiaries, who would arguably already
he doing so if they had sufficient resources. In addition, the proposal does not recognize the wide
variance and the availability of living wage work or educational resources across the state, putting
rural beneficiaries at risk with fewer available resources and a distinct disadvantage to the urban

counterparts,

The proposal includes the implementation of independence accounts for Transmed beneficiaries
and waould prohibit participants from re-enrolling in KanCare far a specified lock out period, The
duration of this lock-out pericd is unclear. During this period, the consumer could wtilize an
Independence Account to use to cover the cost of health care expenses. Itis far reaching to assume
that people who have lost KanCare benefits will have excess resources to establish an

Independence Account.

Other Concerns

Service Coordinatars

The KanCare 2.0 waiver proposal states that Tarpeted Case Managers [TCM's) will be replaced with
Service Coordinators that are either employed or contracted with the MCO's. This section is not
clear on details surrounding the operation of Service Coordinators

* Are Service Coordinators required to be local?

¢ ‘What provider types are allowed Lo hire Service Coordinators?

& How will the Service Coordinators be paid? Will this be an expense to the MCO or the
provider employer?

+ Will patients have the choice to retain existing care coordination services?

Work Opportunities for MedikKan Members

A person with a cormbination of physical and behavioral health conditions is mare fragile and
requires mare support and care. The proposal for a heneficiary to give up their rights to Social
Security Administration disability determination in exchange for one year of service on MediKan is
warrisome, especially due to the fact that the details of the actual program are not clearly defined,
We have the following questions.

+  After withdrawing their application for disability determination, would the member now be
determined as able-bodied?

+  After the 12-month MediKan period is complete, would they be able to apply for KanCare
and now fall under the work requirements? If not able to worl, would they only be ahle to
get 3 months of KanCare service?

+ ‘\What additional support and health care services will be provided to this new population?
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Kansas primary care clinics served by the Kansas Association for the Medically Underserved are
committed to providing quality, whole-person care to all Kansans, regardless of their ability to pay.
KoM U and the member clinics are strang partners with the Kansas Medicaid Program and the
Managed Care Organizations contracted to serve KanCare members. We appreciate and thanl you
for the opportunity to provide comments to the KanCare 2.0 Section 1115 Demonstration Renewal

Application.
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Attochment A

BASIC DENTAL SERVICES

DIAGN OSTIC SERVICES:

D01 20 Periodic oral evaluation —established patient - Limited to two in 12 months

DO0140 Limited oral evaluation — problem focused — Limited to one in 12 months

D0150 Comprehensive aral evaluation — new or established patient — Limited to one in 12 months
00210 Intraoral — complete set of radiographic images — Limited to one every 48 months
00220 Intraoral — periapical first radiographic image

00230 Intraoral — periapical each additional radiographic image

D02 74 Bitewings — four radicgraphic images — Limited to one in 12 months

D0z 77 Vertical bitewings — 7-8 radiographic images — Limited to one in 12 months

D330 Panoramic radiographic images — Limited to one every 48 months

00411 In-office point of service testing — Hb&lc glucose testing to assess periodontal risk factor

PREVENTIVE SERVICES

01110 Prophylaxis — Adult — Limited to twa in 12 months

01206 Topical application of fluaride varnish

D1208 Tapical application of fluoride — excluding varnish — Limited to two in 12 months
01345 Interim caries arresting medicament application — per tooth

9110 Palliative {(emergency) treatment of dental pain — minar procedure

PERIODONTIC SERVICES
04355 Full mouth debridement to enable comprehensive evaluation and diagnosis

MEDICATIONS

09610 Therapeutic parenteral drug administered in-office {antibiotics, steroids, anti-inflammatory drugs)
09630 Other drugs and/or medicaments dispensed in the office for home use

09910 Desensitizing gel (in office]

CONSULTATION
09995 Teledentistry — synchronous: real-time encounter
09996 Teledentistry — asynchronous; information stored and forwarded to dentist or subsequent review

MINOR RESTORATIVE SERVICES

D2140 Amalgam — one surface, primary or permanent

02150 Amalgam — two surfaces, primary or permanent

L2160 Amalgam — three surfaces, primary ar permanent

02161 Amalgam — four or more surfaces, primary or permanent
02330 Resin-based composite — one surface, anterior

02331 Resin-based composite — two surfaces, anterior

02332 Resin-based composite — three surfaces, anterior

2335 Resin-based composite — four or more surfaces or involving incisal angle (anterior]
02391 Resin-based composite — one surface, posterior

02392 Resin-based composite — two surfaces, posterior
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2393 Resin-based composite — three surfaces, posterior

2394 Resin-based compaosite — four ar more surfaces, posterior

D910 Recement ar rebond inlay, only, veneer ar partial coverage restorations
02920 Recement or rebond crown

2931 Prefabricated stainless steel crown — permanent tooth

D951 Pin retention — per taoth, in addition to restoration
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An independent voice for
those served by KanCare.

Moy 23 2017

EanCare Renewal

o'o Tecky Ross

K1DHE, Divisien of Health Care Finance
S SW Tackson

L50OG —xh Toor

Topeka, Kansas 66612

Re: Proposzal to renew the KanCare 2.0 section 1115 demonsgtration waiver

Diear Secretaries Mosier and Kecls.

The KanCare Advocates Metwork (FAN appreciates the opportumty to comment on the State’s proposed
apphication Tor KanCare 2.0, KAN 15 4 proup of advocales for persons with disabilities and older adults whose
colleetive inlerests Toews on Kansans served by the Kansas Medicaid program, KanCare. These commenls
reflect the commmon. overarching eoncerns identified by KAN parters and have been given as testimony to the

KunCare Oversighl Commillee al ils November 28-29, 2017 quarlerly mecling.
Tt is KAN's vecommendation that implemeniation of KanCave 2.0 be extended o at leasi Janoary 2020,

We reccognize Lhis requites another one-vear extension [or the current KanCare demonstralion project bul
belicve that this exlension provides the lime needed (o Mully vel the S1ale™s proposed changes and the polential
wnpact on providers and the people they serve. We make this recommendation becavse sigm feant problems,
which have esisted sinee the beginning of KanCare, are sUll onresol ved loday,

The KanCare 2.0 applicaton Fails w lay out a detailed plan for the new program. Tt lacks fAinancial estimates,
and without those, particularly given the State’s financial position. we den't have a complete picture of what's
to come. Chitside pressures such. as a record numbers of children in foster care, state hospitals that are not
connphant with federal regulations, inadequate funding, and lngh tumever and understalfing withan State
agencigs put undue and unsustainable pressure on the KanCare program. These issves should be receiving
trmmediate attention and should be resalved betore moving forward with anv other sianificant chanaes.

Instead, the State instead asks that the bidders come up with a plan. This 15 not acceptable. The State must

KanCare Advocates Metwork August 22, 2017
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Cme of the lessons learned during the initial planning and implementation of KanCare was that the process was

£l

rmshed. Mowving all medical and long term supports and sarvices (LTSS) into a managed care model was a
monumental task and not without burmnps along the wav, We also learned that legislative oversight 1% a critical

missing component.

Like the [rst KanCare 11713 demonstration application, KanCare 2.0 i being rushed through the process with
lew details or data and a lol unanswered questions. Aller reviewing the applicalion, the RFI and altending the

recent public forums we conclude that:
KanCare 2.0 does noi:

ddress or [ix the core systomic problems such ag an inconsistent and oflen backlogged application procoss,
the lack ol an independent ombuds program and the need lor Targeled Case Managemoent across all waivers.

- provide for legislative oversight
- ersate an independent, legallv-based ombuds program for consumers

~malce provigions for local contacts to Lielp people with their application and navigate the complex KanCare

avstem
KanCare 2.0 will:

- require an immense amount of red tape and bureancracy for evervone: the State, MCOs and KanCare
members, particularty related to the work requirements. The State needs additional staff and resowrces to
adequalely meel ils core responsibilities Tor managing the Medicaild program

~olTeload even more of the Stale’s responsibilities o imsurance companies. The current MCOs have not
demonstrated the capability of providing the LTSS duties for the waiver populations.

“will discouraze otherwise cligible persons (o apply for KanCare services.
reduce consumer prolections and due process.

sexpand the state’s MediKan program, increase payments [or uncompensated care and and create a new Health
Savings Account (IISA) subsidy program, All of these programs have admirable goals but could all be
clumnated by expanding the state's eligibility per the ACA, This would have a much broader positive effect in a
much more streamlined manner,

KanCare 2.0 docs not provide adeguate d etail to determine:
how KanCare 2.0 will improve access to care or services
- the process for defermining readinssa?

- predict the peographic/tepional economic impacts of KanCare 2.0, What provisions are made for petsons
Tiving in paris of the state with high unemployvment

On-going issues not addressed under KanClare 2.0

Ombuds Program: The current KanCare program continues to struggle with an absence of local points of

KanCare Advooates Metwork August 22,2017
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comtact to help persong who depend on KanCare services. Without an independent. legally-based. conllict-Tree

ombuds program recipients have little to no one 1o help them navigate a svstem that is stacked against them.

Eligihility Baclclog: We sill hear rom consumers whao have been wailing lor months bevond the 43-day
requirsment for their eligibility to be determined. The Clearinghouse continues to “lose” docwnents forcing
applicants to re-submit the same information over and over again and puts them at the end of the line each time.
T'hig creates an unnecessary adminisirative burden on applicanis and their Familics who strugele o navigate this
complicated and cumbersome svstem, KanCare 2.0 will exacerbate this problem with a new work requirement
that will further burden the eligibility process.

Legislative Orversight The legislature has repeatedly expressed a desire Tor increased oversight of the KanCare
budget and poliey directives. Provisos passed in I'Y 2016 and 2017 budgets prevented such an action witlout
Tegislative consent and did 5o again in 2017 for the 2018 and 2019 budeets. The Governor veloed that language.
The legislative intent couldn™ be more ¢lear; il wants oversighl o the KanCare budgel and owverall program. We
believe that this conunittes should strongly oppose any attemnpt to make substantive changes to the KanCare
svstern without lepislative approval,

Service Coordinators vs TOM: KanCare 2.0 introduces a new MCO position of “service coordmator™ which
appears to replace the current “care coordinator.™ It appears that this service coordinator then contracts with
community providers 1o coordinate care. During the recent public forums, $tate stafl’ said that some people will
have a service coordinator, some will have both a service coordimator and a commiunity coordinator bt had no
details about the regponsibilities of the service coordinator, the ratio of caseloads to service coordinators or the
capacity of conmumity orgamizations to provide services. Tlus creates more burdensome bureancracy and adds
to the conlusion. More delails are necessary 1o ascerlaim how this will work. Without carelul and eritical
exarminalion ol the yel-lo=he-disclosed details, a rushed implementation could be very disruplive Lo them and

theit farmilies.

TOM is still offered for persons with intellectualidevelopmeantal disabilities and for children with serious and

cmolional disturhances so the infrastructure 15 51l n place o restore i for the remaming live walvers.

Waiting Lists: The plan [ails (o address providing services Tor the 4633 persong with physical and
intellectual/developmental disabilities, many ol whom lace a wail ol eighl vears.

Work Requirements: The experience of other states show ug that work requirementt will almost certainly cost
more money that it saves. The requirciments have proven to result i an immense amount of burcaveracy and red
tape with little return on that investment. Helping people achieve a high level of independence is a worthy and
aciurable but withowt supports and regional ainplovment conditions, the only reason to have a worl:
requirement is 1o deny services, particularly to single parents.

The goal of independence could be achieved with employment support programs without having the punitive
sections of this provision, This would also reduce the bureaucratic burden on an eligibility system that has been
Failimg (or over 2 vears, The exemptions need 1o be Tooked inio more deeply. As ol right now, people on the
waiting lisls are not explicitly exempled {rom the requirement, caregivers for seniors are nol exempled, and 551
dizability 1% the highest possible definition of disability to vse and we should consider the fact that many people
have chromice conditions that do nol yel meel that Tevel, but stll would experience challenges mecting the

KanCare Advooates Metwork August 22,2017
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requirement.

TPunitive 36-month lifetime limit: A new provision for the work requirement population caps health coverage
for some at 3G-months for life. We strongly oppose this provision. Once again we underscore the undus stress
on Tamilies, many ol thase single parents, that are already struggling. The 36-month lifetime cap will leave
many Kansans facing a life without health coverage, further exacerbating chronic and/or mental health

conditions.

Consumer due process: During the carly davs of KanCare, the Stale and members ol the disability and older
adull advocaey communily nesoliated an appeals process [or HCBS consumers. We agreed that a person who
received a notice of action which reduced or elmunated services. those services would eoutinue during the
appeals provess. We aprecd that the person would have 33 days o appeal 1o the MCO and then an additional 33
davs to appeal to the Office of Administrative Hearings (OAMH) through the fair hearing process, KanCare 2.0
reduces the time to appzal to OATTL to 10 days before services are cut or elinimated. Thev can stll appeal, but
service cuts happen unless OAH overturns it. This 15 a serious change that was not disclosed during the puhlic
forums.,

The current process was negotiated between stakeholdears and then-Medicaid Director Eari Bruftet, With 2.0 the
Slale appears Lo be arbitrarily breaking thal agreement withoul inpul from stakcholders. There is no need For this
change. CMS sets a minimum standard not a hard requirement and the currernt policy is fine under that standard.

The plan as described in the application is weak. Details are tew and there appears to be a number of ideas that
are sUl “wnder consideration™ even though the $iate plans (o mmplement Jan 1, 20019, Lacking the opporiunily 1o
commenl on specilic policy changes and a commilment Lo the pilol projects 1L 1s dillicull o brust that KanCare
2.0 will nnprove the health and quality of hife of those it serves, Without engagement on the front-end between
the Slate and stakeholders it 1s dilTicull to trust that the promises made here will be kepl or there will be any
recourse when!'it they are broken,

This plan ealls for 520 million for meompensated care, a lnge expansion of service coordination withowt
ouleomes o measure 115 ellTectiveness, a variely of pilol programs which lack detail or even a commitment that
they will achually be implemented. The State proposes a broader array of services including work supports, with
little detail. How can all of these “improvements™ be aceomplished withoul culting services, lmiting eligibilily
and sull be cost newtral? Until more details are released we do not think this is feasible, and we do not have
cnough of the detail to know that it will be a quality systemn. .

It is for all of the above reasons that we ask that the this conmmittes pass out a recommuendation 1o the 2018
legislature thal “KanCare 207 be delayed until at least 2020, State stall repeatedly told public Forum atlendees
that they have a vear to flesh owt the details, Those details and policy changes will male or break an already
fragile svstemn and should be worked out in advance and in cooperation with consmners and stakeholder in
advance of the implementation of the next 1115 demonstration project. As we learned in 2012, rushing to
implement an ill-defined program without adequate planning will guarantee problems tor providers, consumers
and lamilies.

We believe that the Slale has nol demonstraled the abilily 1o handle (he most basic of lasks required 1o run the
propram and to make drastic changes while these concerns still exist drains much needed resources from the

problems at hand. The Stale should be reguired Lo show compeleney in these lasks bolore it 1s allowed Lo make

KanCare Advooates Metwork August 22,2017
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drastic changes that we believe 1t lacks the capacity to handle.

A therough and inclusive planning process is necessary it KanCare is to meet its poals of serving tamilies, older
adults and persons with disabilities in a financially responsible manner. Ancther rush toward implementation
withoul adequale Stale resources or legislalive oversight undermines the program and puls at risk 00, (00
Kansans who depend on KanCare for their health care and supports. KAN stands ready to participate in that

planning provcess.

KanCare Advooates Metwork August 22,2017
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November 22, 2017

Amanda Gress, Directar of Governmeant Relations
kansas Action for Children
Public Comment far KanCare Renewal

Thank you for the apportunity to offer comment on the proposed renewal of
KanCare. Kansas Action for Children’s [KAC's) vision is to make Kansas the best
state to raise a child and to be a child, and KAC shapes health, education, and
economic policies that improve the lives of Kansas children and families. For
that reason, KAC promotes policies that strengthen KanCare, which provides
one in three Kansas children with health care coverage. As Kansas considers
how KanCare can best serve Kansas children, we offer the following comments:

KAC opposes the proposed work requirements for Medicaid in the KanCare 2.0
renewal application. Adding these requirements for some parents to maintain
health insurance is counterproductive and ultimately risks their children's
haalth, well-baing, and potential to succeed in school and in life:

Ending health care coverage makes it less likely parents will be able to
waork. Chronic or zcute conditions can make waorking difficult ar
irmpossible for parents who are sick. Punishing parents whao are unable
to find work by ending their eligibility for Medicaid will prevent them
from getting the treatment they need to be healthy. Medicaid s a
critical work support that helps parents find work and keep working,
and it is inappropriate to condition coverage on current work status.

Ending parents’ health care coverage will harm Kansas childran,
Children’s health reflacts the health and well-being of their parants.
When parents do not have health insurance, children are less likely to
get repular checkups and essential preventative care, like
immunizations, When parents are not physically and mentally healthy
themselves, they are not ahble 1o provide the best possible care far their
children. Families without health insurance are also financially
vulnerable to unexpected medical emergencies,

This provision will increase the number of Kansas children without
health insurance. Kansas' experience with other public programs
indicates that this type of requirement will likely cause a sharp
reduction in the number of both parents and children served. Children
are three times mare likely to be insured when their parents also have
health insurance — and ending parents’ health coverage risks that their
children will become uninsured as well.
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KAC opposes the proposed lifetime limits for Medicaid in the KanCare 2.0 renewal application. Adding a 35-
month lifetime Bmit for some parents will similarly reduce their ability to work and risk children’s health and
well-being. This limit will cut off care for Kansans with chronic conditions whao are working in low-wage jobs that
do not offer health insurance, jeopardizing the health and well-being of parents and their children.

Medicaid's purpose is 1o improve health, and these provisions included in the KanCare 2.0 renewal application
run counter to that goal. Adding new eligibility requirements will further strain KanCare administration, creating
additional red tape as the state manitors and verifies work activities. Given ongoing challenges regarding the
KEES system, the Clearinghouse, and application backlogs, Kansas should not add complexity to the KanCare
administrative system. We encourage the state to reconsider proposals that will risk the health and well-being
of children and their parents. Thank you for the opportunity to provide comments, and please do not hesitate
to contact me [ N i1 2nsas Action for Children can answer guestions.

Sincerely,

Amanda Gress, Director of Government Relations
kKansas action for Children
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From: Anna

Ta: Eaplam Bepmam

Subject; Karicare 2.0 questions

Date: Monday, Howvembar 20, 2017 4: 3027 FH9

1. How would the rele of the community service coardinator as described in the RFP affect
targeted case managers warking far communily service providers through the IDD waivar?
2.0z it just terminolegy or is the community service coordinator fundamentally different from
the IDD targetad case manager of woday?

3.\l beth the BMCO Care Coordinator and Targeted Case Manager produce separate PCEP
documents?

4. Whe will be responsiale for developing the PCSP that meets the requirements of K.A.R. 30-
53-21 for DD providers?

Leng ter supports and services for perscns with developmental disabilities do not fitinto a
medical model, and several states have carved them aut when adopting @ managed care

model, IDD services should be carved cut from KanCare.
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From: Sleva Staswarl

Ta: Kaplam Bepmugl

Subject; Karicare 2.0 questions

Date: Monday, Howvembar 20, 2017 2:33:47 M
Imporiance: High
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Ta whom it may concearn,

| have been a Targeted Case Manager Tor nearly 18 years and hawe werked in the (DD field
simce 1995, | arn curious regarding some proposals to the KanCare renawal, Below are my
guestions and hope you are able to provide some clarification. Thank you far your time and

cohsideration.

1. How would the role of the community service coordinator as described in the RFP affect
targeted case managers working for community service providers thraugh the ID0 waiver?

2. 05 0t just terminalogy or is the cammunity service saordinator fundamentally differant fram
the IDD targeted case manager of today?

3Will both the BMCO Care Coordinataor and Targeted Case Manager produce separate PCSP
documents?

4. Wheo will be responsible for developing the PCSP that meets the requirements of K.A.R, 30-
63-21 for DD providers?

Sincerely,

Steva Stewart
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Resource
Center
Inc.
_More Resources for Peopie with Disahilities

SKIL of Western Kansas « PO Box 366 # Hays, KS 67601 www.skilonline.com

TO: KS Department on Health & Environment
KanCare 2.0 Renewal Application Comments

Thank you for the opportunity to comment on the KanCare 2.0 application! In general, after
reviewing the document it was obvious that the State paid attention to previous comments
about issues and concerns made by the people with disabilities, advocates, and providers. One
big concern, while | was reviewing the document in its entirety, was how difficult it could ba to
understand for many people with disabilities, seniors, and family members, It seems to me that
these are the most important individuals to hear from, so the document should have been
written and formatted for them to understand. | have worked in disability rights and advocacy
for 40 years but still found it somewhat difficult to follow. Even in the public comment sessions
for the providers, the information was covered too fast for the average person. | hope the
sessions for consumers went slower and given people enough time to comprehend the
information to ask questions. | am sure there are still some people who are apprehensive about
asking questions in front of people.

On page 1 the original goals of KanCare are stated in the second paragraph, as well as a very
brief Historical Summary below. It would have been helpful to see some data or analysis
supporting moving forward with renewal of KanCare. This does not tell us much. The goals of
the 2.0 at the end of paragraph 2, are wonderful if suppaorted into fruition.

Page 2, paragraph 2, "The KanCare program integrates medical, behavioral, and long-term care
health delivery systems and covers mandatory and optional services..." Where is LTS5? Lang
Term Services & Supports are not the same as long term care. LTSS is provided and directed in
the community, not in a facility. LTSS must be added into this sentence.

Page 3, 3rd paragraph, "... the goal for KanCare 2.0 is to help Kansans achieve healthier, more
independent lives by coordinating services and supports for social determinants of health and
independence in addition to traditional Medicaid..." So positive for the State to have the social
determinants connected to people with disabilities achieving healthier independent lives. SKIL
will be pleased to work with the State on transportation, housing, employment, etc. Thase
issues are major deterrents for independence and success for Kansans with disabilities,
especially in the rural areas of our State.

Local Phone (785) 628-8019 * Toll Free (800) 316-8019 ®TDD (785) 628-3128
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Page 4, Three hypotheses to accomplish the goal of KanCare 2.0 are very wvaluable and
reachable. To do this, there needs to be more details as to how it will happen and be paid for
to succeed. We know Care Coordination has certainly not been very successful in assisting
individuals to succeed in healthy, independent lives. There have been many holes that
individuals have fallen through proving care coordination to be ineffective for countless people.
Local community based organizations are the best to carry out the service direction using
peers/people with disabilities of all ages that can assist from experience. Sufficient funding
must be available for these local community based organizations to be successful in providing
the service coordination needed by individuals to lead healthier independent lives. Pertaining
to Figure 3 Themes and Initiatives Under KanCare 2.0, in order to make progress to have
significant impact in the areas, funding and collaborative efforts will be required. Again, local
community based organizations as trye partners will be essential to assure these proposals are
successful.

Page 5, Coordinate Services to Strengthen Social Determinants of Health and Independence,
and Person Centered Planning, Care Coordination under the current KanCare did not meet the
promises that individuals and advecates understoad would be available. The term "Care” bears
a medically supervised philosophy. The term "person centerad” brings with it a larger spectrum
of services available, as well as the planning and delivery with them. In Figure 4. Key Elements
of the KanCare 2.0 Service Coordination Model, shaws how expansive the plan for this service
is. It would be much more beneficial if mare details had been presented as to the budgets
available and how the costs will be covered for this wide array of services. 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”.

