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Consensus Recommendations:

Tab A. The Commission recommends for consideration and final determination
by the Legislature that the Division of Medicaid study and implement a pilot
program regarding an alternative managed care payment model for Children
with Complex Medical Conditions (CMC) receiving services from the
University of Mississippi Medical Center (UMMC). The managed care
payment model would establish a pediatric organization to function as an
integrated pediatric network with a capitation agreement with managed care
entities, which would redirect funding to provide Medicaid services to the
CMC population consisting of children with significant chronic conditions in
two or more body systems or a single dominant chronic condition, pursuant
to guidelines developed by the Children's Hospital Association under a
partnership contract and not require any additional funding from the State
General Fund.

Tab B. The Commission recommends for consideration and final determination
by the Legislature that the Division of Medicaid study the feasibility of
implementing a pilot program to provide an alternative managed care
payment model for individuals with behavioral health issues receiving
services from a regional mental health/intellectual disability commission
established under 41-19-33 located in the State of Mississippi. The managed
care payment model would establish an organization to function as an
integrated behavioral health care network with a capitation agreement with
managed care entities, which would redirect funding to provide Medicaid
services to the behavioral health population under a partnership contract and
not require any additional funding from the State General Fund. If a pilot
program is deemed feasible, a report of findings and recommendations shall
be prepared for the 2020 Regular Session.

Tab C. The Commission recommends for consideration and final determination
by the Legislature that the responsibilities of the Mississippi Commission on
Expanding Medicaid Managed Care be transferred to and become a
permanent function of the Medical Care Advisory Committee within the
Division of Medicaid in order to continue monitoring the feasibility of
including additional categories of Medicaid-eligible beneficiaries and otherwise
revising the Medicaid Managed Care payment program.






Table of Contents

Page 3

Individual Provider Recommendations:

Tab A. CEMMUC Draft Recommendations - Drew Snyder (DOM).
Tab B. Recommendations by Managed Care Industry.

Tab C. Recommendations by Magnolia Health.
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Slississippl State Legislature
Post Office Box 1018
Jackson, Mississippi 39215-1018
Telephone No. 601-359-3217= Fax No. 601-359-2775

December 1, 2018

Honorable Phil Bryant Honorable Tate Reeves Honorable Philip Gunn
Governor Lieutenant Governor Speaker of the House
State of Mississippi Mississippi State Senate MS House of Representatives

Dear Governor Bryant, Lieutenant Governor Reeves and Speaker Gunn:

This report represents the culmination of many hours of hearings and discussions by the
Commission on Expansion of Medicaid Managed Care created by Senate Bill 2836 in the 2018 Regular
Session. The Commission has met regularly beginning in August 2018, and in its deliberations has
reached the findings and recommendations which are presented in this report and which the Commission
feels are practical and achievable. Senate Bill 2836 states that "no expansion of Medicaid managed care
program contracts may be implemented by the division without enabling legislation from the Mississippi
Legislature," and our understanding of the purpose of the Commission is to compile data and provide
oversight with recommendations as to whether the existing Medicaid managed care program should be
expanded. It became apparent to all members, if not already so, the complexity of the Medicaid program,
in general and as it pertains to managed care. To a member, it was clearly beneficial to be “in a room” to
discuss and work through these complex and detailed issues. With the limited time, we could not address
and solve all that needed to be done and thus we recommend that the work of this Commission continue,
most efficiently and economically by the statutorily created Medical Care Advisory Committee. The
Commission kept the focus on improving health outcomes, controlling costs and budget predictability,
keeping pace with the ever-changing dynamics of healthcare with the idea for beneficiaries to focus on
preventative treatment.

Managed care is the use of a planned and coordinated approach to providing health care with the
goal of quality care at a lower cost. The idea is that by assigning patients to doctors and resources that
help them focus on illness prevention, Medicaid recipients will stay healthier and more readily avoid
costly emergency treatment. Four in five of the nation's 70 million Medicaid clients are on managed
care, and in Mississippi 65% of the Medicaid clients are served by Managed Care Organizations
(MCOs). The remainder of the clients receive services on a Fee-for-Service (FFS) basis where the
provider receives payment on a per-service basis according to a fee schedule set for each service and/or
procedure to be provided and the patient's total bill will vary by the number of services actually received.
Capitation forces providers to practice preventive medicine to make a profit and it is the responsibility of
the Division of Medicaid and the Legislature to determine whether the reimbursement rates those
providers accept are high enough to keep them viable, while at the same time not allowing abuse of the
system. Managed care arrangements have become a viable alternative to states seeking innovative
strategies to provide medical assistance beneficiaries with quality health care in a cost-effective manner.