Fage 6, Plans of Service and Person Centered Service Planning, First the tools that are
discussed are so important to the approach of the philosophy of this effort that it would have
been very helpful to have them attached for review. If the tools are to be truly person centered
then why not make them available for people to review them? | give credit in using plang of
service and person centered service plans, not plan of care or person centered care plan in
some areas of the application but it should have been carried throughout. In the third
paragraph, MCOs do not develop the plan. Individuals should guide and develop their plan
along with the MCO and others that the individual chooses to be involved. Then the bottom
paragraph states members receiving service coordination are encouraged to participate in their
individualized plan of service development process. Not Encouraged! Members should
lead/guide and direct their plan to the maximum extent feasible with others they choose to
assist, if anyone. But individuals must absolutely be involved in leading their plan toward
independence. Person centered philosophy and approaches should used at all steps, including
service coordination, assessment, planning, implementation, and evaluation and monitoring,

Page 7, Person Centered Service Planning states " MCOs will ensure that members participate
in the person centered service planning process that is compliant with federal requirements,
(e.g., 42 C.F.R 441.301(c)), 5tate law, and the State’s PCSP policy. What is the State PCSP policy?

2
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It would have been helpful to attach this? According to the Federal regulation cited, "the
consumer should lead and direct the planning process and all interactions with the MCOs with
as much control as possible". Mare details on the procedures and execution of the service plan
would be helpful and are important. Sometimes having MCOs "considering” unpaid and natural
supports can be a conflict of interest. The MCOs many times feel that people who can be
considered as natural supports should automatically be unpaid. It is very important that these
situations are looked at very carefully because many times a natural support works ocutside the
home to the extent that it is extrem ely difficult far them to offer a great deal of support. And in
other situations the member may choose a family member to be their DSW to the level that the
person cannot work outside the home, so it is important that this person be paid for the
supports. This can be common with seniors who do not easily trust strangers. And sometimes
there are parents that want to be there for their children who needs assistance but must have
an income also. | visited with a woman who was approved for HCBS but the MCO gave her very
few DSW hours because of her husband living in the home, But the husband who was a truck
driver worked six days a week, leaving in the morning at 6:00a.m. and arriving home between
6:00-8:00p.m. Yet the MCO expected him to cook all her meals, do laundry, shop, and do
housekeeping. He made her breakfasts before he left in the marning. They set up Mom's meals
for several days a week for lunch. But he still had to make up the rest of the meals. The poor
man was getting no sleep. The woman was feeling guilty and like a burden on her husband. And
the stress on their marriage after being together almost 40 years was terrible. This is too much
to expect of people. The MCOs in charge of making certain that members "participate” carries
with it a huge conflict of interest. There neads to be more discussion on this or the MCOs will
be allowed to follow their own concern which may not follow the Federal regulation and most
importantly may not be best for the member. The MCOs are in charge of too many pieces of
the puzzle that undoubtedly causes problems. Peers to members, peaple with disabilities
should be utilized by having them use their own experience with planning and using services
and supports that make them the best experts,

Pages 7 & 8, Community Service Coordination, bullet points are great to see listed. | would
suggest a change to the third bullet paint, "Promotion of self-care and independence". | would
suggest changing it to "self-direction". Waonderful plan requiring MCO's to work with
community agencies locally who are well positioned to assist people with disabilities who
sometimes need extensive, far reaching supports to attain their goals and independence. It
would be beneficial to see more details regarding costs and resource plan. | believe this was an
area that was requested by advocates, which we appreciate.

Page 8, Service Coordination Pilots, "the State is considering the implementation of potential
pilots"? This sounds very "iffy" as to what or if and how they will happen. These are impartant
projects that | know are significant to the disability and provider communities. The use of the
waords "considering" and "potential” does not seem to give these projects a lot of weight, Does
the State see them in a certain priority ranking? More detail on each of the projects would he
helpful, although the projects will overlap for some people's needs. It would good if the public
could give input after details are determined. In Figure 7, Individuals with Disabilities &
Behavioral Health Conditions, both bullet points are extremely important, while reaching the

2
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first bullet, assists in making the second bullet less insurmountable. The third population,
Adults with Chronic Conditions makes sense in helping individuals to reach goals of healthier
lives. Given that SKIL serves fmany of our customers in rural and frontier counties in KS, this
project is of great interest to us. The lack of medical professionals in these areas has became
detrimental to the health of many of our people. The definition of "provider” needs to include
direct support workers. This project could connect potential workers with information, support,
and training needed to provide critical personal assistance to individuals. The lack of direct
support workers in the rural and frontier areas is really becoming critical.

Page 9, Promote Highest Level of Member Independence, the introductary paragraph to this
initiative was written really well. The only piece that would have improved it is "self-direction".
KS passed a self-direction law in 1989, the only of its kind, which gives individuals with
disabilities the right to self-direct without regard to age or disability. An individual having the
ability to self-direct their own goals, plan, and services is the ultimate example of " Promote
Highest Level of Member Independence”, therefare self-direction needs tg be encouraged and
elevated if we are to truly lead a pathway to increasing the independence and community
integration, as well as employment, of members. Having control over the services and SUpports
on our lives is integral to our full integration and employment that is the visualization of our
State and KanCare program.

Page 9, Employment Programs, having a separation line between "able bodied" and "disabled"
does not warrant encouraging people on both sides of the line to reach their goals of
independence. Expectations should be set higher for people with disabilities to become
employed. Most people with disabilities want to employed but still have a great deal of fear and
cancern. Even individuals on the WORK program tend to stay below their limit of earned
income as to not jeopardize their 551/58D1, and other benefits they access. Their needs to be
more incentives for people with disabilities to become successful in employment. Even the
WORK program has some limitations that exclude people. Increasing the Protected Income
Level is needed or at least allowing earned income to be exempt from the PIL,

Page 10, Population, the following KanCare members will not be subject to work requirements
listed. | heard clarification at a public forum that this list includes individuals on a HCBS wait list.
| see #5 says "Members who have disabilities and are receiving Supplemental Security Income
(551}". What about members on 55DI but not receiving or on a waitlist for HCBS? We do not see
this population listed.

Page 13, Work Opportunities for MediKan Members, second paragraph, "State is considering
providing a voluntary choice...” Again this is sounding very wishy washy for a non professional
term. Speaking on a more professional term, this sounds very noncommittal by the State. The
requirement of MCOs to work with local community partners is positive. Also Vocational
Rehabilitation needs to build their partnerships up again across the State. Many of these
relationships have weakened because of VR's inability to hire staff and some staffs lack of
interest in partnering with others in the community. We hear this may be making same
improvements in some areas but it will be vital for these types of projects to be successful.

4
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Page 14, Work Opportunities for Members wha have Disabilities or Behavioral Health
Conditions, we believe a program that will not punish but incentivize members toward gainful
employment would be well received. Offering the services listed would definitely be beneficial
in helping members to be successful. Independence Accounts, could be beneficial to members
wanting to or currently working by allowing them to create savings or assets that they are
currently restricted from. Employment should be encouraged but by including a penalty that
would prohibit members from re-enrolling in Medicaid for a period of time will definitely deter
members from trying. The fear that individuals would not be able to go back to KanCare if their
health, disability or family status were to change, would definitely discourage members from
taking those steps.

Page 16, Figure 10. Examples of Value-Based Model and Purchasing Strategies, We support
this improvement in service delivery and payment structures. More information on details
would be helpful,

Page 23, Improve Effectiveness and Efficiency of State Medicaid Program, Aligning MCO
Operations and standardizing the toals and pracesses of MCOs is very much weleame news,

Page 25, Figure 13. Enhanced User Experience, In order for some members to use the data
system, it will have to be accessible and interface with screen readers, plus many access
features required. The other concern is how do we assure that members have internet access?
We should discuss some paossibilities for this to accur,

Page 27, Performance Measures, the performance measures of MCOs providing LTS&S should
be included into state policy and standardized.,

Page 31,Network Adequacy, This discussion should include the shortage of direct support
workers which as stated earlier, is getting very critical,

Pages 31 & 32, we believe there is some need for discussion when looking at the decrease in NF
residents, whereas looking at the FE and PD numbers, what is happening to people. These
numbers do not correlate as they should.

Page 32, Dental Issues, Not sure what the plan is to close the gaps in access to dental care for
members in the rural, frontier counties, but this has been a major health issue for a very long
time.

Page 42, CAP, We appreciate the inclusion of the CAP to this. It would be helpful if we were
given more details on each bullet as to the status of where it is and where it is going,

SKIL would like express appreciation for the Opportunity to comment on this renewal
application. We wish there was more details and budgetary infarmation in many areas. Our
averall thoughts are that the State must assure that ALL individuals who need LTSS have them
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available to them and that these individuals have the right to lead and develop their plan, and
to self-direct their plan which includes goals that they set. If they need assistance with these
things, then they should have the right to chose others, such as a family member, friend, or
advocate to assist them. For the strategies to reach their goals the individual can be assisted by
the team but again the member must be in control. PWDs needing LTSS have the right to have
as much control as possible in their lives but this level should not be determined by others, and
certainly not by the MCO who benefits from the potential outcomes for the individual, The
member guiding and directing their own plan also helps the individual to gain some skills that
could benefit them in other areas of their life such as employment. So if we want people with
disabilities to truly be successful in their lives then let them direct their own lives and guide
their independence. of course none of this is possible if we do not take an the development of
our direct support workforce, It is vital that we make people understand what an important
position this is to have, making such a difference in 2 person's life, Also requiring MCOs to
partner and work with local community based organizations is important for this plan to work.
We believe this has been a huge missing piece. Individuals want to have successful lives just like
everyone else. Partnerships between MCOs, local com munity based organizations, and
vocational rehabilitation offices can make a difference in whether or not a member is
successful,

SKIL is committed to partner with entities that are similarly dedicated to assuring that Kansans
with disabilities and seniors receive the LTSS, along with additional services, necessary for them
to achieve healthier lives and independence. | hope we have the opportunity to comment
further after more details are presented.

Sincerely,

Lou Ann Kibbee, Systems Advocacy Manager
Southeast K5 Independent Living (SKIL) Resource Center

On Behalf Of:

Shari Coatney, President & CEO
Southeast KS Independent Living (SKIL) Resource Center
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From: Vicki Doyle

Ta: EanCame Bepme

Subject: KanCare Z.0

Date: Tuasday, November 21, 2017 5:00:21 F¥

Will these jobs the state helps us find, will they fit cur educational level? Are there any
penalties it the consurmer chooses not to take that particular joh?

Thanks
Vicki 1. 1ovlc
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U UnitedHealthcare

Community Flan

Movemnber 26, 2017

kKanCare Renawal

Clo Becky Ross

KDHE, Division of Health Care Finance

a0 ZW Jackson, LSOEB =SthFloor

Topaka, Kansas 66612

Submitted to: kdhe kancarerenavaliks gov

RE: KanCare 2.0 Demonstration Renewal Request - UnitedHealtheare Community Plan
Comments

UnitedHealthcare Community Plan of Kansas appreciates the oppertunity offered by the Kansas
Department of Health and Environment (KDHE} to provide feedback on the state's draft waiver
application for the KanCare 2.0 1115 Demaonstration Waiver,

We support the state's mission to leverage the success of the KanCare program to further
improve health outcomes, coordinate care and social services, address social determinants of
health, facilitate achievement of member independence, and advance fiscal rasponsibility to
help Kansans achieve healthier, more independent lives.

As an experienced Managed Care Crganization (MCO), UnitedHealthcare Caommunity Plan is
honored to serve approximately 130,000 Kansans through the KanCare program today.
Thraugh our service ta 6.4 million Madicaid consumers across 28 states including 14 managed
long term services and supports programs, two Financial Alignment Demanstrations, and Duals
Special Meeds Plans {DSMNP} in 27 markets, we have actively partnersd with states in
implementing transformational Medicaid program design. We have reviewed the draft waiver
application through the lens of our experience and offer the following comments for KDHE's
consideration,

If any additional infermation or insights would be helpful, please contact me.

Kevin Sparks, CEO
UnitedHealthcare Community Plan, Kansas
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COORDINATE SERVICES TO STRENGTHEN SOCIAL DETERMINANTS
OF HEALTH AND INDEPENDENCE, AND PERSON CENTERED
PLANNING

Flan of service and person centered service planning

The KanCare 2.0 waiver application includes significant new pregrammatic requirements to
social determinants of health and independence in the service coordination for many KanCare
members. To support this, the state is seeking to use a state-designed health screening tool to
support assessment and service planning. Given the focus on, and intention to advance,
persan-centered approaches to support the integration of social determinants of health and
independence in care planning and managemeant for KanCare members, we recommeand that
social determinants be incorporated into the overall health assessment process for members.

To do so, the state can wark with the MCOs to leverage a separate assessment tool specifically
intended to determine needs relative to social determinants of health and independence, or
alternatively, Kansas can incorporate relevant questions into the state-designed health
assessment tool. Aligning the assessment of health with social determinants will allow MCOs to
efficiently and effectively define the individual's full spectrum of needs and incorporate the
required services into the Plan of Service andfor Person-Centered Planning tools and
processes.

Funding fo support infegration sociaf detferminants of health and independence

With the inclusion of new requirements for KanCare to incorporate social determinants of health
and independence in the state's waiver application to the Centers for Medicare and Medicaid
Services (CME), it appears that Kansas is seeking federal funding to support the integration of
social determinants into the Medicaid care management processes. However, the current draft
of the waiver application is not explicit in its request for federal Medicaid matching dollars to
support the integration of social determinants, outside of the value-based purchasing strategies
the state intends to pursus through dollars provided via the safety net pools.

Other states, including Califernia and Washington, have received federal match for integrating
social determinants intoe traditional Medicaid care management approaches through their recent
1115 Demonstration Waiver projects. That funding is unique and differentiated from the dollars
traditionally received as federal match for Medicaid-covered services that are built into the
capitation rates paid to the MCOs.

To ensure the appropriate allocation of federal dollars to support the screening and the
integration of social determinants of health and independence into the semvice coordination
process, we recommend that the state include explicit language in the KanCare 2.0 waiver
indicating that the state is seeking unique and differentiated federal funding, separate and apart
from federal matching dollars, that reimburse the state for the provision of traditional Medicaid
services.
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Telehealth

Throughout the state's waiver application, there are references to the expanded use of
telehealth to support service coordination, including face-to-face manitoring. VWe believe that
telehealth is a powerful avenue to help expand care delivery and provide accass to care and
improve outcomes for members across Kansas, particularly those living in ruralffrontier areas of
the state experiencing provider shortages.

We encourage Kansas to consider evaluating its state telehealth-related policies and remove
regulatory barriers that create restrictions for patients accessing telehealth services limiting the
use and scope of telehealth as a care delivery model. We recormmend that KDHE work with
state policymakers to consider tha following regulatory best practices we have found support
expanded use of telehealth and increase patients’ access to needed care:

+« Ensure ariginating site requirements are flexible to accommedate the patient where
they are located (home, clinic, facility) for all appropriate services;

+  Allow providers the flexibility to determine the need for establishing an in-person
relationship as a prerequisite for telehealth on a patient-by-patient basis, considering
the patient’s capabilities and limitations,

+  Allow sufficient flexibility in the value based purchasing requirements for MCOs to
include modeals that incentivize telehaalth practices,

+ Consider including bonus payments for thoughtful use of telehealth that provides
cost savings (e.g., aveids use of medical transportation from a rural elinic/hospital to
an urban hospital for specialty care/consult)

+ Expand facility fee reimbursement to ariginating site facilities through value-based
payment models/contracts;

+ Ensure that within a value-based model, telehealth visits are not reimbursed at a
leweear rate than in-persan visits far the same service.

PROMOTE HIGHEST LEVEL OF MEMBER INDEPENDENCE

independence Accounts

Wile support the state's goals to leverage the capacity and infrastructure of its MCO partners to
assist members in a successful transition from Medicaid to commercial health insurance
coverage. Introcduction of the Independence Account to the TransMed program can be a helpful
tacl in helping keep Kansans weorking while abtaining the health care services their families
need.

The waiver application provides minimal detail regarding the design of the Independence
Account structure, however standing up an account infrastructure with the capability to manage
state-approved transactions, even for a small number of enrollees, will require significant
funding and infrastructure investrnent to implement and require resources to manage cngoing
administration. To ensurea the state's investmnent in the Independence Accounts is viabla, we
recamimend mandatory enralliment of all eligible individuals in the Accounts rather than a
valuntary model. i enrolling in the Account is voluntary there is potential that not enough
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TransMed consumers would enroll to support the level of resources required to stand up the
prograrm.

Given the intention to limit use of the Accounts to the small nurber of indriduals in the
TransMed population (which includes fewer than 5,000 citizens), we recommend the state
cantralize the administration of the Accounts to one MCO. Centralizing the accounts with ong
wvander will minimize the administrative cost of the program such that KanCare is paying for anly
one instance of the program rather than three. Leveraging ane MCO will eliminate any
challenges that could be experienced by providers who will be interacting with the Accounts and
support the state's efforts to reduce the challenges providers face in interfacing with multiple
MCOs account platforms.

Kansas should consider an MCO partner with significant experience and strong track record in
managing health reimbursement and health savings accounts and both Medicaid and
commercial pepulations. This type of experience will ensure that the MCO managing the
Accounts is fully prepared to manage not enly the technical and financial administration of the
program but also the unigue clinical and social needs of individuals and families who are
transitioning off of Medicaid coverage due to increased income.

If the state is interested in leveraging its investment in Independance Accounts for the
TransMed population to support independence ameng the broader KanCare population, we
recomimend that Kansas consider the following design elements for a future state of the
program:

+ Tosupport broader goals of supperting independence and successful transition and
further leverage the planned investmant in the Account infrastructure, extend the
availability of Independance Account to the "able bodied” population targeted for
work requirements;

+ Leverage consumer-focus, high-deduectible-health plan-like tools to assist in
successful member transitions to commercial coverage,

Treat the defined state contribution level as a deductible for meadical services; and
Include some level of member contribution (very madest premium) tied to
straightforward, basic incentives and financial literacy toals.

The affardability gap in insurance coverage for those transitioning off of Independance Accounts
{just above 38% of the federal poverty level) before gualification for cost-sharing reductions and
premium subsidies in the marketplace (100% of the federal poverty level) is significant. Barring
members from re-enrolling in Medicaid after participating in Indepandence Accounts (as
currently written in the waiver application} could lead to an increase in uninsured Kansans and
potentially exacerbate uncompensated care challenges. To that end, we recommend that the
state modify its position and allow members who have Independence Accounts to become
Medicaid eligible again if'when histher income drops below the state's income threshald for
Medicaid eligibility.

A= Kansas considers its coverage strategies for individuals achieving independence through the
rnew tools to be introduced to the KanCare program as well as the state's broader system
transformation goals, we recommend that Kansas consider a new approach: achieving
coverage and supporting independence by remaving disincentives to work and family growth
created by the current system of fragmented eligibly and financial rules and consolidating the
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administration of KanCare and the state's subsidized marketplace programs (individuals
recaiving federal subsidies to purchase cover on Healthcare.goy, these eaming 100-400% of
the federal poverty level (FPL)). To achieve this model, Kansas could couple its 1115
Demanstration YWalver with a Section 1332 Innovation Waiver request. Such an approach
would:

« Consolidate the Medicaid and individual market options into a single, subsidized state-
based market that tailors benefits and cost sharing requirements across the income
continuum fram 0-400% FPL:

+ Ee supported by the existing Medicaid managed care system and aligned with the
concepts outlined in KanCare 2.0;

« Allow individuals to enrell and remain enrolled with a single insurer regardless of income
change from 0-400% FPL, thereby reducing the impact of churn as individual income
level changes and analogous coverage aptions change,;

+  Support individuals and families in growing their incormes and career paths without threat
aof losing coverage due to income level changes and offering affordable coverage as
individuals garn income above Medicaid financial eligibility thresholds;

+« Streamline eligikility and program administration for public medical assistance to
address eligibility cliffs and coverage affordability issues as individuals increase income,;

+ Provide congistent access to services and supports for individuals whose permanent
reliance an public assistance is necessary;

+« Maximize federal funding mechanisms;

+ Emphasize the shift towards commercial rmarket insurance madels for the Madicaid
population and more effectively supports indepeandence in alignment with state goals;
and

«  Simplify system administration to accelerate integration of services, penetration of value-

based purchasing strategies and advance innovaticns from the private sector (such as
commercial insurance strategies).

If these concepts resanate with Kansas policymakers, we would welcome the opportunity to
discuss these concepts further with KDHE officials at a time that is convenient for you.

Employment programs, including work reguirememts and voluntary wark opportunities

Tha waiver application includes details regarding KanCare member eligibility and maximum
coverage for individuals who are subject to work requirements. The language and table on page
11 of the state’s application imply that individuals who are subject to work requirements and
meet those requirements are only provided up to 38 months of KanCare coverage. We
recornimend that the state provide additional clarity on this section of the application to ensure
stakeholders understand the state’s intention with the proposed time limit.

Limiting coverage for those who meet work requirements could create challenges in achizving
health cutcomes as individuals whe are working and exceed a 38-month timeline will be
required to dis-enrell from the MCO managing their care. Research has shown that continuity of
care, particularly among the Medicaid population, is critical to keeping individuals heathy and
maintaining health care costs. According to the Kaiser Family Foundation, interruptions in
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Medicaid coverage can lead ta greater emergency department (ED) use as well as significant
increases in hospitalization for conditions that can be managed on an ambulatory basis.'

Kansas could consider the affordability gap for insurance coverage for individuals meeting worlk
requirements under this program design. if an individual is meeting work requirements but is not
exceading the financial eligibility limits for KanCare through the wages earned from their job, it is
unlikely they will be able to afford other health care coverage, particularly because subsidies to
purchase coverage on the health insurance marketplace start at an income level significantly
higher than the top financial eligikility level for KanCare. This approach could lead to an
increase in uninsured Kansans and potentially exacerbate uncompensated care challenges, To
that end, we recommend that Kansas net include a time limit for KanCare coverage for
individuals subject to, and successfully meeting, work requiremeants,

Additionally, the work requirements detailed in the waiver application for able-bodied KanCare
enrollees closely align with TANF program work requirements, Ye encourage Kansas to ensure
that work requirements for KanCare also similarly align with the state’s requirements for the
Supplemeantal Nutrition Assistance Program (SNAP) as there is likely significant overlap in the
populations accessing SNAP, TANF, and KanCare. Aligning requiremants across programs will
ensura that individuals are able to work to access needed banefits, streamline the state’s
administrative burden in managing rmultiple fragmented work programs and eliminate undue
burden for individuals attermpting to navigate varying requirements.

DRIVE PERFORMANCE AND QUALITY IMPROVEMENT FOR BETTER
CARE

Value-based modefs and purchasing sirategies, including MCQ and provider-lfevel infiiatives

We are supportive of the state's goals to drive innovative delivery system reform by expanding
value-based purchasing strategies. Leveraging the capabilities and infrastructure of the MCOs
to drive stronger engagement in quality improvement at the provider level is a smart and
efficient use of the state's resources.

Through cur experience implemanting value-based models in other state Medicaid programs,
vwa have found that when provider participation is veluntary, there is often limited engagemsant
and enthusiasm among providers to enter into a value-based contract arrangement. The
administrative burdens facing providers can be significant and value-based contracting can
compound those challenges, creating a barrier for MCOs in meeting value-based contracting
thresholds. To help ensure widespread adoption of value-based models to drive system
transformation at the provider level, we recommend that Kansas mandate or heavily encourage

T Kalser | ernilly Foundabon, “Whet 1s Medicaid's Impect on Access ta Care, Heslth Outeomes, and Qualty of Care? Sshking the
Record Straighi on the Evidence”. August 2013, Available at: hitp AR ergireport-sectionfwhal-is-medicaid s-impast-on-aceess-to-
cere-neglth-autcomes-and-quaity-of-care-seiting-therecard- streight-an-the-eviden pe-1s su=-hn st
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{potentially through the use of enhanced incentives) provider paricipation in value-based
caontracting with the MCOs.

This requirement should be coupled with the recognition that “one size does not fit all'. The
incentive structure that motivates one provider to engage meaningfully in a value-based
arrangement will not necessarily mativate all other providers. MCOs will need to wark with
praviders to understand their motivations, pain peints, and oppeortunities to design
reimbursement structures that drive value for the provider. MCOs should be afforded flexibility in
the state’s value-based purchasing requiremeants to work with various providers in designing
alternative payment models and value-based contracting schemes that meet them where they
are in their ability to accept risk and achieve quality measures across the continuum of
reparting, process, and cutcomes.

Quality improvement

The waiver application highlights the state's intentions to conduct its own analysis of MCO
claims data and work with each individual MCO to strengthen network adeguacy and improve
quality of care. We encourage the state to reconszider this process as it is costly and duplicative.

In contracting with MCOs, Kansas outsources both the care management and administrative
camponents of their Medicaid programs to trusted, sxperienced health plans, while the state
provides key oversight. MCOs are contractually obligated to meet quality and access standards
set by the state and CMS. Kansas also separately contracts with Kansas Foundation for
Medical Care (KFMC) to serve as an external quality review organization (EQRQ) to provide the
state an unbiased evaluation of the perfarmance of the MCO against these standards.

Re-analyzing MCO claims data will duplicate the work already conducted by KFMC (and paid
for by KanCare) and processes conducted by each MCO internally to meet contract
requirements and continually improve quality and aceess. Most importantly, re-analyzing MCO
claims data will increase the administrative cost of the program through these duplicative
processes.

Wie recommend that the state rely on its EQRO to identify gaps in the program. If an MCO
meets requirements, the state should waive the reguiremant to re-analyze MCO claims data.
The state can instead target re-analyzing claims data for MCOs that do not meet'pass
standards as determined by the EQRC. Following this recommendation will retain limited state
resources, prevent the expansion of state administrative costs, and make smart use of state
investments in managed care and an EQRO,
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IMPROVE EFFECTIVENESS AND EFFICIENCY OF STATE MEDICAID
PROGRAM

Among the MCO operations that KDHE intends to align in KanCare 2.0 is the use of a single
preferred drug list {POL) across the state. We encourage the state to reconsider its transition to
a statewide PDL and instead retain administration with the MCOs.

Several states still require managed care plans to leverage a statewide Medicaid POL to
decrease administrative burden. However, studies have shown that such policies actually lead
to increases in overall drug spending rather than containing cost. When MCOs are provided the
latitude to administer the POL, they can leverage their clinical data and analytical tools to
pramote the use of the least expensive, clinically effective medication. Drugs placed on the POL
can be prescribed without authorization by the plan and non-preferred drugs can be accessed
by plan members through prior authorization.

Retaining administration of the POL with the MCOs will allow the state to contral Medicaid
pharmacy costs, optimize the drug mix to achieve programmatic cost savings, and ensure
member access to appropriate, cost-effective medications.

Through their clinical and analytical capabilities, MCCs have access to the data and tools to
understand the most clinically-effective drugs across the wide price spectrum prescribed to their
members. As true drug prices are not transparent to prescribers or members, under a broad and
uniform statewide PDL there is no mechanism to prevent the prescription of a high cost
rmedication even in the case when a cheaper generic option may be available,

Whean given the latitude to manage the PDL, MCOs can leverage their insights to ansure that
the most cost-effective, clinically-a ppropriate medical interventions are administered, including
deploying strategies to combat the opioid crisis.

Ensuring the appropriate mix, balanced among generic and brand name drugs, is the most
effective tool states have to control pharmacy costs. Statewide PDLs are intended to drive
administrative, and therefore cost, efficiencies in the Medicaid system, but are actually rore
likely to be overly inclusive of high-cost, brand name prascriptions that increase averall cost.
This outcome is likely driven by the nature of drug rebate negotiations by states versus MCOs.

States administering the Medicaid POL often secure large rebates on higher-cost medications
but do not ultimately achisve cptimal net-cost for the drug treatment. For example, an 80%
rebate on a $300 medication creates a net cost of 680, which is a higher net-cost above a
generic alternative that has an inftial cost of 322 and a 10% rebate. Through the management of
evidence-based prescribing, enabled by their analytical capahiliies, MCOs are able to achieve

& ‘c:ompansan of Medcaid Phamnacy Costs and sz ge between the Fee-Fa-Sendos and Capiteted Seting” spansared DYy the

Center for Health Care Sirategi=s and prepared by The Lewin Group in colaboration with &CAP, January 2003, Awvailable at
hitbs it e v, cotnd-"medias LewinsSite Sectonsd/Publications'Med ceidPh armacyOosts pelf
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overall lower past-rebate costs by focusing on the mast clinically-effective drugs, rather than
maximum rebates.’

Florida Case Study

A 2016 study of the transition from MCO-managed PLDs to a statewida PDL in Florida
demonstrates this trend. In 2011, Florida moved away from a medal inwhich the managed care
plans administered their PDLs to a statewide Medicaid PDL. Express Scripts, which authered
the study, reviewed drug cost and utilization among the MCOs before and after the transition to
the statewide PDOL. In the transition to the statewide PDL, ameng the MCOs, the study found
the fallowing: *

« Owerall drug utilization declined, but overall drug costs among the MCOs increased by
45%,;

« Utilization of averall traditional, non-specialty, drug claims declined by 9% with generic
drug utilization declining by 13%; and

+ Erand name drug utilization increased by 49%.

3
The Menges Group, "State Policies Regarding Medicaid MCO Preferred Crug Lists™. March 2014
"Flaida Medicalds ...tatmman.:—ated Fevmulary: Impa'“ on Litilization and Cost,* I-“repared I:r,. Express Jrv-m5 Dietober _T_'I1l1

Available at: hiipila v
on-ul I|za1|an—and—m5t [ ﬂ:-l-i.J’.‘lb-c*JHh*’_-lbd I_A:a:nh- -1LILIb il I 10e1 04 I:-hLI#&t" aqh I:mLI"_nsl:"'Jl’_-. |:I|:|u1
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From: Nancy Abwebar

Ta: Eaplam Bepmugl

Subject: KanCame Feadback - Prefered Famiy Healthcars
Date: Tuasday, November 21, 2017 1:15:28 FH

kanCare Ben=wal

t/o Becky Ross

KDHE-Divisiorn of Health Care Finance
SO0 SW lackson, LSOB —9th

Tapeka, Kansas 85612

Dear Becky Ross,

| &am Maney Atwater with Preferred Family Healtheare, Preferred Family Healtheare provides
SUD zervices in Olathe, VWichita and WWinfield in Kansas. | am submitting the following
comments regarding the State of Kansas KanZara dermonstration 1115 {a) waiver for EanCara
20. 1 would like to see the waiver and accompanying anCare managed care request for
propaosal and final negotiated contracts expand the capacity of and access to behavioral health
services,

We sarve Medicaid eligible members for the current managed cére companies in KanCare and
hope to do so in the future. In arder to serve cur members better we want to see currently
closed mental health Medicaid codes available far cur members. Allowing us to serve these
members will increase the capacity in the system, give them access to treatment, provide
meamber chaice, and increasa the cutcormes for members, my agency, and the managed care
companies.

All locations provide ICF and OF, while \Winfield previded Intermedizte and
Reintegration, PFH has licensed Theranists qualified 1o provide meantal health and are limited
on getting paid for the services the client needs. In a contract with one county in Kansas, they
are reguasting our program to provide CO0D services, Qpening up the codes would ensure that
contract need is met. When clients are looking for services outside the scope of services PFH
will get reimbursed for, the desired services are not timely. Clients need immediate acoess and
ideally all in one setting, That also ensures their nesds are met and avaiding them not malking
it to the referred localion.

In acditicr ta better integrating behavioral health services, we would alsa like to see in the
KanCare 2.0 a replacement for the Kansas Clisnt Flacernent Criteria (KCPC) as well a5 other
reducticns in the administrative burden including uniform credentizling processes.

Thank yvou for the opportunity to provide input and | am happy 1o answer any quastions you
might hawve,

Marey

Mancy ATwater

Wice President Treatment Senvices
Freferred Farmily Healthoare
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From: Sue fnn Janz

Ta: Eaplam Bepmum

Subject; KariCare Rermve

Date: Surday, Ockobar 8, 2017 3:57:46 PM

Fanzas hlecheaid hay potenizal o deerease expenditimes on Sdedicand 10380 woald meresse paymenls o primary care
promacders. Curmenlly providers oy e no Gnaneial incenbve Lo see Medicaid. Thal mesne el palieols are seen al
Inprhier cosl Broweh TOTICS. TR bigprer cities very lew physicians see Medicnid cubside of TOITCS wt presenc. I0
pawments were improved physiciang wotld have incentive to apen their daors to more Medicaid parments.

& simple tirat stel wonld be fo insisr rhat evervone in the atats be bumped up to nral heaith ratea. This ghould he
fol loeved with payments for relavent high quality care inchiding vaceine rates and avoiding ER vizits.
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From: Biyant Andarsan

Ta: Eaplam Bepmugl

Subject: KanCame Renswsl Cormments - KanCare 2.0
Date: Tuasday, June 20, 2017 5:26:37 FM

To Whom it May Concern:

Cienerally, [ am nol opposed (o renewing {KanCare 2.0) the guast privatized KanCare program
as Tomg as the Tollowing changes arc made:

1.} Open the behavioral health intervention and assessment exdes 96150 - 96155, These
codes incentivize clinics and practitioners to practice good medicine by dealing with
behavioral'mental health issues from a first frame thinking approach. This is pooed for a coupla
al reasons. The sooner behavioral issues can be idenlilied and addressed, the beller the chanes
ol preventing more complex mental health issues From developing. This improves a palient’s
mental health and saves the healtheare svetem money by avolding more costly long-tenn
therapy, expensive medication. and npatient psychiatrie care, Often times o pationt's mental
health also affects their physical health, By addressing behaviors iimmediately, patients
becomme more compliant with the physician’s plan of care resubting in improved physical
health. Improved physical heallh saves the healthcare system money because patienis hecome
less sick and therelore require less services. The bottom line, money aside, adding these codes
will be good lor patients becavse it will resull in the improved mental and physical healih of
many paticnis.

2.y Currently, for a visit (face-to-Tace encounter), the Kansas Medicaid State Plan ouly allows
FOHCs to be reimburzed the full Meadicaid PT'S rate (enhanced rate) for mental health
services. it those service are provided to patients bv a Clinical Paychologist or a Clinical
Social Worker. The State Plan excludes Licensed Clinical Marriage Family Therapists

{LCME Ty and Licensed Clinical Prolessional Counsclors (1.CPC) From the list of healtheare
professionals that are eligible to be reimbursed at the Medicaid PPS (enhanced 1ate),
Understandably, the State Plan 15 hkely just following the language fronn CAMES. but the State
of Kansas has the tlexibility to inchule LOCMFTs and LCPCs,

Due 1o the dilMicull nature ol recruiting qualiMed, *Clinical,” Social Workers, iLis important
that the State of Kansas understands that exeluding 1LCMFTs and LCPCs can resiricl patient
access to the integrated behavioral health model. This affects the mental and phiysical health of
paticnls because they can’t aceess the care they need. When patients become more mentally
and phvsically sick because thev don't have access to the care they need, they require more
expensive services that cost the healtheare system more monev, There 18 no question that
1.CPCs and TLEWMET: are on par with C5Ws and should be reimbursed at the same rate. In
some instances, LCMFTs and 1LCPCs are even better prepared than CEWs to deal with daily
sucs that patients present with. All three of these mental health professionals arc master’s
prepared, elimically trained Lo deliver therapy, cerlified through KMAP and arc licensed by the
sane board, the Kansas Behavioral Sciences Regulatory Doard, to provide mental health
services, Therefore, we are requesting that LCMETs and LOPCs be inchaded as eligible
healthcare professionals that can receive the full Medicaid PP'S rate under the Kansas
Medicaid State Plan,

3.3 The absence of common sense adult dental benelis continues 10 be g problem. The current
kaCare policy of only paving for exans, x-raye, extractions and preventative cleanings is
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bad policy that results m the worsening of the dental healih of low ncome patients. For
exmnple, when a patient has a painful cavity they are forced to have their tooth extracted
instead of having the cavity filled hecanse KanCare will not pay for the filling, While in the
short run this solves the patients probilem and saves KanCare money. in the long run it leads to
poarer dental health and maore costly dental issucs. Having a missing looth can cause cxeessive
wadr on olher Leeth, bone loss, drilting of other lecth, and even a change in a person's hile
which can lead to muscle sorensss and tension. It is clear that KanCare’s curreitt approach to
adult dental benefits iz bad poliev and does more harm to patients than good. Therefore, we
are requesting that at a minimnm, KanCare add a benefit for fillings. [t makes no sense to
pertorm an extraction which leads to more problems when a simple filling can fix the issue,

4.y We are requesting that KanC'are develop a common insurance empanelment
(enrollment) process where providers can submil the information one fime o a secare
website and all MCOs be required to obtain the information from that location. e
current process results in delavs, nnnecessary staft time and confusion,

3.3 We are requesting that, as a requirement for participating in the Kan(Care program,
that MOOs not he allowed to subcontract with another company to handle one or more
lines of business. Vor cxample, Sunllower (Centenc) only lumdles the medieal
reimbursements, while they subcontract the behavioral health business W Cenpalico. which
then vges Lnvolve, Dach of these companies wse different process and it 1s very tine
cotsmuing mid contusing dealing with so many compamues, If an MCO wants to participate in
the KanCare program, they should he able manage all lines of husiness.

(1.} Payments should continue to become more timely and accurate.

7.3 Value Based Beiinbursement is a reasonable model for Medicare and commercial
msuranee. but it 1sn™ a workable model for Medicaid. I s not a one size fits all model. Value
Based Eeimbursement only works with patient populations that have a reasonable level of
compliance and responsibility, Az a level 3 PCMIL we do a very good job of managing the
Medicaid population by ulilizing multiple stralegies, but there are simply limitations 1w what
can he accomplished. Further, it comes at a {inancial cost to providers that they must he
reimbursed lor. 10 the State of Kasas imploments Value Based Renmbursement as the
paymaenl model for KanCare 2.0 it will lead 1o inereascd provider and patient dissatislaelion
resulting in less access to cars. If vou must inplement this model, then voumust ensure that
the goals are realistic, the reimbursement will truly cover the cost of the additional resources it
will take to improve health, hold patients accountahle for their non-compliance - not the
doctors, and be willing to accept that this model will cost the state more money. Our
recommendation is that the State of Kansas not implement Value Base Reimbursement
for KanClare 2.0L There are no gold standard studics that prove Value Based Reimbursemaent
results in a positive RO when it is the payment model for Medicaid.

Thank you for your consideration of PrairieStar's position on each of the abhove issues,

Sincerely,

Bryant
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This e-mail and any fle transmitted with it may contain PEIVILEGED or COMNUPIDENTLAL
information and may be read or used only by the intended recipient. 15 you are not the inlended
recipient of this e-mail or any of ite attachuments, please be advised that vou have recerved this
e-mail m error and that any vse, dissernination, distribution, forwarding, printing, or copying
al this e-mail or any ol ils attachments is strictly prohibited. IF vou have received this e-mail in
error, please immediately purge it and all attachments and notify the sender by reply e-mail or
contact the sender at the number listed.
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From: Caracly Wea

Ta: Eaplam Bepmugl

Subject: KanCam rarewal

Date: Zaturday, Movernber 25, 2017 B: 35:14 P

To Whom [t May Concern

I am wriling Lo veice my objeclion o the renewal of KanCare lor individuals within

the Intellectual Disability / Developmental Disability (1D /DI commuanity.

Cur son has Down syndrome and lives in a group home, kanCaze is a model for
wdividuals who are prmanly sick, nol one Lo those whose lives need constanl, lile
long oversight, and oversight that must be caretully crafted for each individual, or hope
of snccess iz small.

My husband and I support the exclusion of the IDD /DD warver from KanCare.

Sincerely,
Mary Wise
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Tt minscor, Karisis -.“.-?.":;':4-13-:':-}- &30, SA2-ASHE Fax: (A?0 GoP-A55T weww heal-hborbang

1040 East First Swenue POy B | 334

November 21, 2017

KanCare Renewsal

¢fo Becky Ross KDHE-Division of Health Care Finance
800 5\ Jackson, LSOB — Sth Floor

Topeka, Kansas 66612

Dear KanCare Renewal Team:

The KanCare Waiver application states the strang desire to have KanCare 2.0 address the soclal
determunanis of health and youth with behavioral health needs between birth and 21 years old (Waiver
appllcatmn pages 3-4); Our comment addresses ane piece of this important tirection—adequate access
of children ages 0-6 {and theair farmlles} 1o needed and beneficial behavioral health care services,

During curexperience in funding young children’s social and erhctlu nal health since 2010, we have
heard miary providers' frustration with the billing cades available in Kansas for these services. The
codes, as currently designed and authorized, make it difficult to provide ser'ulces which fully engage the
family in the treatment of young Medicaid be neficiaries; with young children, effective modalities focus
on the whole family, making family engagement essential to delivery of services. Also, existing ICD-10 -
codes forcé clinicians to place variations from typical development into."pathological categories® to
Justify and-classify services, Finally, some early childhood codes in Kansas, specifically H0031 and HUDHE
are not sufficiently open to all qualified providers and need additionai clarity on the stated required
training beyond appropriate licensure for utilization,

There are a-few small steps which can be taken to address these concerns:

. 1. Kansas Medicaid and the MCOs sanctioning the utilization of the developmentally
appropriate diagnostic system DC: 0-5, produced by the natlgnal organization ZERG TO THREE for use
with children birth to five years ald. This set of classifications, with its crosswalk Inta ICD- -10, anharnces
prufesslnnals ability to accurately diagnose and treat mental health disorders in the eadiest years. DC:
0-5is already adopted i in state Medicaid policy by at least ten states (Arizona, llinois, indlana, Michigan,

Minnasota, Nevada, New Mexico, Oregon, Virginia and Wisconsin).

2. Traln providers in the use of DC: 0-5. ZERO'TO THREE has availa hle trainings for providers
which enabie thelt use of these friendlier and mare relevant codes: The Health winistry Fund would be
willing to partner with Kansas Medicald and the MCOs to offer these trainings in Kansas. -

3. Devefop, through consultation with the field of young children's behavloral health providers.
:rggmgnate trainings for providers to have confidence in in their abilitles to serve 'y'nunp: children and
possess the skills necessary.  The current endorsement program offered by Kansas Association for
Infant Mental Health is one approach which should be recognized whenever additional
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kanCare Renewsal Page 2 November 21, 2017

training/credes r'iﬂqling Is to be required for use of specific codes. However, other approaches should be
developed in a consultatlve manner with the field and implemented.” Again, the Health Ministry Fund is
interested in partnéring to convene professional design of these training approaches and support-
implementation of these training experlences. -

4. Permit all appropriately licensed providers to bill early childhood behavioral health codes,
As implied in the earlier points, having an adequate workforce to handle behavioral health services for
young Kansans is a current problem. We need to use all public and private, appropriately licensed,
interésted and tralned providers if there is to be adequate access to these services.

Enhanced access to behavioral health services for vaung childrieh enrelled in KanCare and their families
can materially improve the long-tarm health of many Kansas children and the fun ctioning of their
families, These early interventians reduce other costs of the state medical care and child welfare
systems. We hope serious consideration will be given to making the coding and billing changes for these
services to facilitate access and encouraging professionals to train for and deliver the services. We are
willing to work with KanCare, the MCOs and our excellent Kansas professionals serving young children to
make these services mare avallable and effective.

Sincerely,
— -x{?—‘—:: =y —E :‘-'ﬂ-fl'_""‘.'-"w:::'_-";"}-- g
“Eim Maore

President

ct by email:
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From: Nancy Penca

Ta: Eaplam Bepmugl

Subject: Kancare

Date: Saturday, Movernber 18, 2017 10:01:31 FM

Flease keep the cumrent sare programs 1 place for Kansas citees, Thas i a vilad program and many, sy peopls
depersd on the services md asststance prosded by Une program
]
Sineerely.
kaney Honoe

Sanr from my i*hone
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RANSAS HOSPITAL]

A S SO CLATICN]

Todn Dell
Freddent and CEOQ

TO: Kansas Department of Health and Environment

FROM: Tom Bell, President and CEQ
Chad &Austin, Senior Vice President Government Relations

DATE: MNovember 22, 2017

RE: KHA Response to KanCare 2.0 Waiver Proposal

The Kansas Hospital Association appreciates the opportunity to respond to the KanCare 2.0 waiver proposal
on bahalf of our 127 community hospital members. In general, KHA believes the KanCare 2.0 waiver proposal
significantly adds to the complexity of the underlying KanCare program, which continues to present lingering
challenges for Kansas hospitals and health care providers. While many of these deficiencies should be
adequately addressed upon the successful implementation of the contents of House Bill 2026, KHA is
concerned about the ability of the state to effectively manage and implement the proposed KanCare 2.0
waiver in a cost effective manner. The administrative burden of tracking and operating programs that include
independence accounts, eligibility lock-out perieds and work requirements is likely to be cost prohibitive, as
admitted by the agency in its responses to implementing those items as part of a KanCare expansion in the
state (attached document from first Bridge to a Healthy Kansas Testimony). Qur specific comments an the
waiver, in order of importance to our members, are below.

Alignment of MCO Operations

Kansas hospitals, both individually and through the KHA KanCare Technical Advisory Group, have spent a
significant amount of time and energy addrassing issues and concerns related to the KanCare program that
impact not only hospitals, but all healthcare providers in the state, After over four years of discussion and
negotiation with the Kansas Department of Health and Environment to address many of these issues, KHA,

Kansas Hospital Association
215 SE B Ave. * Topekn, KS 66601-3006 * (785) 233.7435 * FAX: (TE3) 2336055 * www kha-netorn
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along with a number of healthcare providers felt it was necessary Lo introduce legislation to address some

ongoing issues. The 2017 Legislature ultimately passed that legislation in Senate Substitute for House Bill
2026,

We are disappointed to see that the waiver does not rmention several of the key itemns in House Bill 2026
pravisions in relation to furnishing accurate and uniform encounter data upon request from providers;
requirements that the KanCare managed care arganizations provide specific and uniform claims and denial
reason codes using HIPAA standards;; required changes in readmission policies; and the implementation of an
annual independent audit of claims paid and denied by each MCD and their contractors. We believe that
these items are invaluahle in achieving the aims of quality, reduced administrative burden and accountahility
necessary for the waiver proposals goal af an "enhanced provider experience,”

Prior authorization has continued to be an issue for providers, leading to its inclusion in House BEill 2026, The
waiver proposal indicates that the State’s preferred drug list will be used in lieu of prior authorization for
drugs, but does not address any other healthcare services, and provides relief to only a narrow band of the
KanCare provider network, which is out of compliance with the requirements of Section [{e}{2) of the
legislation.

Further, the waiver proposal suggests that the state will eventually automate provider credentialing. KHA,
along with a number of our member hospitals, have been part of a KDHE credentialing work group for the past
3 years. The purpose of the work group is to help guide KDHE towards the goal of uniformity in credentialing
as well as assistance in the development of a web portal for enrollment. The web portal, which is part of one
of the new modules within the Kansas Maodular Medicaid Systern {KMMS), was to he operational by October 1,
2017, This portal, which would allow KanCare providers the ability to enroll or re-validate an existing
enrollment with the Kansas Medical Assistance Program and for the KanCare MCOs, has been delayed until a
future date. Unfortunately, the waiver proposal does not include a timeline for the portal to be completed.
KHA suggests the state develop a firm timeline for implementation to avoid the possibility of continued delays.