As stated during the Commission hearings, Mississippi’s foray into Medicaid managed care is in
the “toddler stage” having been adopted by the Legislature in 1997. The system is maturing and
reviewing its practices and procedures is necessary to provide a viable, efficient system to the
beneficiaries and the taxpayers to be able to take it to the next stages. During debate on the 2018
Medicaid “technical amendments bill,” much information was put out about managed care either not
being viable, other states don’t do it and/or fee-for-service is the only way Medicaid should be run. As
the information contained herein establishes, managed care in the Medicaid program has been going on
in other states to a varying degree for over 20 years. Through this process it is clear there are interests
impacted by the Medicaid program who either benefit from the status quo, are afraid to change or both.
However, there is no other program that appears to be changing more and faster than healthcare, and
Mississippi’s Medicaid program has to adapt so its budget and system are not crushed from within. In
1996 the Legislature initially studied this issue with the Commission making its findings and facts at this
time. This Commission report is building on that with an eye that these recommendations and findings
will be used in the near future. However, many related issues for the development of a sound Medicaid
managed care program in Mississippi are in need of further study, and having learned much through this
process, the Commission is requesting to continue this oversight responsibility.

By consensus of the Commission there is a unanimous finding that a pilot program to address
critical care children should be developed as soon as practicable, details of which are contained herein.
Specific consensus recommendations regarding certain network programs under waivers are included in
this report, as well as specific recommendations of individual provider members of the Commission; also
coming out of the Commission is the understanding that the major payment mechanism for mental health
care is Medicaid and that there is a willingness of the mental health provider community to explore
options to bring predictability and consistency to the treatment and funding of community mental health
services in Mississippi. The Commission strongly urges that these recommendations be given every
consideration.

On behalf of the Commission, it was a valuable and worthwhile process and it is our hope that the
Legislature will seriously consider the information from this endeavor.

v - // L~ 7\
Senator Brice Wiggins, C haﬁné;
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Commission on Expanding Medicaid Managed Care
Meeting Minutes of September 25, 10:00am
New Capitol Building — Room 113
501 N. West Street, Jackson, MS 39201

L Call to Order

Meeting was called to order by Drew Snyder, Division of Medicaid (DOM) Executive Director

1L Roll Call

Present: Drew Snyder, Executive Director, Division of Medicaid (DOM); Charmain Kanosky, Executive

Director, MS State Medical Association (MSMA); Bob Williams proxy for Mike Chaney, Commissioner of

Department of Insurance; Judith (Judy) Clark, pharmacist; Dave Van, licensed mental health professional;

Aaron Sisk, Magnolia; Bridget Galatas, Molina; Jeff Wedin, United Healthcare; Kevin Cook, University

of MS Medical Center; Representative Joel Bomgar; Senator Brice Wiggins

Absent: Representative Chris Brown, Chair House Medicaid Committee; Eugene “Buck” Clarke, Chair

Senate Appropriations Committee; John Read, Chair House Appropriations Committee

(1IN Approval of meeting minutes
n/a
Iv. Old Business — Presentations
wa
V. New Business — Presentations and Discussions

e Drew Snyder began the meeting with a brief introduction and overview.

e Drew Snyder made the motion that Roberts Rules of Order be used for commission meetings.

o Second: Senator Brice Wiggins

o The motion was approved unanimously.

e Drew Snyder made the motion that Brice Wiggins be elected chairman.

o  Second: Charmain Kanosky

o The motion was approved unanimously.

e Senator Brice Wiggins reviewed the purpose and requirements of the commission as written in
Senate Bill 2836 and noted that a report to the legislature is due no later than December 1, 2018.
It is anticipated that meetings of this commission will be approximately every two weeks.

e Senator Brice Wiggins requested that all commission members introduce themselves and the
organizations and/ or medical field represented. Additionally, it was requested that committee
members state what they would like the outcome from the commission to be.