Safety Net Pools

The waiver includes major changes to both the Health Care Access Improvement Program Uncompensated
Care Pool and the Large Public Teaching Hospital/Border City Children's Hospital Uncompensated Care Pool.
The changes proeposed to both pools are being proposed without review or discussion with the impacted
staleeholder groups. In the case of the HCAIP UC pool, this is in direct violation of Kansas statute, which
specifically states in KSA 65-6218 (c) the Health Care Access Improvement panel is established to administer
and select the dishursement of funds through the Health Care Access Improvement Program.

In the case of the HCAIP UC pool, the waiver praoposal adds 520 million ta the pool, increasing it from 541
million to 561 million, and then includes critical access hospitals in the distribution of funds fram that pool,
The waiver proposal is unclear on several points:
1. Whatis the source of the additional 520 million?
2. Which CAHs are being added to the UC poal —all CAHs or only public CAHs?
3. Iz the expectation that the CAHz will receive the entire $20 million?
4, Whatis the anticipated distribution methodology to achieve this, given that under the current
distribution formula, the CAHs would not receive one-third of the total funds available?
5. How does the inclusion of the CAHs in the UC pool impact the Cost Adjustrment Factar, ar CAF,
currently distributed to CAHs?

NdliLdie CXLEINSIVN faediings FUubiic COITIneriw Fdge 190 Ul 474



Return to Index

In the case of the LPTH/BCCH UC pool, the waiver proposal eliminates the pool and shifts the funds in the
Delivery System Reform Incentive Payment Pool, increasing the pool from 530 million to 39 million for
demenstration years 1 and 2. This consclidation ignores the extensive amount ef uncompensated care
provided by the twao hospitals invalved and does not allow them to change their DSRIP programs to address
this shift in resources and focus. |n addition, it appears the agency may not have the necessary staff to
distribute effectively the incentive payments in a timely manner with the current resources, suggesting that
additional funds will only exacerbate the delays.

The waiver proposal includes a shift in Demonstration Year 3 to a new Alternative Payment Maodel in place of
the DSRIP program. This change has not been discussed with the two DSRIP participants to determine its
feasibility or their interest in participating in the new program, given that the DSRIP program is funded in part
from intergovernmental transfer dollars provided by the DSRIP hospitals. The new APM model proposed
would include more than just the DSRIP hospitals and an unspecified amount of funding, creating a patential
for greatly reducing payments ta providers by up to 540 million.

Once apain, the waiver proposal creates an added level of complexity with no clear plan by the agency to
implement these initiatives.

Value-Based Purchasing

The waiver proposal includes a value-based purchasing component that is not unexpected as “pay for
performance” becomes the norm in healthcare. Kansas hospitals are currently participating in a number of
quality-based payment programs by a variety of payers. In order to reduce administrative burden, the
creation of a value-based program under KanCare should be developed with provider input and with
consideration to programs already in place, . The waiver proposal not only does not define the parameters
for this value-based component, it leaves the following questions unanswered:

1. How are these models to be implemented by the MOOs — are they going to be negotiated with

individual providers or are they expected to be applied broadly to all providers?

2. Will participation in these value-based purchasing programs be voluntary or mandatory?
Will the walue-based programs enhance or reduce payments to providers?
4, Will there be withholds pending certain performance measures?

W

kKansas hospitals helieve that these new models need to negotiate with individual hospitals in recognition of
the different challenges experienced by our rmembers of varying size and location. In addition, quality-hazed
programs should allow for and adeguate transition period should be voluntary and only enhance payments to
providers, since KanCare payments never cover the actual cost of providing care.

uality/Data

Data has been a longstanding issue for the KanCare program. The agency appears to struggle to provide data
regarding its managed care program beyond aggrepate expenditures and beneficiaries up until 2017, Even
now, little data is available and rarely is it provided in a timely manner. We have concerns about the ability of
the state to implement guality and data systems given the delays with the KMMS system implementation.
Before any new quality metrics can be implemented that require new data resources and analysis, the KMMS
system needs to be Tully implemented and funclioning successiully,
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Even after full, successful KMMS implementation, there are still concerns. The waiver application does not
reflect a standardization of metrics for quality between participating managed care arganizaticns. In addition,
there are no clear timelines in the waiver application for the implementation of quality initiatives and the
availability of data rescurces to stakeholders. The waiver focuses on being able to provide a 360-degree view
of the patient ta providers to improve service and outcames; however, there is no indication how providers
are going to be akle to access this information to meet metrics created by the agency.

The waiver proposal indicates that as part of its review of MCO compliance with contracts it will review 60
cases for provider credentialing and 200 cases for physical and behavioral health records, grievances, appeals
and denied claims. This scope of review appears wholly inadequate to provide appropriate contract
compliance, The total number of claims subrmitted to the MCOs incalendar year 2016, according to the
State's quarterly KanCare report to CMS for the quarter ending March 31, 2017, exceeded 4 million and the
total number of unique provider credentialed across the three MCOs exceeded 60,000,

Work Requirements{Independence Accounts

kansas hospitals support the idea of helping KanCare beneficiaries to hecome self-sufficient, as long as
reasonahle standards are put in place to insure that beneficiaries do not erroneously lose coverage due to
administrative errors and delays. The waiver proposal does not explain how the state will monitor beneficiary
compliance with work requirements, a task that will certainly require a significant number of additional staff
so that heneficiaries do not lose coverage because of inefficient tracking of work activities. If, instead, the
MCOs are going to be tasked with tracking these work activities, what systems is the state putting in place to
monitor that the tracking is appropriate and timely?

The waiver proposal includes work requirements for “able-bodied” beneficiaries, most of whom will be low-
income parents. Exceptions to this requirement include parents caring for children under the age of six, but it
is unclear why this is the threshold, or what resources are made available for childcare for parents with
children owver the age of six who may need afterschool or evening care, GED or vocational education can meet
the work requirements, however, there is no mention of special resources set aside to fund these pursuits for
KanCare beneficiaries, who would arguably already be doing so if they had sufficient resources. In addition,
the waiver proposal does not recognize the wide variance in the availability of work or educational resources
across the state, putting rural beneficiaries with Tewer available resources at a distinct disadvantape Lo their
urban counterparts who have more appartunities to meet the work requirements set by the agency,

The waiver proposal appears to include a three-year limit on KanCare eligibility for able-badied”
beneficiaries, with no indication of any exceptions for beneficiaries who cannot achieve self-sufficiency within
that window. This time limit is a mirror of the limitations imposed on the Kansas TANF program, which added
both wark requirements and time limits for food stamps. Making people ineligible for services through work
regquirerments and time limits does not equate to self-sufficiency or earnings levels that would allow themn to
purchase health insurance coverage.

The waiver proposal includes the implementation of independence accounts for Transmed heneficiaries, and
wiould prohibit participants from re-enrolling in KanCare for a specified period. Howewver, the waiver proposal
does not indicate the length or potential exceptions to this “lock-out™ pericd. The waiver proposal does not
identify additional resources to manage these accounts and “lock-out” periods —resources that will he
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necessary ta manage such a reguirement,  In addition, the waiver proposal states that families would be
prahibited from reenrolling, although the Transmed program only applies to adults. Will children lose
coverage despite their eligibility for KanCare when their parents lose coverage? Once again, Kansas hospitals
are concernad about the ability of the state to administer such a requirement without inappropriate loss of
covetage for beneficiaries.

Lack of Financial Information

The lack of any financial information available for the public during the comment peried on the waiver is of
great concern to Kansas hospitals, The additional staff and resources required to administer the additional
requirerments of the program regarding work, independence accounts, care coordination, data and guality
activities and the additional UC pool funding is not identified. KHA believes more detailed information should
be shared that clarifies how the KanCare 2.0 waiver will be funded and sustained.

Kansas hospitals appreciate the opportunity to respanse to the KanCare 2,0 waiver proposal, Kansas hospitals
are committed to providing high guality care to all Kansans and take very seriously our role as stewards of our
communities. Thank you for your consideration.

LA
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KanCare

Presentation on Medicaid Expansion
by

Susan Mosier, MD, MBA, Acting Secretary
Kansas Department of Health and Environment

House Health and Human Services Committee
March 19, 2015

{ WICHITA STATE
{ UNIVERSITY
i ca
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Current KanCare Beneficiaries

« Children

* Pregnant Women (up to 400% federal poverty level, or FPL)

* Individuals with disabilities (physical, intellectual,
developmental)

* Technology assisted children

» Kids with autism

« Frail elderly

* Individuals with traumatic brain injury

* Individuals with severe emotional disturbance

« Individuals with breast and cervical cancer

* Individuals with tuberculosis

* Individuals with HIV and AIDS

« Able-bodied parents and caretakers under 38% FPL

. KanCare
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Newly Eligible Population

* Able-bodied, low income adults between 0 and 138% FPL

. KanCare
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Actuarial Assumptions

* 0.5% population growth among all populations

* 3.0% cost growth

» 75.0% uptake on newly eligible population in
2016, increasing to 98.0% by 2025

« Federal Medical Assistance Percentage starts at
100% and never goes below 90%

* Only 35% of those that would qualify for KanCare
and have employer sponsored insurance are
dropped and convert to KanCare

« Based on a January 1, 2016 implementation date

: KanCare
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Caring for Individuals with
Disabilities

« Caring for individuals with disabilities is the highest
priority

« Since the inception of KanCare, 2,600 individuals from

the waiting lists have been offered services
» Total cost of $64.8 million

« Currently waiting for services are:
« 3,088 individuals with intellectual and developmental
disabilities
« 2,536 individuals with physical disabilities
« 230 children with autism

. KanCare

{ WICHITA STATE
EUNIVERSIT\"
| ComMMumiTY ENCAGEM,
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Waiting List Elimination
« Eliminating the waiting lists will cost $2.60 billion from
2016 to 2025, including $1.15 billion in state funds

« Kansas’ share is $97.6 million in 2016, increasing to
$133.2 million by 2025

« This population does not qualify for enhanced mafch, will
be matched at 56/44

« Estimates do not include additional woodwork effect,
including any increases from in-migration

. KanCare
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KanCare Newly Eligible

* Newly eligible population includes 157,469 able-
bodied adults by 2025

« 100% federal match ends 12/31/2016

e $771.4 million in state funds needed for first 10
years

« In 2016 average per member per month cost is
$467.09, increasing to $609.44 by 2025

~  KanCare
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KanCare ACA Woodwork

« Woodwork effect of ACA increases Medicaid
enrollment by another 36,085

« $455.2 million in state costs over 10 years for
woodwork population

« This population does not qualify for enhanced
match, will be matched at 56/44

: KanCare
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Total Costs of ACA/Expansion

» $13.2 billion in total costs between 2016-2025

« These costs include woodwork effect, newly eligible
able-bodied adults, and providing all essential
services to individuals with disabilities

« $2.4 hillion in additional costs to Kansas for these

populations over the 10 year period
« $125.6 million in calendar year 2016
» $307.5 million by calendar year 2025

: KanCare
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Populations

» Currently there are roughly 1 in 7 Kansans on
KanCare

« Assuming expansion, by 2017 that number would
be roughly 11in 5.

« Newly eligible population in 2017 represents
45.7% of uninsured adults in Kansas

- KanCare
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Challenges to Providers

* Increases total KanCare population by 45.5%

» Fees for Medicaid Services are much lower than
other payers

« For the ten most frequent billing codes KanCare pays,

on average:

+  71.3% of Medicare maximum allowed

«  44.0% of the State Employee Health Plan
+  40.9% of private pay insurance

” KanCare

{ WICHITA STATE
EUNIVERSIT\"
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Medical Workforce Impact

» KHA’s Regional Economic Models Inc. study
identifies 2,426 new health facility jobs as a result
of expansion
« Kansas already has medical staffing concerns
« 92 counties are already designated as shortage areas
for primary care

« 100 counties are already designated as shortage
areas for mental health

« Kansas already needs an additional 3,827 nurses

« Kansas ranks 37" in the percent of physicians
retained in state from GME programs

- KanCare

KanCare Extension Hearings Public Comments Page 211 of 271



Return to Index

Supplemental Hospital Payments

$319.2 million all funds in calendar year 2014

« Rate adjustment for hospitals - $123.0 million
+  25.8% above regular fee, funded through provider assessment

« Disproportionate Share Hospital - $79.9 million
+ Payments made to hospitals that have a disproportionate share
of uninsured patients

+ Health Care Access Improvement Program -
$41.0 million

« Payments made to hospitals based on their uncompensated care
costs, funded through provider assessment

. KanCare

{ WICHITA STATE
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Supplemental Hospital Payments

Large Public Teaching Hospital/Border City
Children’s Hospital - $39.9 million
« Payments to KU Hospital and Children’s Mercy

Graduate Medical Education -$15.0 million
+  Payments made to hospitals that have a residency program

Supplemental Medical Education - $11.6 million
« Payments to KU for teaching physician time designed to offset
lost wages due to teaching rather than practicing

Critical Access Hospital Adjustment Factor - $8.8
million
* Rate adjustment added on to each claim

14 Kan C arc

{ WICHITA STATE
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Hospital Impact

« |In 20186, the costs of the newly eligible population would
be $645 million, $250 million of that would go to hospitals,
and would be distributed as follows:

All Hospitals $250 million
+  Top 2 Hospitals $63 million
» Hospitals 3-10 $62 milfion
« QOther Non-CAH Hospitals $106 million
» Critical Access Hospitals $19 million
" KanCare
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Additional Administrative Costs

» Current administrative costs are approximately
6% of Medicaid spend

« Staff needed to administer the program and provide
effective program oversight; projecting between 40
and 60 new employees would be needed assuming
simple implementation

« Contractual costs for eligibility determinations

« Contractual costs for implementation

» KanCare
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Expansion Issues

« \We need to encourage independence in the system, not remove
incentives to achievement

« No state has been approved with a Work program as part of the
expansion package

+  State will be in the middle of renegotiating KanCare with MCOs,
CMS, providers, and patients; in addition to being in the process of
implementing a new Clearinghouse and a new Medicaid
Management Information System

+ A number of recent CMS3 policy changes support cost shifting to the
states

- KanCare

{ WICHITA STATE
| UNIVERSITY
| commumiry EncacEm
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What If

» |f the federal government rolls back to regular
FMAP in 20187

increases Kansas’ costs by $319.1 million in 2018,
increasing to $391.6 million by 2025

$2.75 billion in additional state funds by 2025 at
regular FMAP

- KanCare
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Other Issues

« |If our assumptions are off, even slightly, it can

have major consequences

« Each additional 0.5% in population growth above
assumptions would increase the Kansas share of
costs by an additional $89.8 million over the 10 year

period

+ We do not know this population
« Could be a much higher percentage of high-cost
individuals than is being predicted
« Very little comparable data

2 KanCare
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Expenses vs Revenue
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A Kansas-Based Solution

» Take care of our individuals with disabilities first
» Be fiscally sustainable

« Reflect Kansas Values, e.g. provide pathways to
independence

- KanCare

KanCare Extension Hearings Public Comments Page 220 of 271



Return to Index

KanCare 2.0 Waiver Proposal Talking Points

kansas hospitals have been committed 1o the improverment of the KanCare program over the past five
wears, both individually and through the worl of the KHA KanCare technical adwisory group. [tis in that
spirit that we offer the following comments regarding the KanCare 2.0 waiver application.

Alignment of MCO Operations (g, 23]

Kansas hospitals appreciate the inclusion of some of the pravision of the KanCare contract legislation,
HB 2026, in the walver and suggect the inclusion of the following items:
1. The standardization of prior authorization for all services — the waiver appears to include

anly pharmaceuticals,

2. Provisions [or accurale encounter dala use in stale reporting 1o providers upon
TegLakl.

3. Inserting lanpuage that indicates the automation of provider eredentialing would be
implemented no later than December 31, 2018,

4. Llectromic submission of prior mthorization requests should be i place by Januvary 1,
2075

Uncompensafed Care Foal {pg. 22)

1. The changes to the UC pool have not been reviewsd or approved by the Health Care Access
Impravement Farel, which is statutorily responsible for the distribution of all of provider
assessment funds, incluging the UC paal. This is in direct wiolation of state statute.

2. Thers is no source identified for the additional funding the agency proposes to add ta the
JC poal for critical access hospitals.

3. ltis unclear wnether all critical access hospitals or only public critical access hosgitals are
going ta be included Tn the UC poal.

4. The additional funding is added to the U pool with na plan for distribution of the funds.

Virlue Bosed Purchosing {pg, 1.5]

Kansas bospitals are committed to providing high quality, accessible healthcare to all Kansans. In
reviewing the KanCare 2.0 waiver, we believe there are some acditional clarificaticn that is needed
regarding the state’s initiatives.

1. How are these models ta be implemented by the KanCare MCOs — are they going to he
negotizted with individual providers ar are they expected ta be applied broadiy to all
providers?

Will participation in these value hased purchasing programs be waluntary ar mandatory?
Will the value-based programs enhance or reduce payments o providers? Wil there be
withhaolds pending cartain parfarmance measures?

[t

Lk

valityDoia (pg. 17

Arcass [a data has continued to be g concarn for Kensas hospitals and we believe there are some key
data items that should be Tncluded in the walver.

NdliLdie CXLEINSIVN faediings FUubiic COITIneriw Fdge €241 Ul 271



Return to Index

1. The data metrics and definitions for quality should be standardized across KanCarse WIC2s and
praviders (o avoid confusion and guarantee the best data resources.

The waiver indicates that mare rokust analysis of data will e available o stakeheolders, but
does not provide a clear timeline for when those resources will be available, or how those
resources will ce made availaole,

]

The state standards for KanCare MCZO compliance review should be statistically valid.
Engage provider asscciations in the develapment of meaningful, stancardized guality—based

performance measure to ensurs sppropriateness and consistency of measures acrass KanCars
WICOs and avald increased administrative burden on providers.

Waork feguirements STime Limited Benefits {pg. 101 ndependence Accounts (p2d)

Kansas hoapitals recagmize the ctate’'s commitment to moving KanCare bereficiaries towards
independence, but have a few questions/concerns about the implementation of thece initiatives.

1. How will the state monitar complianee with the new program requirements far beneficiares
in a timely manner tainsure that no beneficiary inappropristely loses servica?

4. The waiverincludes work requirements beneficiares, but dogs not address issues like
childcare for parents of children age € and older, or funding for education,

3. The waiver includes a three-year limit on coverage for baneficiaries required to mest work
requirarments but does nat include exceptions for issues like work and training availability,
hirth of additiona! children, stc.
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Denny L. Leak, Ed.5.
Autismn Specialist / School Psychologist

September 14, 2017

KanCare Renewal

Clo Becky Ross

KIDHE INv. of Health Care Finanee
900 8W Jackson

L3OB 9th floor

Topeka, K8 66612

Gireelings.

I am writing to express my deep concerns about the terrible things von have done to
Kansas Medicaid autism services. This letter i3 indended to be included the KanCare
renowial process as fecdback from a highly invested stakeholder,

First, T want to explain my perspective on this matter, 1 have been a school psychologist
for 27 years. I was one of the very first Autism Specialists in the State of Kansas in 2008,
when the Eansas Autism Warver began. 1 have participated as a solo Awism Specialist
provider and a member of the Kansas Aulism Advisory Commillee sinee about 20100 As
vou may know, [ do this ax a service Lo kids with aotism. [ s nol paid nor are my
expenscs paid lor me Lo drive across the slale Lo allend those meelings,

The Autism Waiver, as a program administersd through EMAP and KDADS, worked
pretty well I did not have pervasive problems with claims and payments. [ want to
emphasize that T have T have successfully billed claims on the KMADP website for vears,
but this yvear has been a wreck. T would like to make a list of my deep concerns over how
vour KanCare propram has turned ot

1. Claims payments have been temble. This year has been o disaster. Al one point in
Maw | was lookmg al my clamms and oul of 36 claims submilted, 18 of them had been
denied. 1 called Sunllower today lo ask Tor an updale on several denied elaims. Karlier
this vear, after months of denials from Suntlower, I called and asked for help, [ was told,
" Well darn there's the problem. Your ¢laims were all sent over to the medical side and
they don't have vour authorization.  We'll reprocess then on behavioral. Call us if vou
don'l get anything back.”  Well, that was on 771317, Today 1 was (old that there is no
record ol my claims in the syvatem. 1 owas asked to resubmil miy clamns For May 16, 19,
and Tune 7th once again. T have serions complaints about the failure 1o achieve timely
payinent of services., [ wish that the employees and expensive managers of the billing
and clanmns deparbinents got paid with the voery sane efficieney that they pay ni.

I used to have one code that T used tor hilling H2019 and T was given 30 hours of service
to a child with severe autism for | vear, At the start of this year I was told to bill under
the new T-codes, Now, T have a list of 4 or 5 difterent codes AND T have to fill ot forms
and ask Tor avthorization every 4 months. 1 have 1o divide up my alloticd number ol units

Return to Index

NdliLdie CXLEINSIVN faediings FUubiic COITIneriw Fdge €453 Ul 471



Denny L. Leak, Ed.5.
Autismn Specialist / School Psychologist

of service into codes that no one trained us on. In fact, T have not even heen sent an
inwitation to the training proprams that have been offered 1o apency hilling staft,

So_ al the slar ol this year, my new clams Tor the T-codes woere retumed. denied. [ was
1old 1o go back and bill under the old H-codes and 1 should get paid in 60 days. Months
o by and 1 was rejected again and told o bill under the new T-codes. This was the worst
under Amerigroup. So. I billed again with the Teodes and those claims were rejectad
becanse they were duplicate claims for previously filed claims on the same date. 1 still
have not been paid for some of then. [ had to re-file claims because it was too contu=mg
[or them Lo hill a week or a month at a time. 1 had (o re-Nle with each single date ol
service on ane elaim. Now, o make things terribly sweet, they have senl me a Notice of
Recovery of overpayment. What a terrible terrible thing vou have created. Not only do
they change the rules all of the time, fail to provide training, but they want money back
because they overpadd me. Also, | have had claims rojected bocanse 1 billed too many
units of cerlain obscure code numbers n one day. No one ever trumed me on how many
units of a code I was allowed to hill in one day. How am [ supposed to gather vast
ameonnts of data on an autism training program with 25 goals, convert 10 graphs, write
Individual Behavior Tlans, create spread sheets, write detailed behavioral instructions,
and print documents in 1 hour.  Please enlighten me.

Ome more issue with claims. The siluation with billing a primary msurance carrier belore
billing Medicaid is terrible. DBlue Cross Dlue Shield has different requirements for
paperwork, docuinentation, and procedures. [ mn totally spending more time on billing
than I spend on working with kids. T am so angry, I eould puke.

2. Processing all of the arcane procedures needed for credentialing and contracting is far
too lone,  First off, why doees it take CPS 6 to 8 weeks to process a backsround check
when all of the other checks are done inone day,  I's hard to 'md an U8 in-home ABA
worker. 1 found o wonderlul collese student in the specch language program that wanted
o work or us. She wanted 1o work with kids with aubism, Thal was November, She was
nol truined. checked, eredentialed, numbered., and approved uniil September. It took near
10 meonths, GUESS WHAT 7 She found anether job, This has happened multiple times
for me. Are vou wondering why you are spending millions of dollars on training autisin
providers and vou don't have an adequate pool of workers. It takes too long and it's too
convoluted and obscure. Mo one wants Lo deal with vour hilling problems, poor payment
history, and the reimbursement does not cover the cost of llling time.

3. You have created a svstein which precludes the possibilitv of having solo providers. 1
amn 4 solo provider for several rural counties and | also take clicnts as an cmployes of
Rambows United in Wichila. Kansas. 1 will not take any more solo clients. 1 can't alford
it. Literally. T spend more time on billing, re-hilling, and trying to find out what is wrong
than I spend serving kids,

Return to Index
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Denny L. Leak, Ed.5.
Autismn Specialist / School Psychologist

You have killed my private practice. T could not pay my property tax on time becanse T
was over 32,000 behind in receiving payvments, Y ou won't have solo providers in 90% of
Kansas because it's too hard to get training, cradentialed, contracted, complete hilling,
and gel paid. 1 am so happy that 1 never hired any o my own 118 workers. 1 would not
have been able Lo pay them.

So, I'm SURT that vou are saving money becanse vou are not serving kids. You are
spending a vast amount of money on a massive insurancs industry that is set up to make
it hard to bill and survive. Take a look at how many providers vou have and how many
kids receive services [or autism. 1 would have to think it is [alling like a rock.

4. Participation of the Autism Advisory Committee.  Apparently, KIIATIS does not need
at advizory committes any more.  The hansag Autism Waiver was started by a
wonderlul group of people who wanted 1o see tlus vory special group of disabled kids
receive carly inlervenlion. The original walver was wrilken by unpaid volunleers with
passion and love for kids. Tt WAS a very cool program. Tt is not anvmore. 1 think it has
been over a vear since there was a meeting of the Autism Advisory Committee, We do
not receive any news or updates from KDADS, [ guess KanCare does not nead a public
steering group ol committed stakcholders Tor ils gulism program.

OUTTCOMES:

1. [ canmot afford to work for vow, 1 have 8 vears of college: | an a livensed school
pavehologist and Autisin Specialist; and [ made about $12,000 lagt year after expenses,
Literally, T could have made more momey working at Mclonalds Nipping burgers.

Thank you =0 very much. T live in Sumner County, the 23th most populous county in K5,
and have worked with clients in Surmmner, Cowley, Butler, and Sedpwick. With this
population, | cannot make enough money Tor this job (o be worth the problems. The
other 80 counties i Kansas wilh less population than Sumner will nol have cnough
population For anyone lo make o decent living as an Aulism Specialist either. Just a
reminder, yvou don't puy for mileage, travel time. or elient expenses. 8o, for g one hour
homie visit for me to see a clisnt in EI Dorade, T spend over 2.5 hours on travel, Look at
the math. I getpaid 370 for a that home visit and T have a 34 travel expense and 1t takes
me 3.5 hours of the day for a 1 how home visit. After nuleage costs, I get 530 divided by
3.5 hours = $8.37 per hour ANII T 561l have to bill my session and see il gels rejected,
which happens al a rate of 30% lately, and then [ have months of follow-up calls and
resubmizsions. My wage per hour drops to about $2¢ hr when T have disputes and
rejected elains. 1 have recruited 2 specch therapists to work on the Autism Waiver. The
frst one guil afler the Tirst month when she started billing. She remaing, to this day, very
angry al me for getting her into KanCarc. She will not falk foome, 'The sceond one quil
atter one year and the new changes in hilling codes. Just for fun. Take a look at how
many speech therapists are working with kids on the Autism Waiver, If's only going to be
2 or 3 who work in large organization and provide only office-based services. No one
clse can alTord to work Tor vou. s thal vour objective ? 1L Tooks like it is.

Return to Index
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Denny L. Leak, Ed.5.
Autismn Specialist / School Psychologist

2.1 love working in early intervention with kids with mitism. T really do, We have some
amazing II8 workers that pour their soul into this work. T really have lzarned o0 much
aboul ABA and how well 1L works with kids with autism. [ ean tell vou thal my
cxpericnees with kids have been profound.  We have changed the trajectory of entire
lives. We leach kids how wo leam; how o communicale; and low 1o Lake care o
themselves, The earlier we can start the better. When vou get to work with voung
children, you create a seaffold for learning that changes the complete track of thew hives,
This reduces the amowtt of special education services that are needed i fidore vears m
public school. This reduces the Tile time costs of support services. T have seen our
participants dismissed from special education and enter regular education. T have clients
who will hold jobs and will pay taxes. For all of this, T wish to thank the kind people who
started the Kansas Autism Wailver ind to Dr. Linda Heitzmam-Powell at KCART for my
training,

3, I'want tothank yvou at KanCare, It it wasn't for the complete mess that vou have
created, I wouldn't have found my new job. T wouldn't have been locking it vou paid my
claims. I would have continved worling for less than a McDonalds emplovee becanse 1t
was 0 amaxing Lo change lives lor kids with aulism. [ guit. [ am taking a job oul ol
stale. For the past 9 years 1 have served § Lo 10% ol vour Lotal Aulism Waiver as the
Autism Specialisl. You just Tost 1% ol your work loree.

4. Bural Kansas will never have access to ADA for Medicaid kids, Solo providers
camiot make a living doing this. There will only be a few nonprofit agencies that

struggle to serve children with autizm. Take a look at the map of providers that vou have
now, [sn't it curicns how much money vou spent on training and no one joined the party.

Sincercly,

Deswwy L. Leak, Ed.S.

Return to Index
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November 20, 2017

KanCare Renewal

cfo Becky Ross

KDHE-Duvision of Health Care Finance
900 SW Jackson, LSOB — 9 Floor
Topeks, Kansas 66612

Dear Secretary Mosier,

The Kanszas Chapter, Amenican Academy of Pediatrnics (KA AF) represents over 90% of the practicing
pedigncians in the tate. The KA AP has the fundamental goal that all children and adolescents in Kansas
have the opportunity to grow safe and sirong, Itiswith thiz goal in mind that we want to thank you for the
opp orfunity to provide comments on the proposed Kansas Depattment of Health and Essironment
{(KDHE) KanCare 2.0 Section 1115 Demonstration Renewal Application

We wnite today to express owr concerns with this proposed renewal application for KanCare 2.0, which
would create signifi cant barners for some low-ncome parents as well 2z former foster care youth. Unlike
other state waivers that increase access to care via the Affordable Care Act’s (ACA) Medicad expansion,
Kansas 15 seeking waiver authority to make changesto Medicad that would affect traditionally eligible
Medicaid popul ations. These changes could have anegative effect on the health of our state and halt the
progress we have made in decreasing our winsured rate

Specifically, we are concerned with the following proposed waiver provision:

* Thew ork requirement/35-month Medicaid coveragelimit. This provision would only dlow
certain adult beneficiaries, including former foster care wouth, to only receive coverage for a 3-
mornth cumulative tine limit over 36 months unless stated work requirements are met. Even those
who tneet the new work requirement would only be eligible for 36 months of Medicaid coverage,
when previously there was no time lirit on coverage for thas population. As Kansas hasnot
expanded its Medicad program as allowed under the ACA, this means the newly established
work requiremnents would apply to traditionally eligible beneficianes, many of whom are at
signi ficantly low incomes. While we appreciate there are several populations that would be
exempt from these requirements, such as children, pregnant women, and parents and caregivers of
children under 6 or taking care a family member wath a disability, we remain concemed that
Medicad coverage might be punthvely denied for those who are unable to meet this work
requurement.
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Studies have shown that 8 in 10 Medicaid eligible adults hve in sworking families and almost 60%
work themschves.! A 2014 study showed that only 28%: of emplovees of private firms with low
average wages obtain health insurance through their jobs, and 42% are not even ehigible for
emplover sponsored coverage.” demonstrating that simply being emploved docs not guarantee
these individuals will be able 1o obisin health insurnee,

Additiomally, as former foster cave vouth are not specifically exempt from this proposal, we are
conecrncd about their inchuzion. Former foster care vouth arc a particularly vulnerable population
that has disproporlionalely high roles of bolth physical and behavioral heallh 1ssues, Belween 33-
0% of vouth entering foster care has at least one chiomie or acute health condition that requires
ireslmenl, while between 50-73% has o behavioral healih tsswe thal may mequirs mental health
treatment.” Putting up harticrs to needed care for this population would result in both medical and
fmaneial hardships Lor thoss with the most need al @ me when they are just starting oul on their
own, This 1s al a time when the state™s fosler care program iy already under serutiny

Fream am administrative standpodnt, there is no apecific process in place for tracking this proposed
prowision, nor is there an accounting of potential costs to the program. If additional resourecs arc
fiecessary to implament the work requirement and time limited eligibality, would those fuands
wome [rom the existing Medicaid budget, (o the determinant of providing carc? We are conccrned
that this additional administrative burden (o kanCare conld resuli in fewer revources 1o provide
scrvices and improve outeomes.

The original intent of the Medicaid program is to provide nceded coverage to low-income
residents—most of whom alresdy work—who cannol allord privale insurance, Adding an onerous
work requireiment and coverage time limit as proposed contradicts the very nature of Medicaid as
a health cars lifsline for those most in need,

This waiver proposal creates additional complexity to the Medicaid program for traditionally elighle
bensliciaries whils likely adding 1o administrative cosls, The walver s also likely Lo inereass heualth care
syslem cosls, incloding thal of vneompensated care lor the ndividuals who inevitably lose coverage,

We commend the state’™s ellorls Lo inercase care soordination and transition the Medicaid program Lo a
more value-hasced pavment system, and appreciate the opportunity to offer additional comments on thosc
provisions:

+  {Coordinating services to strengthen social determinants of health, We support greater
coordination of scrviees in order to integrate health care and health-related social services to hetter
address the social, envirommental, and behavioral factors impaciing children™s health, Expanding
pervices 1o includs assisting beneficiaries with seeessing aflordsble food and housing and
providing job training and skills are all important supports that would serve to benefit those living
in poverty. However, as elearly stated above, we do not support a work requirenient as an
approprinte means o determine cligibilily Lor health soverage as this would only scrve as a bamier
Lo woverage Lor some populalions,

! hitped it orgmedicald/ssue b rief/und erstanding-the Inte rsection-of-medleald-and -work

* https:/fmeps.ahrg Eov/mepsweb/survey compfinsurance.jsp

? hitps//child welfaresparc.cr gfwp-conte nt/uploads/2014/07//3-The-Afforda ble-Cars-Act-and-Youth-Aeing-Out-of-
Foster-Care. pdf
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Value-based payment models. We understand the sate’s desire to transition to value-hased
payment models in the Medicad program and support efforts to male such a payment system
work for the state, pediatricians and other providers, and children and families. Howesrer, & you
dewvelop astrategy to incentivize providers by incorporating performance and quality initi atives,
we would request that you engage pediatricians in that work. There are inherent differences
between adults and chil dren which require special consideration when developing value-hased
payment models for pediatnic populations. Children make up more than 63% ofthe total Medicaid
population in Kansas,* so any payment model should take chil dren, as well as pediatrics, mto
consderation when being developed.

Alignment of MCO operations. The KAAF sppreciates the state’s efforts at simpli Bing and
greamlimng various processes providers must manage due to confracting with multiple managed
care organizations (MCOs). We would request that as you work to create single processes for
health screemngs risk assessments, prior avthonzations, and credentialing across MCOs, vou also
work with prow ders to produce systems tha serve to limut the admunistrative burden on prachices,
so that zo the prownder’s focus can be on patient care and improved outcomes. Additionally, as
you develop a angle health screening tool and health nsk assessment tool, we would appreciate
the oppottunity to offer our expertise as pediatricians so that these tools will consider the different

and spedfic needs of chuldren wersus adults

Thank you for the opportunity to provide comments on thas renewal application. We hope the state takes
the thoughts o f Kansas™ pediatricians into consderation as it contemplates changes to thiz renewal
request. [fvou have questions regarding our concerns, please contact KA AP Preasident, Jennifer Mellick,

MD, FAAP, »t R

Sincerely,

Cynnaies R metdee mp FAAF

-

Jenmifer Mellick MD, FAAP
President
Kansas Chapter, American Academy of Pediatrics

.:__.;IC)*-J' If-’ln i;b Wi LeyD

Lisa (ilmer, WMD) FAAP
President-elect

4 £

LA

\ | e Fpldy
- ."F""JII r

o
Dennis Cooley, MDD, FAAFP
Treasurer

A https s aap. orefen-us/Documents/federaladvocacy e dicaldfackshe et _kan sas pdf
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L@adingAge“

Kansas

To: Kansas Department of Health and Environment
Fram: Debra Zehr, President/CEQ and Rachel Monger, Vice President of Government Affairs
Date: Navember 22, 2017

Re: KanCare 2.0 3ection 1115 Demonstration Renewal Application

Leadingage Kansas appreciates the opportunity to offer our respeonse to the KanCare 2.0
Section 1115 Demanstration Renewal Application, an behalf of our 155 senior care member
organizations.

Value Based Models and Purchasing Strategies

In KanCare 2.0 the state plans te promote “provider payment and/or innovative delivery system
design strategies between MCOs and their contracted providers.” While it is not 3 surprise that
the state of Kansas plans to follow the current trend of value based purchasing in health care, it
is very concerning to us that the waiver applicaticn gives no detail on what types of strategies
MCOs will be allowed to use, The anly limit is a requirement of state approval.

The waiver application remains silent on many questions, the answers ta which may have a
profound effect on providers, and their ability to continue operating. LeadingAge Kansas
strongly objects to any value based purchasing strategies in which an MCO withholds a
percentage of payment pending certain performance outcomeas. Any alternative payment
models must invalve enhancements, net withholds. We also believe it is very important ta
make participation in value based purchasing voluntary, and individually negotiated between
each provider and MCO.,

It is absolutely essential that KanCare 2.0 retain the current requirement that MCOs pay no less
than the reimbursement rate set by the state for each provider type. Any alternative payment

methodologies put forth by an MCOC must not cause the reimbursement to dip below the state

established rate, unless it has been individually negotiated with the provider, and approved by

the State.

A pay for performance system that withholds payments is based on the assumpticn that the
provider was receiving an adequate payment in the first place. That is not the case for Medicaid
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providers. Longterm care and community based services are struggling mightily under changes
that Kansas has made 1o the Medicaid pragram in the last two years, They are severely
underfunded, and they are struggling with a workforce crisis that some days feels
insurmountable. The idea that a mandatory value based purchasing strategy would take away
money that providers desperately need to operate, and then instruct them to operate better if
they want to earn it back, is absurd, Quality of care is strongly connected to reimbursement —
money for staff, for services, for equipment, for specialists. The list is a mile long. A value based
purchasing system that withholds payments will nat drive up guality, it will only drive out
providers.

Alignment of MCO Operations

The administrative burden that comes with the challenge of working with three insurance
companies with three different sets of rules and procedures has not lessened, We anticipate
that it will cantinue throughout the life of KanCare, and we do not want the hidden
administrative costs af this new system to fall to the wayside in the managed care discussion,

The burden being borne by providers is significant, and adds to the cost of care for persons on
Medicaid. Costs with which Medicaid reimbursement has never been ahle to keep pace. The
increased administrative costs for our members make their service to vulnerable elders harder
to sustain. Itis a danger to the guality and capacity of the Medicaid systerm.

We appreciate the inclusion of provider experience and administrative burden in the waiver
application. Howewver, we found it very concerning that the changes referenced in the
application do not address the new requirements set into place under Senate Substitute for
House Bill 2026, Legislation that was passed by the state legislature this year, and was
supported by Leadingfge Kansas, along with every other Medicaid provider type and
association. Some of the key iterns not mentioned in the waiver application involve detailed
explanations of claims denials, independent claim audits, and encounter data for providers. 1t
was also disappointing to see that the only prior authorization change referenced in the waiver
application is for the state's preferred drug list, We believe this to be in contradiction to 5 5ub
for HB 2026.

Metwork Adequacy

The waiver application addresses standards for measuring MCO network adequacy, however it
does not indicate whether the current open networle standard of “any willing provider™ will
continue with KanCare 2.0. We believe it is essential to the health of consumers, and the long
term care providers that serve them, to preserve an open provider network with every MCO,

Consumers must be able to access the services that they need, and whenever possible, in the

setting they choose, Consumer choice in aging services is essential to gquality of life. Restrictive
networks decide where people live, often for many years —and may also cause a long-term care
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resident to uproot their home once they spend down to Medicaid eligibility. In order to
suppaort and promote consumer choice, KanCare must continue to require contracts with any
willing provider,

NdliLdie CXLEINSIVN faediings FUubiic COITIneriw Fdge £3£4 U1 471



Return to Index

-

NGE.TEI.E6743
316.283.6830

MIRROR -3

EanCare Renewal

cfo Bocky Ross

KIHTE-[vision of Health Care Finanee
gon SW . Tuckson, TSOR — glh

Topeka, Kansas 66612

Dear M. Ross,

FPlease aecept the following conmmments vegarding the State of Kansas KanCare demonstration

L1 Ca) wanver lor KanCare 2.0, As Lhe leder ol a skailewdde subslanes use disorder Lrealmenl
program, 1 would like Lo see the waiver, accompanying KanCare managed care EFT and final
negotiated contracts eaxgpand both the capacity of and access to behavioral health services. "This, [
[eel, would meel a cribical need 1n our skale.

Blivror serves Medicaid-cligible members of the corrent MOOs in KanCare and hapes to
conlinue doing soin Lhe lulure, Tn order Lo beller serve our members, we need access Lo
currently closed mental health Medicaid eodes. Such a change will allow us to betler serve these
members through a managed continuum of care, [twill incrcasc the capacity in the corrent
systomi, giving members aceess to treatment, better choiee and improved health care outeomes.

blirror currently serves about 600 elients at any given time through fonr residential and ten
cutpationt facilifics across the state. We try to coordinate work with commmunity mental health
een lers 43 besLwe can, bul olten Faee road blodks. For example, in one region in which we work,
Lhe communily menlal health cenler refuses Lo provids service Lo anyone who does nol have
commercial insurance. As a result, we have had to hive onr own peyehiatric personnel to provide
menkal heallth services for which we cannol be compensaled.

In addition to better integrating behavioral health services, we also advocate that KanCarve 2.0
include o move lunclional replacement lor the Kansas Clienl Placemenl Crilera (KOTPC) as well

as other reduclions in administrative burdens, including uniform credentaling processes,

T will be: huppy Lo amswer any quesbions vou mighl have, Thank you lor Lhe opporlunily Lo share
my recommendations.

Sincerely,

Barth [Tague
President & CLO

130 Eastc 5th Street + PO Box 711 - Mewton « Kansas - 67114
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@nAMI Kansas

Mational Alliance on Mental lliness
MNovember 21, 2017

KanCarz Bencwal

o/o Becley Ross

KDHE, Mivision of Health Care Finance
900 SW Jackson, LSOB — 9% Floar
Topeks, K5 66612

Dear Ms. Rosa:

Tollowing are comments from NAMI Kansas on the KanCare renewal application
begirming with gensral comments and then addressing more specific concerns
about the program,

General Comments

The proposed application does nol address the problems which have plagued the
KanCare program since its inception relalive o improving access to care and
services and improving outcomes. The application lacks details aboul how the
state will implement key provisions. We are concerned that critical legislative
oversight has not been incorporated and that no effective ombuds program has
been incorporated.  No provisions have been made for local resources to help
individuals apply for and navigate the svstem or to address the continued backlog
in processing applications. Key consumer protections and due process have been
lacking in KanCare and remedies are not addressed in the application.

Based on our review, we believe that the renewal application will perpetuate
burcaucratic red tape lor the state ageney. MCOs, providers and KanCare
members. The proposed renewal ereales the need for additional state staff and
resources for managing the Medicaid program and we arc concerned that without
the commitment to pit those resources in place that the management of the
program will sulfer.

We are deeply concerned that KanCarc 2.0 creates additiomal barriers for
individuals and families to recess the program when we should be simplilying the
process of meeting the health care needs of Kansans who depend on the essential
services offered through Medicaid,
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Emplovment Servives

We have been disappointed with the lack of employment supports provided to KanCare members
with mental illness. Unemployment among individuals with serious mental illness is mote (han
80%. We have an established evidenced-based practice in mental health settings for engsapement
of individuals who are seeking w become productively employed. This practice is known as IPS
Supported Employment (Individual Placement and Support).

There have ingdequale incentives and lack of leadership by the state in advancing the IPS
program among Community Memal Health Center (CMHC) providers. The data around
cmployment of persons with serious mental ifness is compelling with 60% of individuals
expressing a desire lo work at least part-time.  However, only haif of Kansas CMCHs offer the
IPS program and overall the penetration rate for the program among the targel populalion iz
around 20%. Even at the CMHCs which offer a strong program which meets fidelity standards at
a high level, we are net reaching the destred numbers of individuals in the target population with
these essential emplovment services.

State agencies have pointed to MCOs as bearing vesponsibility for making progress and MCOs
have consistently looked to the state for direction and guidance. Meanwhile, we've lost ground
with the implementation of [PS during the last few yzars. Any continuation of KanCare beyond
2018 must address our condinued neglect of employment services for our population. We believe
that employment (along with housing) is a cormerstone of recovery for individuals with mental
illness.

Continnity of Care

Medicaid benefits are currently terminated for individuals who are incarcerated and those who
are commilied to state hospitals. KDADS and KDOC have developed work arounds to remedy
the problems associated with the lermination of benefits, vet the key policy issue requiring
terminetion of benefits has not been addressed in the renewal application, What's at stake here 1s
the continuity of mental health care for KanCare members who end up in the state hospital or
county jail and who, upon release, find themselves with no coverape and having to re-apply for
Medicald benefits. Given the historie backlog in application processing, this is especially cruel
and disruptive to ong’s continuity of care ar critical times of re-cntry following a hospitalization
or incarceration.  Given the fact that we have five times as many beds for people with mental
illness in jail and prison than we provide in state hospitals, there is a particular need to address
this policy gap for individuals entering and [eaving our county jatls,

Tohaceo :

KDHE should strengthen support tor and use of tobacco cessation bemefits by KanCare
recipients.

There is some encouraging data in the application aboui engagement with beneficiaries around
smoking cessution. However, Kansas has been among the five states that make it hardest for
smokers to get anti-smoking medication.  This botlom tier of states provides medication support
for only 1% to 6.5% of Medicaid recipients who smoke. The utilization rate for tobacco
cessalion services in Kansas was actually below previous measures and we have been unable to
get a more recent update [rom KDIE about any expected increase in that utilization rate,

2
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Currenty, the annual Medicaid costs caused by smoking in Kansas 15 estimated o be $237.4
million with 36% of Kansas Medicaid participants reporting use of tobacco products. Use of
cessation benefits among these participants is very low — for example, an analysis of 2013 claims
data found that oniyv 3% of estimated smokers filled a sevipt for 2 quit smoking medication.
Likewise, an analysis of 2010-2013 Kansas claim data found that less than 1% of estimated
pregnant smokers had claims lor counscling.

Tobaceo usc is one of the most preventable causes of morbidity and mortality in Kansas, causing
an estimated 3,900 proventable deaths in our state every year. Although there has been a
decrense in smoking prevalence over the years, higher prevalence persists among cerfain
subpopulations, including adults with mental [llness.

There are numercus barriers to accessing tobacco cessalion Lealment for existing KanCure
participants. Eliminating the limit on quit attermpts per vear is a siniple way to improve utilization
and thereby outcomes. Kansas Medicaid currently covers some cessation treatment options — bt
participants are limited to 1 quit attempt per vear. Morgover, combination nicotine replacement
therapy (MR T)—which is now the standard of care because it is more effective than solo NRT—
is not permitted. In addition, individual and group counseling are only available for pregnant
women, This means that any time that providers spend on counseling non-pregnant beneliciaries
i3 not reimbursable, This probably accounts, at least in part, for the low rates of claims for
cessation medications because providers aren’t reimbursed for the time it takes to treat tobacco
dependence — including the time it takes to appropriately preseribe medications.