® Senator Brice Wiggins clarified that the job of the commission is to set the course going forward
with Managed Care as well as and assist Medicaid with alternative payment model regarding
medically complex children.

® Commission members were asked to discuss wants and needs from Commission meetings.

o The Division of Medicaid, Drew Snyder. Executive Director: Figure out what is best
for the taxpayers and beneficiaries; Determine what managed care offers that is different
from fee for service; Determine what the primary population is that they are serving;
Conduct an analysis of CCO payment model; Understand the numbers and administrative
impact on the agency

o Department of Insurance, Bob Williams, proxy for Commissioner Chaney:
Emphasized the importance on focusing on the taxpayers and beneficiaries

o Pharmacy, Judith Clark: Ensure that reimbursement for pharmaceuticals is fair,
payments are prompt, pharmacy provider access is open to all pharmacies, and pharmacy
rules are concise and fair.  Clarity is needed for specialty pharmaceuticals, i.e. open to
local specialty providers and payment structure-as pharmacy or medical claims. Prior
authorization should be promptly addressed and responses are quick as are Medicaid’s.
Be mindful that Medicaid’s preferred drug list (PDL)) does not include all covered drugs.
Non-PDL drugs should be handled consistently with managed care as with Medicaid.

Committee on Expanding Medicaid Managed Cave Septeinber 25,2018
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Encouraged managed care entities to continue to work collaboratively with DOM
Pharmacy to stream line processes and programs.

o House Representative, Joel Bomgar: Stressed the importance of a cost benefit analysis
Mental Health, Dave Vann: Beneficiaries are our primary responsibility. Our goal is to
assist beneficiaries in order to avoid mental health crisis and keep beneficiaries out of
institutionalization. Hopes that the commission can assist in the approval and denial
process and ensuring it takes place in a timely manner to ensure services are provider to
beneficiaries.

o Molina, Bridget Galatas: We are the new partner at the table. We are more than willing
to be a good resource during the duration of the commission.

o Magnolia, Aaron Sisk: Magnolia is for Medicaid Managed Care expansion. Managed
care is a financial benefit to the State because it provides Medicaid budget predictability.
We provide better level of care and services and a more expansive reach than fee for
service.

o Unitedhealthcare, Jeff Wedin: Interested in expanding services into the long term care
population. We have been looking into preterm birth rates, C-sections obesity, diabetes,
and family planning.

o Hospitals, Kevin Cook: Stated that many, if not most, hospitals in this state are in an
economic and are crisis are under a lot of economic pressure. Access to care in the state
is problematic. At Batson Children’s hospital, about 80% of inpatients are on Medicaid.
Hospitals are interested in a value based program to partner with CCOs to help carry the
financial burden to ensure beneficiaries are getting the care they need. He proposed a
look into an economic alignment and hopes the rates for the managed care companies can
be adjusted. He would like to see the hospitals get a chance to provide a managed care
program.

o MSMA, Charmain Kanosky: Expressed the importance of putting the patients first and
producing better outcomes. She appreciates the CCOs working with physicians and
providing a positive experience and good results. She hopes that some burdens can be
released in relation to prior authorization paper work and the time it takes to complete
them. There is a need for extra funding for residency spots at UMMC to train more
physicians for MS.

e Commission members and legislators were allowed to make closing remarks or ask additional
questions.

o Pharmacy question, Judith Clark: What numbers of beneficiaries are using the CCOs
use nurse coordinators? What disease states, outcomes and etc. are you seeing from this
program?

»  CCO response: Will provide those numbers in next meeting

o Senator Bryan remarks: Wants to figure out how to structure things so that people can
get the best services for the best price. He agreed with Wiggins that the meetings should
only focus on managed care. He wants to ensure that there are protections for providers in
reference to reimbursement. He referred to Cooks mention on the hospitals getting a
chance to provide the managed care programs internally and said it was something to be
considered.