By removing limits on medications and opening the codes for cessalion counseling for all
Medicaid recipients, more Kansans will have access to the type of longitudinagl, dynamic
treatrent that is the most efliective for helping people quit and stay tobacco free. These chanpes
will also incentivize providers to initiale reatment, because the changes will remove guesswork
relatod (o patient access to medications. Lastly, providers will be ahle 1o get reimbursed for the
time they take to help their patients through the quitting process.

There is strong evidence from other states that this change will quickly yield savings and
improved health, Medicaid programs that cover all medications without barriers substantially
reduce tobacco use, tobacco related discase, and healthcare costs among Medicaid enroliees.
Increasing cessation coverage maximizes the mumber of smokers who attempt w quit, use
evidence based cessation treaiments, and successfully quit by removing cost and administeative
barriers that prevent smokers from accessing cessalion counseling and medications.

With reference o the population of individuals with behavioral health disorders, we have
determined that providing trcatment will be cost-effective for Kansas. NAMI Eansas recently
commissioned a cost-benefil analysis which finds that the state of Kansas stands to save millions
of dollars by proactively treating tobacen use among people with mental illness — beeanse of the
cost savings snd economic benefits that will accrue.

Wl
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From the experience of other statas, it is clear that Medicaid programs that cover all medications
without barriers substantially reduce tobacco use, tobacco related disensse, and healthcare costs
among Medicaid enrollees. By strengthening cessation coverage — through eliminating limits on
quit attempts, permitting combination pharmacotherapy, and broadening coverage for counseling
- KanCare can improve health, yield substantial cost savings, and bring enhanced federal
malching funds, Under current law, the state would be eligible for an enhanced match of 1% for
providing these benefits to the standard Medicaid population,

Thank you for the opportunity 10 offer these eomments on the renewal application. We look
forward to constructive dialogue with KDIIE regarding the future of the Medicaid program in
Kansas.

Respectfully,

o

Rick Ldgan
Executive Direclor
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New Dawn Wellness & Recovery Center
HOT55W 217 Street
Topcka, K8 66604
TR 2006=0202
THA 2673439
wwarw newdawnrecove Iry.org

Via Email: kdhe kancarcrenewal@ks.gov
KanCare Benewal

o Dechy Foss

KT IE-Divigion of Tlealth Care Finance
200 5W Jackson, LSODB - Sih

Topelca, Kansas Gaol2

Dizar Becky Ross,

I am Mancy Lollman, Direclor of Mew Dawn Wellness and Eecovery Cenler, in Topeka, Kansas, Tam
subrmitting the follewing comments regarding fhe State of Kansas KanCare dermonstration 1113 {a)y waiver for
KanClare 2.0 [ would like to sce the waiver and accompanying KanCare managed care request for proposal and
final negotiated contracts expand the capacity of and access o behavioral health services.

We scrve Medicaid cligible members for the cwrent managed care companics in BKanCare and hope to
do a0 m the [wlurs,  Inoorder o serve our members beller we wanl e see curmenily clozed mental health dedi-
caid vodes available for our members, Allowing us 1o gerve thess members will increase the capacily in the sys-
tein, pive thetn access to treatment, provade member choice, and incrzase the outeomnes for membars, my agency,
and the managed care companics.

We are provvide Substance Use isorders (50U13) treatment for members 13 vears old and up. In addition
ton the fraditional alcehol and drug treatment we also provids tobaceo cessation treatment. Tobacco cessation is
nol g service (hal 15 reambursable lo STUD realmenl providers al the present e, New Dawn also emploves li-
censed social workers that can provide services lor members with menlal health hagnoses, We need 1o be able
to treat ot inesnbers with imental health disorders and recsive reiimbursement.

In addition to batter intearating behavioral health senices, we would also liks 12 see in the KanCare 2.0
a roplacament for the Kansas Clent Macement Criteria {KOPC a8 well as other recuetions in the administrative
burden including uniform credentialing processes. Our facility continually has problems with the KCPC, which
amounts (o housands ol dollars per vear [or maindenance and repairs o lhe svsiem on our endd, These are prob-
lems are the result of an anfigualed syvstem, When the svalem is down il s Trustraling lor the employees al Mew
Dawn, the State cmplovees that by to help us, and it is alsie costly.

Thank you for the opportunity o provides input and T am happy 0 answer any questions vou might have.
Sincerely,

Naney Lollman

Wangy Lolhnan LECEW, LCAC, KOGCIT
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From: Tharase Bangeit

Ta: Eaplam Bepmugl

Subject: Public Cornment for KarCare fenaval

Date: Wadnesday, Movarnber 22, 2017 10048 15 AM
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Sisgter Therese Bangert
Soctal Justice COfice
Sislers of Charily of Leavemserth
Fublic Commeni lor Banure Kenewal

It s witly deep concern that [ cormast vou ecagerning the propesal o add woald requirerenns and Gme limits 19 the KanCare
DTUETELD,

T have watched these pasr vears as xalicy changes have weakened the Social Safary Mer for valnerahle tamilies and children
Though the vule o deelime i the TAME s stianes progmim bus beenwice b promulzeled by he DCF alall, Lhers boes boen mo
follows-up shaly e shine whal bas truly happened to the farmbes who have lefi the TARF cascload.

T achesatise ids nrove with Medicadd as o replica of e successlul implerpemalion of Qese chazres lo TART leaves many
gueslions Lo oz

10 the Kuniere leaders wand b oly iopleroenl suchow poliey, ©esh Dl ey bave an independent Gellow-up study eonducled
omn wheat has happened o farmbies who have L0 TARNFE.

o O ol the slabsbios DT shiwed vt the Lepaslalines mathe 2017 sexston was Gt 240 TANE clisnts tepocled
erpplavvroeent in Ader 2000 end e averages howrly wags was 310017

v IFthese parants were emplesrad 40 s a waeek they wonld make apprestimataly 51,000 a monfh . and that iz nos
take-hame pay

¢ The Fadaral Fovertr Cuideline 2016 foc a hovsahold of 3 1 820, 160

o [hos foll-rione job weould s even boinge a Gaouly up o JE0% of poverty

Omez erilena Lo lecking ol poblic palicy 15 =Who benelils and whe is burdeoed,” s scenecans who bus advocelesd Lo
vulrizrabde furmbes for soveral decades, | Goed tos latest propaosl placdme burdens e Gombes e will me bone beneGis w
e chaledven of Kirses,

Peise Te with YOI,

Suster Theases Dunwer!
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From: Awrie Warmkey

Ta: Eaplam Bepmugl

Subject; Pubdic Cornrment Cluestion

Date: Monday, Howvembar 20, 2017 2:36:55 FH
Atachments: Outheek-1463608275 prg

Duthpok-1463605244 .ora
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On the voluntary work cpportunity, where it identifies members whe have a disability or
bEehaviaral health condition, and live in the community. what constitutes live in the
comemunity? In othar words, does that include folks that live in the community with LTSS in
provider owned or managed sites, or a location rented by community landlords that LTSS are

pravidad in?

Mary thanks,
Aurie Wornkey

Vice Presidant of Supparts and Services

Irmproarfan s This @rmdil ancd Any allachmeants may conldin conhdenbal inferemahon sobpecl oprodechon urler [he
Foederal Standards for Privacy of Individually 1dontifiable Hoalth infarmation (A5 R KR Farts Zo0and Loy (T you or
your arganization is a "Cowared Entity™ under the above mantionad regulations, you are chlipated to rieatsuch
informatian ina mannar cansistant with tha regulations, 1T this amail was sent o you in arrar wau are prahibited
fram utilizing or disseminating this armail or any attachments, Please immediately delots it from your computer and

Ay sarvary o alher locd hons whars 1 rmighl De slorad amid Hrrldil“c:l call furia Vidor nkesy al

AANAGE2 216 advising thil yon hawa done so, We appraciala your cooperalion,
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From: Seatt Anglermer

Ta: Eaplam Bepmugl

Subject: Public comment subrrission

Date: Wadnesday, Movarnber 22, 2017 2:53:30 PH

On behalf of the membearship of the Kansas Association of Community Action Frograms
(EACAPRY, thank you for the opportunity to submit comments on the 3tate of Kansas's draft
application far KanCare renawal. KACAP's member agencies form a statewide natwoark of
agencies dedicated to addressing the causes and conditions of poverty in Kansas. & large share
of the Kansans served by these agencies are individuals and families wheo currently receive or
are potentially eligible for KanCare. Our member agencies work to better focus local, state,
private, and federal resourcas to assist low-income individuals and families becomea mere salf-
sufficient, Together, our agencies provide services to over 14,000 low-income [Kansans each

YEET.

kFaCaP members have deep concerns about the KanCara 2.0 renewal application’s proposals
to impase work requiremants and lifetime time lirnits, While preponents offer a number of
reasans for such proposals, the mast commen reason is that without these restrictians,
recipients have littla incentive to seek employmant, and that, therafore, public assistance
programs reduce amplaoyment and perpetuate poverty. The available evidence, however,
shows conclusively that these claims are not true. In fact, it is clear that the type of restrictions
presented in the state’s draft renswal application are nat enly net effective, but would harm
thousands of low-income Kansas families,

Waork requirements and time limits do not increase employment. Mumerous studies have
showen that when states imposa2 or strengthen work raguirements and/or time limits on
programs such az= Temporary Assistance for Needy Families {TAMF), families receiving such
assistance are no more likely to obtain emoloyment than they were prior to the imposition of
such restrictions. In fact, analysis of data on TANF exiters obtained from DCF viz a legislative
request shows that households that exited the TANF program because sither they met their
time limit or their cases were terminated for failure to meet wark reguirements actually had
lower rates of subsequent employment and lower averags earnings after exit than did
househalds that exited the program for any other reasen,

Supporters of such restrictions peint to the number of plecements of TANF recipients in new
employment since the tightening of werk reguirements and time limits in Kansas, but these
numbers are never compared to placerment rates prior befare these new requirements were
added. And while it is true that the likelihood that TANF exiters are ernployed after exit has
increased slightly since 2011, that increase coincicles almast perfectly with the overall
improvemsant in the job market, suggesting that overall econcmic conditions, and not more
restrictive TAMF paolicies, have accounted for better employment rates. There is no reascn to
Lelieve that time and work rastrictions on KanCare will be any more likely 1o increases
amployment than have such restriction on TANF, whether in Kansas or in ather states,

Time limits are especially punitive to low-income families who are working to get out of
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poverty.
Families that leave public assistance for employment most often aobtain jobs that are low-
paying, are part time or have unpredictable and varying hours, and provide little or ng bensefits
including health insurance. As a result, families rely on KanCare to give them aceess to
healthcare that they are not able to obtain through employment, either because it is not
available, they do net werk encugh hours to gualify, ar because they den't earn enough to
afford to pay thair share of the insuranes costs, Familizs can find that their effarts to obtain
employment result in significantly higher healthcare costs, making them susceptible to
returhing 1o poverty when medical issues arise.
Contrary to the narrative that is used to justify these restrictions—that the programs remove
the motivation to seel employrment—aur membars sea low-income individuals avary day wha
recognize the importance of having a job, and are working avery day to obtain and maintain
employment that supports their families. These restrictions send them the message that,
rather than giving them needed support while they are working to escape poverty, Kansas
wants to push them into jobs that jeopardize their families by keeping health insurance

bevond their reach. That is net a recipe for reducing poverty in the state.

Scott Anglemyer
Executive Director

Kansas Association of Community Action Programs
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— Saint Francis
Community Services*

Serving Children amd Familics Since 1945

Public Comments on Application for Section 1115 Waiver
Rachel Marsh, Executive Director of Public Palicy
MNovemnber 21, 2017

Thank you for the opportunity to submit comments on KanCare 2.0, the current application
by KDADS and KDHE for a five-year Section 1115 demonstration renewal from CMS.

Saint Francis Community Services (SFCS)is a non-profit, mission-driven provider of a range
of guality services for children and families across Kansas. SFCS provides mental health
services, substance abuse treatment services, and child welfare case management services
in Kansas. In our case management services alone, SFCS cares for over 3,400 Kansas
children placed in out-of-home care for communities from Manhattan, Wichita, and Emporia
to Liberal, Colby, and Hays. SFCS provides residential services for youth in child welfare and
juvenile justice Foster Care Homes, three Youth Residential Centers, and a state-of-the-art
Psychiatric Residential Treatment Facility for children and youth,

As a provider of foster care, residential, and mental health services across Kansas, SFCS s
uniguely positioned to describe the critical role of Medicaid services for the most vulnerable
kansas children and families. Access to quality, timely, and effective health care servicesis
critical in strengthening Kansas families, reducing the likelihood of out-of-home placement
for children, and improving the lives of abused and neglected Kansas children. Asa
provider of services for vulnerable children and youth, we have experience with the
successes and challenges of KandCare 1.0, which we ask you to consider as part of decision-
making.

Overview: Theimpact of Medicaid on serving youth in foster care

(1) Access to quality services through Medicaid strengthens Kansas families and
reduces the likelihood of out-of-home placement for children.

{A) The proposed KanCare 2.0 program limits eligibility for at-risk families, and creates
unduly burdensome bureaucracy for otherwise eligible parents.

Kansas parents need access to care for critical health needs. Work requirements and lifetime
eligibility limits proposed in KanCare 2.0 will decrease the likelihood that a parent will access
essential services such as mental health services or substance abuse treatment, increasing
strain and stress on families caring for children. Children are at higher risk of suffering from
neglect and abuse in homes where parents are experiencing unmet behavioral health
needs.
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The proposed KanCare 2.0 program does not indicate the number of Medicaid recipients
who would be subject Lo work requirements who are nal aiready subject to TANE wark
requirements. Without this data, Kansas has not shown a demeonstrated need to implement
this eligibility barrier and create increased bureaucracy for otherwise eligible Medicaid
applicants. Further, evidence indicates that work requirements don't improve health
outcomes under Medicaid. The work requirement creates an unnecessary and ineffective
layer of bureaucracy for otherwise eligible applicants to navigate and for the State
bureaucracy to manage.'

Finally, the KanCare 2.0 application is unclear as to whether work requfrements witl apply to
vouth who have aged out of foster care — a population among the most vulnerable across our
state. How do the work requirements - and lifetime eligibility - of KanCare 2.0 impact
former foster youth? Conceivably a child could age out of foster care at 18, attend college
with Medicaid coverage, and have maximized her lifetime limit of Medicaid aligibility before
she even enters the workforce, Is this intended? 1fso, SFCS advocates that Kansas youth
aging out of foster care need and deserve more support in accessing needed health
services to grow, learn, and recover from their trauma history. Creating barriers for
former foster youth as they enter adulthood — who are very likely to have ongoing physical
and mental health challenges - by making them ineligible for health care due to work
requirements and lifetime limits is contrary to effective public policy.

{B) The proposed KanCare 2.0 program does not address the need to strengthen services
: ild E ciitical healtl s ool o in

Lare.

The most severely mentally ill Kansas chitdren require critical services to avoid out-of-home
placement. The number of children placed into foster care has reached an all-time high
placing strain on system resources, Some Kansas children entering foster care are coming
solely because their parents could not navigate access to care under KanCare 1.0 andfor
because they did not qualify for Medicaid until placed in foster care. The State of Kansas
has a legal obligation under federal and state law to make “reasonable efforts to prevent
remaval from the home™ under the Kansas Child in Need of Care Code. Under KanCare 2.0,
the State of Kansas has the opportunity to focus on expanding access to children at risk for
coming into foster care and ensuring those children already on Medicaid are accessing
needed services without having to enter foster care. The KanCare z.0 application is silent on
both of these critical needs for Kansas children - and silent on the obligation of KDHE and
kDADS to operate in conjunction with DCF to ensure the State of Kansas® obligations to at-
risk children are met.

! Many individuals subject to this new wark requirement may already be receiving Temporary Assistance to
Meedy Familizs (TAMF) and tharefore are already subject to werk requiremants, Adding awork requirement o
Medicaid/KanCare creates a new and additionzal bureaucratic hurdle without the oromise of effectivenass.
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(2) Access to quality services through Medicaid is essential ta improve the lives of
abused and neglected Kansas children in foster care.

(AT licati i ; I : |

improve the health and wellbeing of foster vouth.

o j et f
accompanied by a discernable pian and accountabiity measures, SFCS agrees with the
recaognition by KDHE and KDADS in the KanCare 2.0 application that the State of Kansas has
an abligation to ensure the health of foster youth in our Medicaid program. Setting the goal
under Kanlare 2.0 of “providing service coordination for all youth in foster care™ is essential.
However, the KanCare 2.0 application does not provide any level of cperational
information to indicate how health outcomes for foster youth will be achieved. How will
service coordination be accomplished? YWhat target populations will be the focus? What will
change in the new design? Similarly, the reference to improved service coordination for
members living in rural and frontier areas — where many foster children live - is also lacking in
operational detail.

(B} Serious concerns for the health of the most severely challenged youth in care have
not been addressed or acknowledged by the KanCare 2.0 application.

Under the present KanCare 1.0, rmany foster vouth suffering from the most severe behavioral
heglth needs have struggled to access services needed to improve health,

« Mental health services are recommended by M{Os that are not actually
available in Kansas communities where the foster youth reside.

&  MCOs recommend treatment in family settings for youth whose level of care
exceeds what most family foster homes can provide, leaving children both
untreated and without appropriate placement

= MCOshave declined treatment authorization for mental health symptoms
that manifest as aggression because “the child needs consequences” - yet in
Kansas under Juvenile justice reform, detention consequences are in large part
no longer available, leaving these children without consequences or effective
treatment.

+ 5Screeningfauthorization criteria for acute care and psychiatric residential
treatment are unclear and vary between MCOs.

s 5Screeninglauthorization for acute care and psychiatric residential treatment
for youth with suicidality or physical aggression in mental health
symptomology are denied.

i»  The State of Kansas has a legal respansibility to ensure the best
interests of children placed in faster care under the Kansas Child in
Meed of Care Code., Unfortunately, MCOs have applied the medical
madel of “baseline™ to youth in care who are suicidal or physically
aggressive — thereby denying critical medical care to the most
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vulnerable Kansas children. This abdicates Kansas® responsibility to
seek the best interests of children in favor of short-term costs savings
ta the MCOs. Of course, the State of Kansas still pays in the long-term
for higher levels of care for children who cannot be safely cared forin
family foster homes.

+ Metwork adequacy for psychiatric residential treatment facilities has not been
ensured. Children who are authorized/screened wait between 2 weeks to 3
months for treatment in psychiatric residential treatment. Girls, younger
children, and the maost symplomatic youth wait the longest.

& Length of stay authonzed in psychiatric residential treatment has shortened
to that more resermnbling an acute care model - leaving children who need
longer term treatment for mare chronic conditions without an effective
treatment alternative.

Unfortunately, none of these concerns are addressed in the KanCare 2.0 proposal with the
specificity to comment on efficacy of any proposed approach, appropriateness of outcome
measurements for this population, or accountability standards.

{(C) The KanCare 2.0 application includes no commitment to any specific performance
measure, outcome standard, or criteria for accountability for the improved health of
foster youth.

Clear and certain accountability measures related to health for children in foster cars should be
incorporated into KanCare 2.0. Standards to which the State of Kansas is accountable for
foster youth include length of timea to permanency, placement in a family-like setting, and
placement stability. All of these outcomes are dependent on access to effective and timely
health treatment. KDADS, KDHE and DCF must work together to identify performance and
accountability standards to ensure foster youth receive necessary health services that
support broader State objectives and legal obligations. That the State is “considering the
implementation of pilots"” commits Kansas to no action to improve the health of foster
youth. That the State references only “potentiol measures that the State may use to test the
kKanCare 2.0 hypotheses” commits Kansas to develop no evaluation measures at all, A
Section 1115 waiver application for a demonstration project should contain adequate detail
and accountability by the State, such that both Kansas and CMS can discern whether the
project was a success or failure. This application does not include the requisite level of detail
to determine success, especially insofar as it relates to improving the health of foster youth
in Kansas.

{D) The KanCare 2.0 application does not address the issue of due process for foster
youth under Medicaid.

Chitdren in foster care have the same Medicaid rights as other populations - services should not
vary by provider, and the right to the full range of appeal and grievance procedures should
apply. At this time, children in foster care receive different outcomes with different MCOs,
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Processes are different, standards are not public or clear, and decisions are made differently
by provider. Compounding this concern, KDHE has discouraged foster youth from using the
State Fair Hearing process - otherwise available to all Kansans - Lo seek redress on Medicaid
determinations. Due process rights are a significant legal and substantive issue for youth
denied access to necessary care and should be addressed in the KanCare 2.0 proposal.

Recommendations:

SECS recommends CMS/Kansas extend the existing KanCare 1.0 program one year and work to
develop a subseguent wafver application for KanCare 2.0 in which meaningful, specific, and
detailed operational and evalliation pians can be described, SFCSis happy to join KDHE and
KDADS with others to identify legal obligations the State of Kansas has to vulnerable
children and families al risk of or experiencing foster care, and to identify approaches for
performance goals and cutcomes to ensure the health of this population.

Thank you for your consideration.

Rachel Marsh, JD, MSWW
Executive Director, Public Palicy
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Kancars 2.0 Comments

Mlike Cxfoard, Qir, Public Policy & Advacacy

Tageka Independent Living Resource Center

501 =W Jackson 66603

F&5.2324572

tilre@tilrearg

Sumimary

There are marny gaod ideas and concepls presented in the KanTare 2.0 applicatian, Itis clear that efforts
Fave been made ta address issues and cancerns raised by providers, advocates and people with
dizabilities. Exarmples include themes, goals and initiatives impartant and worthy of pursaing in a
demanstration Waiver:

=Maximizing independence of psople with disabilitiss

*|d=ntifying and focusing on social determinants of health and independence

=Zignificantly expanding service coordinastion

sRequiring MCOs to contract with local, community organizations and experts to provide key cervices
and supparts to address social determinants such as housing, employment, sooial cannections,
community life, ele,

#rrproving and expanding Person-centerad Planning and Service Delivery

=Interesting ideas for Filat Projects incuding increassd suppart toward employment and independent
living for people with disabilities,

Motwithstanding the good ideas, themes, concepts and goals, however, concerns that remain includs:
=WCO conflicts of interest

*| zck of iimplementaticn details

=Moo detziled budget or cast information

sfare thorough amalysis and discussion of past performance

=Mead for more thorough study, analysis and discussion of performance of KanCare 1.0

sTrumcatad, iradequate input process

TILRC has for many years shared the broad goals, themess and initiatives as they relate to people with
disabilities outlined in KanTare 2.0, but {including funding toend wait listsi it is going ta take substantial

ircreases in expenditures, and time and effort to really make pregress. More time ang more plarnning
would be welcomed and woulz maximize conditions for success. Far years, TILRC has joined with other
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cross-disability arganizations in impleading the State of Kansas to develop an @imstead Plan, tooreate &
copent, canesive plan far addressing the current nesds and the inevitable demographic facing the future
long term service and supports demands that will be placed on the state, With several years af the
KanCare demansiration behing us, this represents a perfect time to undertake this type of planning
pracess, With the current flexikility and deference afforded States by ChE, there should be no need to
have to nesdlsssly rush into anything.

Firally, azout work and employment — The artificial and unnecessarily confusing distinction betwseen so-
called "able bodieae™ and people with disabilities s inserncitive and creates almest class distinclions. 20
wvears of teaching Independent Living Philosaphy leave me fesling guite uneasy about this framewark.
There is na fine crisp line between “able-bodied” and having & disability, The disability population
actuzlly being referenced is a much smaller subset af the disability community, folks that are
imstitutional fHCBS eligible. Thers are many, many pecple with diszbilities that hawve maore or less hidden
dizzzilities, chronic health conditions and/or combinztions of these, that are not necessarily eligible for
an institutionfHCBS or even Medicaid, but still could benefit fram increased, long-term assistance and
supparts ta pursue and maintain employment and living & good life,

All of the ahove being said, itis also nat the kest palicy to declare that people with disahilities da not
have towark., To he cleer, no ane (s arguing to have hard requirements for working neither for
imstituticnally/HCBS eligible individuals, nar for the larger universe of pecple with disahilitiss, 1t might be
ketter ta state a clear philosophy that the culture and social mores of Kansas are that we are hard
warking; that the =tate is commitied to supporting Kansans with pursuing the job or career of their
dreams. Creating two social classes, ang that must work and ane that dossn't have to, just fsn't
MECESSATY,

Detailed Commentary- Kanlars 2.0

Detailed input about the KanCare 2.0 application is found belaw, Page numbers, headings andfar
paragraph are provided for ease of reference,

Page 1, second paragraph

“The original goals aof KanCare focused on; intsgrated, whole-persan care, creating heslth homes,
preserving o creating a path to independence and estaklishing alternate access models with an
emphasis on HCBS."

Thera shauld be an analysis on how we did on these goals after G years of KanCare, Discussion of
syccesses and Darrers and what was learned would be very helpful. Lnkages could oe more clearly
drawn between lessons learnad and how those lessoms are being applied o the KanCare 2.0 praposal.
Ta the extent thare is continuity hetween KanCare 1.0 and 2.0, mare tharaugh hashing cut of how 1.0
performed is necessary to best implemaent 2.0 and maximize future performance with the new theses
and various programmatic goals.

The new goals listed in the last sentence of this paragraph (“improve health cutcomes, coordingte care
and social services, address the social determinants of health, facilitate achievement of member

independsnce and advance fiscal respansibility”} sound great and are universally suppartzhle,

Page Z, second paragraph
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Leng Term Services & Supparts (LTS&S) have been left cut of the list of delivery systems to be
integrated, LTS&S represent 4 significant budeetary outlay and populations served and really need to be
specifically and separately listed. LTS&S are not the same as “long-term health care® and should not e
conflated. The former includes non-medical, unlicensed services deliversd under & social-modsl
philasoghy. The latier are licensed, medically supsrvised provided under a medical-modsl philosaophy
such as mursing facilities or harmes health,

Page 3, Reguastad Changas

The inclusion of the sacial determinants af health and independance is great, TILRC laaks forward o
warking with the state and MCOs on thess important factars such as tremsportation, housing,
employtnent, recreation and so on. An additicnal determinant of independence is self direction of
attendant services. The impaortance of having contral cver when one gets, what activities are performed
when and so on cannat be overstated in terms of being involeed in community life, incleding being
emplayed, A person that cannot exercises control (with ar without suppart] over when to get up in the
marning and what towear, likely isn't pursuing her chosen dream job or career path.

Fage 4, top of pags

The three hypotheses are very suppottable and are worthy of pursuing. Expansion of care coordination
i much needed. What hat been available in the first demonsiration was inadequate. 11 will be
imoortant, however, that the MCOs do not try o caver these requirements in-house. Waork an these
social determinants will be best carried out by local, community-based arganizations with deesp ties and
conrections incommunities and It is a very welcome addition to ses that contracting with local
community organizations will be required. Further, hands-on social determinants 2ffarts should be
carried out by peers, people with disakilities of all ages that have experienced similar situztions.
Adeguate funding o support lacal, cammunity arganizations invalvermant must be available,

Substantial outlays of additional financial resources and increased attention to increasing provider
capacity will have to be made in order to make real progress with expansion of service cocrdination and
its goals such as increasing employment and independent living,

Page 4, Figura 3. Key Themes and Initiatives under KanCara 2.0

The themes and initiatives are all worthy and it is great to see this l[anguage included, but funding and
concerted efforts will be needed to sdvance persan-centered planning, to have a lasting impact and to
make pragress on socizl determinants of health and independence, and to promote the highest leve| of
member independence. Trarclating these themes and initiatives from great ideas into services and
supports with salid ocutcomes will require alignment of philosophy with funding, programming and
guality avarsight, 1t will take time and individual attention to mose many individuals toward increased
independence.

Page 5, Coordingte Senvices o Strengthen Social Deferminants of Health and Independence, and Person
Centered Plunming

The definition of service coordination is promising. Not to parse wards too much, instead of "care” a
better description of “person-centered” would be that it is a philosophy of assessment of, planning for,
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and delivery of, services. It entails a much broader universe than “care” which usually applies to
medically supervised services. |t also would help far the promise entailed by & “halistiz, person-
centered approach” to be be feshed aut to give 3 better understanding as 1o why it is needaed and why
“service coordination® is a better conceptual madel than “care coordimation”. Mare discussion as to
hiow the mew service coordination will work be very helpful.

Figure 4. Kay Elemeants of the KanCare 2.0 Sarvice Coordination Modal

This figures shows the significant expansion of service coordination, L would be helpful far discussion of
this ambitious effart to include more detail, in particular budgetary detail and how increased costs that
are reasonably expected are to be covered. Instead of using "Provides person-centered care”, perhaps
instead use, “facilitates person-centered planning and aelivery of services and supports”,

Pzge &, Plans of Service and Person Centered Service Planning

Second Feragraph.

The toals mentioned (initizl health screening, HRA and other assessments] should be at least described
and hetter yet included as an attachment, ar a link. These toals are very important in this new,
comprenensive, holistic, person-centered effart. Imhuing the tools with person-centered philosoghy
form part af the faundation upon which the goals of KanCare 2.0 are built,

Anather comment about the process described in this paragraph iz that it seems unwieldy for paople
with disabilitizs needing Waiver and cther LTS&S. First 2 health assessment is performed, then a health-
risk assessment and then there is yel another bype of needs assessment? Perbaps this pracess (s not
correctly understood, but the description in this section is confusing. A clear and more in-depth
discussion is needed tospell aut how the tools mentioned interface with person-centered philosophy
and service coordination.

Third paragraph

Instead of saying MCOs will develop plans based on their mesds, say that plans should e bassd an
individual member needs. “Person-centerad” is not an object or a thing, but ratherit (s a philosophy
and process that makss the individual member the center of, a3 well as the driver of, planning and
imolementation of services. Perzon-centerad philosophy and approaches should be the underlying basis
for all pracessas and interactions with consumers and their families whether it ba Service Coordination,
sarvice planning, plan implementation and evaluation and monitoring of final delivery of servizes.

Page & & 7, Plan of Senvice

Whether a “plan of service” ar a “person-centered plan”, perscn-centered planning philosophy andg
approaches should be used, "Encouraging” members to participate in their planning is too weak and
wish-washy, Members should lead and direct their planning and all interactions with MCOs to the
maximum extent feacible (See below, 42 CFR, Part 441). “The Plan of service s a written document..in
accordance with state palicy.” What state policy® If there is @ state policy that dictates service plans,

NdliLdie CXLEINSIVN faediings FUubiic COITIneriw Fdge £04 Ul 471



Return to Index

then that palicy should be described, including how the policy governs service plans, end appended to
this application by footnote ar link.

The rest of the description of service plarns is good. Mare detail as to the process and implemeniaticn
wauld be helpful.

Unpaid or natural supports’ availability and duties should be driven and controlled by the individual
memzer and har family, as appropriate. If just l&ft o the MCO:, unpaid supports in olanning have the
appearance of being a conflict of interest and an unfair impasition hecause the MODs can bansfit
finarcially if services and supports do not have 1o be paid for.

Page ¥, Person Centerad Senvice Planning

Accarding to the federal regulation cited, 42 CFR 4471,30107, the consumer should lead the planning
process and exercise as much cantrol as possible, This requiremsnt is mors stringent than just
“participation”. Hawving the MCZOs in charge of ensuring that this occurs is a huge conflict of interest.
There cught to e more discussion about how this would actuzlly cocur. Otherwise the MCDs will
pursue their self-interest which may be more or less in keeping with the regulation cited. The MCOs
wedr toa many hats — service plannear, service caordinatar, payer far services, monitor of persan-
centeredress and so on. Firewalls between such functions as assessing, plan of service development,
and payment nesd to be developed. Otherwise, at least an appearance of conflict of interest will alweays
remain.

Peers should be includec in the inter-disciplinary teams as much as possikle. Pecple with disabilities
who hawe experience with planning for and using services and supports are the bast experts in the field.

Page 7, Figure 6. KanCare 2,0 Planning Pracess

The diagram modeling the flow of the planning process further painis out concerns raised about MCOs
wearing too many hats. They develop the plans, maonitor them for compliance and services provision,
and then re-evaluate the appropriatenass of service coordination, There needs ta be a neutral third
party to da independent evaluation and re-evaluation of appropriateness af plans, services and related
coardination of same. With the additicn of social determinants such as employment, community
invoheerment and so on, as well as the enhancemeant of person-centered philosaghy in 3ssessment,
planning and delivery of senvces, the new planning requirerments ray deserve some extra evaluation
and attention as they roll aut in order to maximize slignment with snd positive impact on the themes,
initiatives and hypotheses of the demaonstration.

Community Service Coordination

These bullets desaribing community service coordinaticn are impariant and good to see.
Coordination and clase cammunication with communrity agencies and different providers will be
necessary to achieve results. It looks like the new KMNG data system is expected to address these
reeds, Notwithstanding KMMS, other avenues for communication and coardination will hawve to be
explored to maximize success in efforks toward person-centeredness, self-care and independence,
community access and participation and so on.
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Page &, top of pags, Community Service Coordination, cont.

Requiring MCOs Lo work with local community agencies is 8 great idea, The examples listed af the types
of activities that community agencies should be involved inars instructive and important to success.
Community organizations are best situated to pravide the extensive and longitudinal assistance
sometimes needed by people with diszzilities to realize their goals and further their indegendence. This
responsivensss o issues raised by advocates is sppreciated, One of the issues our sgency has
encounterad in our attermpts 1o work with MOOs in Che current system is State agancies” insistence in
incertimg State agency review inta the agresments the MOD: and service providers are negotiating.
State micromanagement of specific services has been 2 significant barrier to the development of
creative, respansive cammunity-based systems in the current KanCare, This issue shauld be addressed
s0 it doss not continue ta be a barrier in KanTare 2.0, especially with the stated commitment ta
community service coordination and expanded consumer services. More detail including any projected
extra costs and other budgstary information would be helpful.

Page &, Service Coordination Pilots

Figure 7. Potential Service Coordination Pilots

Again, it is appreciated that the state listensd and respanded to concerms and issuss raissd by the
dizazility and provider communities. These are all worthy projects, but detail is lacking, especially
budgetary infarmation. That pilat projects being considered seem awfully iffy; “considering” “potential
projects”. Are there priorities amongst these potential projects? Wil detail, including budests and time-
frames, be fleshed out and shared with the concerned public befare the decision to implemesnt 2 given
praject?

Ongz issue that pops cut ight away after reviewng Figure 7, is that there is considerable overlap
betwesn the different targel populatians — people with physical cisabilities may also have mental health
reeds and live in rural or frantier areas of Kansas, Likewise, people with chronic health conditions may
alza have disabilities and mental health needs and 5o on. On the other hand, many services and
suppaorts needs of the various disahility groups can be quite different from groug to group when
generalized across populations. The best way 10 cut thraugh these seeming inconsistencies is ta foous
on sach individual and individuzl needs and not so much on general lakels of gravps with limited and
distinct menus of options for each group.

Anather comment about Figure 7 is to highlight the need to maks sure and define “provider” to includs
direct services and supports workesrs, in the bullet, *Incresse provider capacity through tele-mentoring”,
This would allow thooe that provide the daily, critical hands-on assistance to benafit fram information,
training and suppart that could be made better available through use of technology. In the same vein,
warkforce and consumers in rural and frontier areas would bensfit from getting help with acoess to
gguipment and service inarder to connect to the information suparhbighway,

Page 5
Promote Highest Level of Member Independence

There is good larguage and excellent supporting foothates in this paragraph. & curous cversight,
though, is the lack of any mention of self-direction of HCBS. Kansas, in 1582, was one of the first states
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ta set out the right of consumers to self-direct without regard to age or disakility [sbel. Kansas remains
the anly state to have enshrined comprehensive rights to self-direct in state law. This unigue
achisvement neads to be included in discussion of member independence, but mare impartantly, as salf
-directian has dropped off in recent years, it nesds o ke encouraged and advarced if we are to embark
on a path ta increase member independence, and community integration, including employment. After
all, if an individual has no contral over when they gt up, where to go, how to use transpartation, sic.,
Lhern we are describing someane that is not going to be competitively emplayed inanintegration setling
at a job chosen by that person. Control over ane's cervices and supparis is a basic precursar to the full
integratian and emplaoyment that is vision of our a =tate and its programs.

Pages % & 10

Employmant Programs

The Pratected Incoms level (PIL] of 5737 nzeds ta be eliminated, AL the very least, the PIL neads Lo be
increased and earnad income aught ta be allowed 1o be siempted from the regular PIL. This would
encourage falks o better explare the benefits of employment without maving from current services on
an HCBS Waiver and before transferring to the relatively stricter requirements to work and =arn of the
WORK progran.

Flexible services and supports that encourage and backstop employment are needed in the HCES
Waivers [as in the WORK) program. These supports would encourage people with dizabilities to be able
to explore valuntesr and intern passibilitiss as @ precurscr to maore permanant employment.

If the palicy of the state ic that working age adults are expected to work, then exempting peogle with
dicabilities, categarizally, from expactation: of emplovment is not the best policy. Everyone can be
encouraged to work given the support nesded. It really doesn’t illuminate the discussion to refer to
“able bodied” vs, “disabled” as these two categarias really overlap broadly as appased Lo distinetly
existing along a clear, thin line. Most people with disabilities want to work and could work given
sufficient, appropriate suppaorts especially those nesded to maintain employment in the lang term.

Page 11.
Cliginility

There are a couple of points raised about natural disasters in this paragraph that merit more discussion.
Cine is emergency preparedness gand the other is flexibility and continuity of sligibility for services,

There is a sighificant need for more intensive emergency preparadnezs planning and training. From
Hurricans Katring in 2005 to this year's Harvey, too little has been learned and too little changed when it
cames to accammodating and coardinating the needs of peaple with diverse disabilities and chramic
health conditions that are living in the community. Kansas, thankfully, does not experiesnce hurricames.
We do, howewer, experisnce devastating tormados, flooding, ice starms and fires,

In the event of a severe catastrophe, where do people with disabilities evacuate? Will transport such as
boats, vehicles be wheelchair accessible? IF not how will mobility and other assistive squipment be
transparted and repatriated with the owners as quickly as passible? Whhat assurances will exist that
service animals can stay with their humans? How will home and community series and supports be
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continued or restarted with as little disruption as possible, especially if evacuation is across state lines?
Hovw weill individuals evacuated to facilities and institutions be repatriated to their own hames and
communities as rapidhy as possible? Eto, Ete.

Matural disasters can cause severe disruptions in hausing, transportation, health care, food suppliss and
other necessitiss and, ultimately, in employment. [If @ severe disaster strikes, mare than ane manth in
additional benefits may be necessary, There should be some additional flexibility for individual
situaticns.

Page 13.

Wark Opportenities for Medikan Members

This could be an interesting pilot. One concern is the need for extre careful agvice and coordingtion
befars the member's decision is mads; to ensure a fully informed decision is reached, There will be
cases when an individual, dee to unforesesn, sxtenuating circumstances, needs to go back and file far
permanent sacial security benefits. This ought 1o be discussed. A related is concern is around the time-
[imitaticn for receipt of services. This needs o be carefully reconsidered ta be flexible, individuzlized
and persan-centered because some individuals need ongoing therapiss and supparts to he successful,
espacially in the long-run because many (espacially entry-levell employers do nat provide benefits ar
pay enough far private-pay arrangements. An affordable, sliding-scale arrangement similar o that in
the WORK program would be good for those that need ongaing and otherwice unaffordaile services and
supports in order to maintain or advance jok or career goals and live a gaod life.

Requiring the MCOs to work with local community partners is a good idea. There is also a need to wark
with all types of employers and businesses around the state to focter Riring of this target papulation. For
employment initiatives to be successful, many more private sector employers have to be developad.

The State having a preference for biring peaple with disabilities would be an important display of
leadership im employment of individuals with disahilitiss.

Page 14

Wark cpportunities fora Members who hawe Disgbilities or Behawioral Health Canditions

A 19151 Waiver pilot to test increasing of employment of people with disahilitiss by offering otherwise
unavailable supparts and services would be welcomed, | believs that a 19150 Waiver is allowed to
interface with a 1915 (2.2 the WORK Program] in a seamless manner. & creative, flexible approach ta
acdvancing employment of people with disabilities that s bacsed om best practices will be necescary.

Additiara! details would be very helpful in better understanding what such a 1905 Waiver wauld loak
like, how it work, what it would cast and so on. Moreower, clarity about what would trigger a gecision to
g0 akead needs more discussion and should ke clearer. Reference is made to making a final
determination “after puklic comment and additional analysis...under each option®. This is very
confusing, What "options”?

Independence Accounts
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Pleass glso consider that this concept could also benefit peaple with disabilities wanting to work ar
currently working by allowing tharm to build up savings and assets beyond the current limits set by the
PIL and the asset limitations of HCES, An additional improvement wauld be for pilot projects to wark
together. Forexample, could the 12150 program also imclude acoess to “Independence Accounts™?

Independence and employment need to be encouraged. Including a penalty that risks heing barred

from ever applying for Madicaid is unnecessary and oo barsh, an individual' s health or disability ar
family status can change suddenly and necessitate the assistance affarded by Medicaid. If the program is
effectivie, it will support peaople 1o engage inand maintain long term employment without Rolding a
metaphorcal sward over peoples’ heads.

Private insurance is nat always available ar affordsble. Moreaver, private insurance doesn't always
cover the health needs, or service and supparts needs of the individuals such as case management. It
should e noted that out-of -pocket expenses for individuals with private health insurance have also
been going up at a steep rate right along with public insurance, These dynamics between public and
private insurance can be a driver for individuals’ needing to enter the public systems.

Page 15 & 16.

Value-Based Models and Purchasing Strategies

Encouraging innovation in service delivery and payment systems is a welcome idea. Some of the
*Descriptions” are intriguing. Mars detail is needed about bow this saould woark, including Tnancially,
and what the budgets andfor other limitations as to the scape of the projects.

Figure 10. Examples of Value-based Model and Purchasing Strategies

In this chart, the “Cescription” of the *Approach”, Long-Term services and Supports, should include
increasing the use of self-directed options in HCBS that increase individual independence and autanomy.

Page 17.

Cuality improvament

Cuality measures and metrics for LTS&S are missing from the discussion on quality and the data sets
referenced ars for bealth, not LTS&S, Awarking group (| was 3 participant ) was farmed by KOHE&E and a
set of LTS&S Quality Measures was drafied based an current recearch. Theze are being reviewesd by
KDADS. It would be great toincorporate LTS& 5 quality measures in this demonstration application since
we have never raally had them befare.

Page I3, Alignment of MCO Oparations

Administrative standardization woulg be a positive step. Alignment betwesn state and MCO
acdministration operations would also be of beneflit, For example, it is extremely difficult to bave to
address MO financial claw-back requests that are are bwo or even thres years old and well after the
state has required that all excess funds be accounted for and paid in full to the workers and/or to the
state and the provider's books closed out.

NdliLdie CXLEINSIVN faediings FUubiic COITIneriw Fdge £00 Ul 474



Return to Index

& final thaught arcund alignment of MCO cperations and quality is that a council ought to e formed
bBetwean MODs, orovidsrs and ather community membsrs that would provide continuous guality
imorovement and feedback as it refates to senvice systems.

Fage Z4, Data Analytics Capabilities

The new data system saunds really good. However, a 320 degree view of an individual's data is not the
same thing as meeting individual needs holistizally. Meeds are still best met by people working with
peaple.

An additional point is that access to the data by watchdog groups or the concerned publicis not
addressed. Will there be generalized informaticon (nhot viclative of HIPPA) available?

Page 25, Figure 13, Enhanced a user Experience

The data system will meed to e accessible and interface with screen readers, include capticns far any
audic and so on. Section 308 compliance is a federal legal reguirement. Conversely, many peacle that
TILRC serves do nat hawve internet access so automated systems do not provide good infarmation
interfaces. Finally, many members do nat read and camprebend well enough to makes good use af
digplays af technical infarmation. We should explore creative ways 1o increase internet access of cloer
kKamsans and people witk disabilities while we alsa advance persan-centeres methods of communicating
and understanding informaticn and options of concern to members,

Page 17, Quality Reporting Summary

There is a need for LTS&S performance measures. These are guite distinct (Outcomes) from HCBS
Waiver reports which are generally oulpits,

FACO performance measures for LTS&S cught to be included in this discussion and they should be
enshrined in state policy and standardized across all MIC2s.

Page 28, top of page,

The Final Evaluation Cesign cited and referenced by link dassn't include LT5&S guality measures. LT85
is too important, and expensive, to ke left out of evaluation desizn.

Page 31 & 32.

The discussiocn of network adequacy nesds to include Direct Support Warkers (D5W). The shortage of
[5Ws is petling critizal, 1tis harder and harder for peopls to find and retain good workers, Data should
ke collected and reported about adequacy of availability and quality of D5We.

Page 34. Figure 18. Projected KanCare 2.0 Enrollment and Expenditures

Disaggregated and more detailed budget infarmation would better illeminats expenditures and trends,

It would e helpful to see breakdowns by major program or cost center such as by 1915¢ Waiver, for
acute vs, preventative health care, hospital, and sc on.
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There are substantial ingreases amounting to hundreds of millions of dollars each year. These need ta
be bette datailed and explained. How are the increases being targsted? How are increases tied to
[what) autcomes? Eadierin the docement, things lTke substantial increases in service coordination
activities, new pilot projects, and a new data system are presented. 1t wauld he helpful to see cost and
budgst information and discussion tieg to the expanded or new endeavors.

Page 35, Evaluation Design, third paragraph down from top.

The new goals of KanCare 2.0 are laudahbla. As the state madifies and strengthens evaluation activities,
peaple with disabilitiss and advacates should be invalved In & substantial manner,

Evaluation of the demonstration is critical to success. There needs to be Ciscussion about key elerments
of the design, how they will differ from those used previously and why they will be remain the same.
Understanding the evaluation answesrs key questions shout how services are (o be pravided, monitaredd
for person-centersdnsss and other newly proposed features and indicators of quality. As the evaluation
iz developed, autside experts such as researchers, peaple with disabilities with experience living
successfully in the camrmunity, advocates and providers ought to ke desply involved,

Page 35. Previous Evaluation Findings

Once again, the lack of LTS&S performance metrics are noted.

Page 38, top of page, Cost of carae.

There needs to be a more tharough discussion about the drop in NF stays in light of the abzence of a
corresponding increase in numbers served on the PO and FE Waivers, Draps in NF stays, combinsd with
static ar even lower numbers on the main HOBS alternatives to MFs could be cause for concern; begging
the guestion, “Where did folks go? What assistance are they receiving? These guestians are important
because we re talking shout people at institutional levels of need.

Page 40, Figure 22, Quantitative and Qualitative Reports

Again, LTS&S elements are needed here.

¥il. Compliance with Special Terms and Conditions, sscand paragraph

Discussion of a backup plan incase the Managed Care Final Rule is modified or replaced entirely (a
rumeored possihility] would be halpful. wWhat would the State’s oversight scheme look liks in the sksence
of the cited federal rules (Managed Care Meaga-rula),

Page 43, secand bullet fram the top.

More effective consumer and provider communication would be a gaod idea, Exarmples would be direct

alerts with links to all policy changes, proposed changes, requests for comments eand soon. Social
media is used by consumers more and mare 1o communicate while at the same time many do not have

good internet and email access. This necessitates using direct mailings to consumers which costs more
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than just posing to @ website. An effort to increase the “connectivity”of clder Kansans and Kansans with
disagilities should be considered.
Appendix E., 2016 KanCare Evaluation Annunal Report

Y¥eard, lanuary — December 2016
Page 20 & 30.
There are same significant reduetions in some pretly impartant metrics, Exarmples include a significant
drap in a WORK program participation and numbers of Waiver participants whose service plans mest
their needs. Perfarmance of a gap analysis is cited. What happenecd? What was learned akbout gaps?

More thorough discussion of how to address the proklem areas and continue to improve in success
areas would be welcomed,
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From: Robbin Allen

Ta: Eaplam Bepmam

Subject; Written comments about the ¥anCare renswal
Date: Wadnesday, Mowarnber 15, 2017 11:23: 54 AM

Wy Written comments about the KanZare renewal

| hawe azon oh the DD wavier and have a number of complaints about the KanCare system. 1 is my
helief that XanCare has some flaws that need attention. WMCO care coordination system should be
eliminated | have found novalue in a care coordinator,

1. MCO) care coordinators conflict of interest.

“Usually, in HCBS wabvers, a person Is cansidered to have a conflict of interest if s/he & paid to
provide services ta a participant, and also has authority to decide what servvices are provided or
who will be paid to provide them.” How does this not apply to MCO care coordinators?

L MO care coordinators conduet™s needs assessment ol walver parlicipants, “Limilalions on
the amaunt and type of waivered services are governod by the asscssed need of the
parlicipanl and monilered by the participant's KanCare MOO™,

2. MCO care coordinators worle for the 3100 s to provide scrviecs to a participant. MCO s make
(heir profils [Tom cosl saving,

3, MO0 care covrdinators have authority 1o deeide whal serviess are provided on the
parlicipanl’s mlegraled service plans,

4. MO0 have awthorily e decide whe will be paid to provide services as they contracts with
providers ol serviee.

Exarnple of how MO0 apply conflict of interest: MCO's have applied an accupational therapy and
physical therapy evaluation rule to 10D waiver of assistive service(s] but if a member cannot fingd
necupational therapies and physical therapiss to do the evaluation becauss MOOs do not pay for
home evaluations then they make assistive service inaccessible.

Exarnple of how MO0s apply conflict of interest: MCO Service Coordinator refuses to add need DME
supplies and sguipment 1o the integrated service plan so they do nat have to support finding
contracting providers.

Example of how MODs apply conflict of interest: MCO's have applied limtations an type of wavered
services & participant can access not by the assessed need of the participant but by the difference in
resenues. Frem a MCO Service Coordinater “Regarding the service you are requesting. fdonfsee o
service that iz meeting participant’s needs being replaced by o service that is of a higher cosf and
provides the same core. I'm not saying thot we con't request it but the only reed is for the difference
in revenues and that fsn't a reolistic request’.

Exarmple af how MOD%S apply conflict of imtersst; MCO's have apphed limtations an the amount and
type of waivered services not governed by the assessed need of the particigant but by their own
extended capable person palicy, No time will be gllowed on ths integrated senvice plans for PG o
complate activities such helping participant make phore calls, money management, doctor visits or
transportation. Sure thought this was the State’s capable person policy “specically, no time will he
allowed on the Plan of Care for PCS Lo complets sctivities such as lavwn care, snow rermaval,
shapping, erdinary housekeeping or laundry or meal preparation as thece tasks can be completed in
conjunction with activities done by the capsble person”,

Exarnple of how MOD's apply conflict of interest: MCO care coordinatars are required by state
regulation o meet with members a minimum of twice peryear, once for the annual and once fora &
manth review of services, Integrated service plans are written for a full year, participants have been

tald if they do not meet with care coordinators they may lose their insurance.
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2. MCO care coordinators do not have the same training as Case Mangers; it Is my balief MCO
care coardinatars should not be daing needs assessment without the state certifying their
training to do s0.
3. MCO care coordinatars and their lite | pads and asking participants to sign integrated
service plans they cannot read.
4, MCO care coordinators and participant's lack of ahilities to cantact them directhy.
5. MCO care coordinaters losing ar miss placing participant’s provided paper work and then
demanding participant's supply paper work again.
&, MCO care coordinators have little ar no knowledge of community resources,
7. MCO care coordinators have little or no knowledge of participant's they work with.
8. MICO care coordinators have little or no knowledge of a person centered planning process.
9. MCO ‘s have made it participants responsible to get Authorizations from their Doctor's for
needed services and make sure those Authorizations getto a provider for services if they can
find a provider. There is no care coordination in this process and it must be dane each year.
Case managers use to help with this process before Managed Care. This is not better.
Example of how MODs have made it difficult to find or hawve choice of providers had oral surgeon
that had treated participant for yvears under state medicaid chose not to contract with WMCO's, The
closes contracted oralsurgeon was a 145 miles away.
Example of how MOZs have made it d fficult to find or have choice of providers had physical
therapist that had treated participant for yvesrs under state medicaid chose not o cantract with
ICD s, The anly Fhysical therapy provider that is contracted within G0 miles is not very good at
working with a participant with (D0,
Exarnpie of how MO0 have made it difficult for service authorizations every year for some service
evenys Bweeks for others, all services must he reauthorized. Providers are no longsr making the
request for reauthorizations participant are now expected 1o request and get authorizations for
services they need. | have worked in the medical and insurance field and this was a big l2arning
curve For me, |would expect many participsnt just go without needed services, Miss 2
reauthorizations date and participant must pay out of their own pocket far senvices.
10. Grievances, Appeals and Fair Hearing before KanCare | had never had to file a Fair hearing
request. Sense KanCare | have filed two.,
| have filed grievances with MCO and been told they agree with me and have fixed the proklem, cnly
to find out later the problem was not adaress and needed to file another grisvances. |t has taken me
10 months to getseme needs address.
Appeals are @ waste of time. If MCOD did not agree with the grisvance there is little 1o no chance they
will agree in the appeal.
lhe fair hearing process is not for the faint of heart, it is yvou against state lawyers. Some times when
you challenge the big bear the big bear challenges back. But the fair hearing process is sometimes
the only way 1o apen the decr to having a cenversation with the state abeout their policies and heow
they affect participants.
Grievances, &ppsals and Fair Heanng can take months; participants will have hours invested in
fighting fortheir rights.
11 Calling MCO s member services plan to spend at least an hour on the
Process and answer the same gquestions aver and over befare get the
department you need just to leave a message for them to call you back.
Getting help on issues most likely will be an all day pracess and sometimes a
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two day process.

12. MCO's data breach expased persanal health information, Person Centered

Support Plans, Soclal Security numbers and medicald D numbers of participants.

The 5tate's quality improvement strategy has been silent in how participants should
response and monitor their credit and identity. MCO's effer participants whese data

was exposed with free credit monitoring and identity theft restaration services for two
years, But you had to sign up. Notice was a small post card, seems to me the state should

made it a automatic sign up for all Kancare enrollees affected. As well offer participants
better support.

Submitted by,
Robhin Allen
Newton, KS
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KanCare 2.0 Questions from Interhab’s TCM Resource Metwork

Submitted November 26, 2017

What services will people receive who arent on a waiver or on the wait list? These
people are currently receiving TCM; sorme have Medicaid and some are private pay. Will
they continue to receive Targeted Case Management? Will they be eligible for
Camrmunity Service Coordination?

Where will the additional 5ervice Coordinators come from to serve the additional
populations? C5Ps are already struggling to find qualified TCMs. There is concern that
WMCOs hiring additional staff will only further reduce the CSPs hiring pool. 1s this the
next step in eliminating TCM?

Will Community Service Coordination be a licensed service? Will Article 63 apply?

We would like to express frustration that the comment period is so close to the proposal
heing posted. Professionals have barely had time to read the document and develaop
guestions. How can the public be expected to do so in such a short time? They often
rely on the professionals for this infarmation, but there has been insufficient time to
provide a tharough review,

Regarding Conflict of Interest - Will the Conflict of Interest apply to SHC/FMS providers
as well as Day and Residential providers? Can CDDOs and TCMs be part of the same
agency? Will TCMs be prevented from working for a day or residential provider OR will
they simply not be allowed to provide TCW to persans served by the agency which
employs them?

Will people he able to keep their TCM as promised?

Will the Community Service Coordinator do the same things for people as the TCM
currently does?

Will Independent Case Management continue?

Will IDD TCMs be allowed to serve other populations based on their expertise with
Person Centered Support Planning as well as community resources?

Submitted an behalf of the Interhab Targeted Case Management Resource Network by
Tracey Herman

Director, Case Management

TARC, inc.
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ORAL HEALTH KANSAS

ADVOCATY & PUBLIC AWARFHFLS # EDUCATION

14PN Oxamu -

KAMNSAS DENTAL ASSOCIATION

MNovember 22, 2017

KanCare Renewsal

c/o Becky Ross

KZ2HE, Division of Health Care Finance
900 8W Jackson, LSOB — 9 Floor
Topeks, K5 BEGTZ

ral Health Kansas, the Kansas Dental Associztion, and Kensas Assodiation for the Medically Underserved
respectfully submit the follvwing comiments regarding the application for KanCare Renewsal.

We applaud the focus on sodal determminants of health in the KanCare 2.0 application. Socizl determinants such
as access to healthy food, housing, employment and trensportation disproportionately affect people who are
marginalized by socioeconomic status, race and athnicity, geography, or a combination of thesa * Hazlthy Pagpla
2020 recognizes socizl detenminants as key factors in impeding or improving people’s hezlth with 2 goal to
“create socizl end physical environments thet promote good health for all.** Because access to health end
dentzl care are factors that can help people affected by these socdial determinents, we encourgge the
department toincude three key issues in KanCare 2.0 in order to meet the basic needs of low-income ansans.

1. KanCare 2.0 should include the current value-added preventive dental benefit for adults.

As statewide organizations dedicated to improving the dentzl health of all E2nsans, we believe KznCare 2.0
should continue to focus on dental services for adults. When KanCare went into effect in 2013, it included 2n
important benefit by offering value-zdded preventive dental services. One of the most important ways peope
cen maintain their overall health is by maintaining their oral health. Many Mediczid benefidaries face multiple
medical proflems. Improving 2ccess Lo dental care and investing in prevention pays off in the long run, The
addition of the preventive benefit is arguably cne of the most important changes KanCare introduced, and we
encourage KOHE to maintain it.

2. A basic set of dental services need to be covered for all adults, induding diagnostic and perodontic
services, medications, teledental services, and minor restorative services.
We know that the preventive dentzl benefit has been the mest popular of the value-added services, but we also
know that many adults enrclled in KanCare are not akle to make use of the service because they need o have
infeciion removed from their mouths first. & report pukzlished this month by the Center for Health Care
Strategies showed that adult Medicaid beneficiaries use preventive dental services more often in states that
offer restorative dental services. The report, found the highest levels of preventive dental service use were in
states with more comprehensive coversge

During the KanCare public forums this month, adult dentzl services were mentioned several times. We heard 2
few stories we believe illusirate the need peoplein Kanses have for basic restorative services:

*  Oneadull woman Lold the crowd that she was 2 double organ transplant recipient. She shared her story
that illustrated the importance of dental care, “an infection that starts in my mouth could easily kill me.
Forme, it literally is 2 matter of life or death

*  Apother wornan spoke o the difficulty she encountered getting dental services for her adull son who
lives with an intellectuzl diszbility. Sedation services are very rare, 2nd she siruggles to acoess therm.
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& A third woman said she appreciates the prevention services, but she said, “Why wail to extract my teeth
that have a cavity, when a simple filling would prelong the life of the tooth.”

Included with this letter is a list of the codes that are eonsidered to be the basic services necessary ta begin to
meet the dental needs of KanCare beneficiaries. Providing these basic services will help people remove dental
infections, as well as help them manage other chronic conditions such as diabetes and cardievascular disease.
Basic dental services also will help adults enrolled in KanCare be better positioned to get and keep jobs,
Employers like to hire people who have healthy smiles. More and more organizations agree that it is time to
pravide basic dental care in addition to preventive services,

3. Inorder to ensure adults are able to make use of the preventive and basic dental services, the KanCare
rates need to be addrassed.
The rates for restorative and other dental senvices have not been adjusted since the 19905, and the low
reimbursernent rates are leading to a shrinking dental provider network. The last time Medicaid dental provider
rates were adjusted was shortly after 2000 when the preventive service rates were increased slightly. Dental
providers, like any other health care providers, must be ahle to cover their cost of providing service. Because the
rates paid for KanCare dental services have not been addressed for at least 20 years and the cost of providing
tlental services has gone up aver time, the rates are not sufficient to create and sustain a meaningful KanCare
dental provider network. We ask that KanCare 2.0 address this historic problem and build a sustainable dental
provider network by adjusting the rates paid for services for children and adults.

Everyone recognizes the value of the current limited dental benefit. With changes included in this wavier, the
RFP process should include agreement on the next logical step; a broader array of the most necessary services.
It i= our hope the 5tate and the bidders include the current adult dental value-added benefit, add necessary and
basic adult dental services, as well as provider rate increases.

Thank you for the opportunity to provide this feedback. If you have any questions or need additional
information, please contact us:

& [{evin Robertson, Executive Director of the Kansas Dental Asmtiatiah,_

& Denise Cyzman, Executive Director of the Kansas Association for the Medically Underserved, |

= Tanya Dorf Brunner, Executive Directar of Oral Health Kansas, 785G

B Center for Health Care Strategies, “A Community Framework for Addressing Social Determinants of Cral Health
for Low-Income Populations,” lanuary 2017, hittps:/fwww . ches.org/media/SDOH-0OH-TA-Brief 012517 pdf

* Healthy People 2020, Social Determinants of Health, https://www healthypeople. pow/ 2020/ topics-
objectives/topic/social-determinants-of-health

{Center for Health Care Strategies, "Examining Oral Health Care Utilization and Expenditures for Low-Ineorme
Adults,” Movember 2017 https:/ fwww.ches.orgémedia/FOM-Oral-Health 111617 pdf
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BASIC DENTAL SERVICES

DIAGMOSTIC SERVICES:

L0120 Periodic aral evaluation — established patient - Limited to two in 12 months

L0140 Limited oral evaluation — prablem focused - Limited to one in 12 manths

0150 Comprehensive oral evaluation — new or established patient— limited to one in 12 months
D210 Intracral — complete set of radiographic images — Limited to one every 48 months
L0220 Intraoral — periapical first radiographic image

DO230 Intraoral — periapical each additional radiographic image

DO2 /4 Bitewings — four radiographic images — Limited to one in 12 months

D027 Wertical bitewings — 7-8 radiozraphic images — Limited to one in 12 months

00330 Panoramic radiographic images — Limited to one every 48 months

L0411 In-office point of service testing = HbA1e glucose testing to assess perindontal rigk factor

PREVENTIVE SERVICES

01110 Prophylaxis — Adult — Limitad to two in 12 months

CA206 Tapical application of fluaride varnish

C1208 Topical application of flueride — excluding varnish — Limited to twe in 12 months
1345 Interim caries arresting medicament application — per tooth

D2110 Palliative [emergency] treatment of dental pain — minor procedure

PERIODOMNTIC SERVICES
04355 Full mouth debridement to enable comprehensive evaluation and diagnosis

MEDICATIONS

L3610 Therapeutic parenteral drug administered in-office {antibiotics, steroids, anti-inflammatory
drugs)

09630 Other drugs and/or medicaments dispensed in the office far home use

09910 Dezensitizing g2l (in office)

CONSULTATION
09995 Teledentistry — synchronous: real-time encounter
09996 Teledentistry — asynchronous; information stored and forwarded to dentist or subsequent review

MINOR RESTORATIVE SERVICES

02140 Amalgam —one surface, primary or permanent

D2150 Amalgam — two surfaces, primary or permanent

D2160 Amalgam — three surfaces, primary or permanent

02161 Amalgam — four or mare surfaces, primary or permanent

2330 Resin-based composite —one surface, anterior

02331 Resin-based composite — two surfaces, anterior

02332 Resin-based composite — three surfaces, anterior

[2335 Resin-based composite — four or mare surfaces or invalving incisal angle [anteriar)
[37391 Resin-hased composite — one surface, posteriar

02392 Resin-based composite — two surfaces, posterior

02393 Resin-hased composite — three surfaces, posteriar

02394 Resin-based composite — four or more surfaces, posteriar

D910 Recement or rebond inlay, only, venser ar partial coverage restorations
02920 Recement or rebond crown

02931 Prefabncated stainless steel crown — permanent tooth

02951 Pin retention — per tooth, in addition to restoration
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NEK-CAP, INC.

@ NEK-CAP, Inc. Northeast Kansas Community Action Program, Inc.
g community P.0. Box 380 ~ 1260 — 220th Street
- Hiawatha, K5 66434
A‘:tlon (785) 742-2222 ~ (785) 742-2164 fax
PARTNERSHIP (888) 904-8152 ~ (785} 742-3087 TDD
Helping People. Changing Lives. wiww.nekcap.org
June 23, 2017

RE: KanCare Ranewal

MEK-CAP, INC. Haad Start and Early Haad Start provides sarvices to many clisnts recaiving Medicaid assistance, NER-CAP, TNC, halps
support children and families, to maintain up to date appointments and in understanding the importance of ongoing medical came
including dental. An issue that families seem to run inko iz when going to schedule an appaintment finding out insurance has expired
and finding providers to except Medicaid.

Recommendations:;

Having expiration dates frenewal dates on cards so families are reminded when they use their card.
More time to reapply.

Improvement to application processing spead.

More access to aligibility.

Increasing reinstaterment time.

Maore dentists willing to see children ages 1 to 3 receiving Medicaid.

Locations kocally where people are assisted in applying.

Trainings for employers such as Head Start and contracted foster care agency regarding ing and outs of anrolliment to betbar
assist clients.

+  Better education for families regarding their insurance.

Anna Lundergard, LBESW
Health and Safety Manager

Ve prowide cormprehensive echication @ social sevices Lo kw-tcome commmunily members hrough Collaborative partne ships fooused on prometing
family deswebpmesnt, empowerment, asd economic secirity,
Serving Abchison, Browr, Doniphan, Lackson, Jefferson, Jewell, Leavonworth, Marshall, Mitchell,
Herrialia, Detrorne, Pollawsalomie, Repubdic, Riley, Srmilh, and Wasinglon Courrlies,

Servicos vary by county :

SRS
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MEK-CAP, INC,
@ NEK-CAP, Inc. Northeast Kansas Community Action Program, Inc.
Q community P.0. Box 380 ~ 1260 — 220th Street
- Hiawatha, KS 66434
Act’on (785) 742-2222 ~ (785) 742-2164 fax
PARTNERSHIP (888) 904-8152 ~ (785) 742-3087 TDD
Helping People. Changing Lives. wivwr.nekcap.org

Ve prowide cormprehensive echication @ social sevices Lo kw-tcome commmunily members hrough Collaborative partne ships fooused on prometing
family deswebpmesnt, empowerment, asd economic secirity,
Serving Abchison, Browr, Doniphan, Lackson, Jefferson, Jewell, Leavonworth, Marshall, Mitchell,
Herrialia, Detrorne, Pollawsalomie, Repubdic, Riley, Srmilh, and Wasinglon Courrlies,
Seyvices vary by county

ERGTEN
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CHARLEi A, WESTIN

It is assumed that comments
such as this willw%ccepted orn
November 27, 2017, since
Novembar 26, 2017 is the

cfo Becky Ross :
KDHE, Division of Health Care Finance Sunday after Thanksgiving.

o900 SW Jackeon, LS0OBE - 9th Floor
Topeka, KS G612

November 22, 2017

KanCare Eenewal

It is requested that HDHE alsoc submit this letter to CMS.

My dear Mas. Boss:

THIS LETTER REQUESTS THAT CMS NOT APPROVE TIHE 5 YEAR
DEMOKSTEATION REQUEST.

These are comments having to do with the KS Dept of Health
and Environment applying te the federal government for

an approval of a renewed 5 yvear waiver to run Kansas' Medicaid
program {Kanlare)} through a private managed care Ccompany.

I belleve KanCare 1s most easily defined as the "privatizing
of part or most of the Kansas Medicaid program.® I am an
active Bepublican and I receive no assistance (that I know

agf) from the State of Eansas, so I do not believe that I am
personally or directly affected one way of the other by CMS'
decision to approve or not approve thiszs 5 year extension.

IT I= MY OPINION THAT THE REQUESTED 5 YEAR EXTENSION SHOULD
NOT BE APPROVED.

It is {again} my opinion that KanCare has simply not served the
"needy” in Kansas well including it has simply not served thoses
clients in a timely manner and has not offered them reasonable
access to the servicesa that they need. I BELIEVE THAT AN
INDEPENDENT EXAMINATION BY CMS HAS AND WILL AGATN FIND THAT
KANCARE HAS SIMPLY NOT PERFORMED IN a4 WAY THAT WOULD ALLOW

CMS TO APFROVE THIS REQUESTED S YEAR EXTENSION {of course,

if CMS finde that everything is positive and the KanCare program
is well run and a program that CHMS is proud to support, then CMS
should and must approve the State's reguest).

Also, it was esarlier reported that Dr. Seema Verma of CMS said

that she wvould approve proposals that promote community engagement
activities. I bkelieve that what szhe meant by this was that she
would approve a "work requirement" as one way of premoeting that
community engagement. This 18 fine so long as FKansas or CMS
provide necessary program support services so that the pregram

ig a success, to include child care while the client is away from
haome, appropriate job training, effective and realistic job search,
placement and counseling services, on site on the job mentoring and
transpartation and a cleothing and food allowvance. Any "work
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requirement” program that lacks these basic and minimal support
services is simply a way to reduce those persons eligible for
program assistance regardless of their actual needs and must
not he approved.

Then there appears to be a clause that limits a person
recelving KanCare and working. to 36 months of KanCare
services. This iz a "one size fits all” clause that is
simply not reasonable on its face. If a person no longer
needs =services one day after becoming eligible for KanCare,
they should end their involvement at that time. By the same
reasoning, if a person has been on KanCare and working for
36 months they should remain eligible until they no longer
need KanCare services. It iz also necessary Lo recognize
that much or most of the work performed under a "work
regquirements" clause simply does not pay a high enough wage
to get most clients ko a financial place that they no longer
need Medicaid and can afford to purchase health insurance.
WHILE WOREK REQUIREMENTS MAKE US ALL FEEL GO0OD, OFTEN THEY
REALLY DO NOT WELL SERVE THE WEEDY, 30 I ASE CMS ¥NOT ToO
APPROVE ANY WOHHK REQUIREMENT THAT DOES NOT INCLUDE THEE

STATE AND CMS DIRECT SUPPORT SERVICES WECESSARY FOR THE
SUCCESS OF THE WNEEDY PERSON. (Should a "work reguirement®
be approved such approval must include a stronyg and effective
CHS oversite.)

I certainly appreciate the opportunity to share my observations
with KDHE and CMS and 1 look forward to hearing from you.

While I can't imagine that I will ever hear from anyone, I
do wish to here feormally ocffer my services to improve the
Medicaid services to the needy here in Kansas - please let
me know if I may ever ke of service!l

Most sincerely,
o
L
.
Charlez A.Westin, PhD, LFACHE

Copies to others eoncerned.
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