VL Final Comments/ Action Items
¢ Charmain Kanosky made the motion that Judith Clark be elected secretary of the Commission.
o Second: Drew Snyder
o The motion was approved unanimously.

e Requirements in the Senate Bill were assigned to the most appropriate areas/organizations.
Commission members are requested to provide a five minute presentation on their assigned topic
and written materials in advance of the next Commission meeting:

o Review the program’s financial metrics: DOM
o Review the program’s product offerings: DOM

Cosnmittee on Expatding Medicaid Managed Cave
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o Review the program’s impact on insurance premiums for individuals and small
businesses: Department of Insurance

o Make recommendations for future managed care program modifications: tabled for now

o Determine whether the expansion of the Medicaid managed care program may endanger
the access to care by vulnerable patients: Nursing Homes representative

o Review the financial feasibility and health outcomes of populations health management
as specifically provided in paragraph (2) above: MSMA

o Make recommendations regarding the pilot program to evaluate an alternative managed
care payment model for medically complex children: Hospital representative

VIL Next Meeting — October 9, 2018

IX. Adjournment

Committee on Expanding Medicaid Managed Care September 25,2018
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Commission on Expanding Medicaid Managed Care
Meeting Minutes of October 9, 10:00am
New Capitol Building — Room 216
501 N. West Street, Jackson, MS 39201

L.

IL.

IIL.

Iv.

Call to Order
Chairman Wiggins called meeting to order.

Roll Call

e Voting members in attendance were: Drew Snyder, Executive Director of Division of Medicaid
(DOM); Charmain Kanosky, Executive Director of MS State Medical Association (MSMA); Bob
Williams proxy for Commissioner Mike Chaney, Department of Insurance; Judith (Judy) Clark,
pharmacist; Dave Van, licensed mental health professional; Becky Waterer, M.D, proxy for Aaron
Sisk, Magnolia; Bridget Galatas, Molina; Jeff Wedin, UnitedHealthcare (UHC); Charles O’Mara, M.D.
proxy for Kevin Cook, UMMC; Bobby Beebe, representing long term care , Senator Brice Wiggins

e Voting members not in attendance were: Representative Joel Bomgar, Representative Chris Brown
Senator Eugene (Buck) Clarke, Representative John Read

Approval of meeting minutes from September 25, 2018
o Meeting minutes were approved unanimously as amended

OIld Business — Presentations

Chairman Wiggins reiterated to the members that the purpose of this commission is to recommend to the
legislature that Managed Care in MS Medicaid remain as it is now, or add some of the currently excluded
categories of eligibility.

Chairman Wiggins stated that there is inadequate time during this meeting to analyze each of the one
pagers submitted by the members. Commission members are asked to review the one pagers prior to the
next meeting. Members are to be prepared to discuss the pros and cons regarding recommendation to the
legislature regarding inclusion of currently excluded categories to the expansion of Managed Care.

a. One pagers of issue areas:

-Mental Health: Dave Van presented the one pager for Mental Health outlining their concerns and
access to those services for MSCAN members. There is a current DOJ issue with State of
MS/Department of Mental Health regarding increasing the availability of home and community
based services in MS. MH is an advocate for access to care. MH works to bridge the gaps and
provide services to keep MH patients from being incarcerated. Mr. Van expressed his
appreciation for including Mental Health in this discussion. He urged the MCOs to include mental
health as a voice at the table as they are with FFS Medicaid. The Mental Health document is
included in these minutes.

-Nursing Homes: Bobby Beebe gave an overview of his NH one pager. Since 2013-2014, NHs
have had a budget neutral methodology. There are nursing homes located in every county of the
state other than Issaquena County. That means that NHs are accessible for the patients and their
families. If there is consolidation of NHs into larger/urban areas, it will impede access to care and
family interactions with NH residents. The Nursing Home one pager is included these minutes.

-MSMA: Charmain Kanosky stated she would present at the next meeting on public policy issues,
specifically smoking cessation, safety, and other health indicators that should be discussed. Ms.
Kanosky mentioned state smoking related illnesses represent $300M in costs. She asked the
MCOs about telehealth in the MSCAN universe, primarily in the consultation of specialists. The
MSMA one pager is included in the minutes.

Senator Wiggins asked the committee to bring questions and the next agenda would have time for open
discussion. He also stated that UMMC was still working in their one pager and could present at the next
meeting,

Connmitlec on Expaimding Medicaid Managed Care October 9, 2018
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V. New Business — Presentations

DOM Executive Director, Drew Snyder, presented multiple DOM handouts, which are included in the
minutes. Handouts included Medicaid Fee For Service (FFS)MSCAN comparison chart; MSCAN product
offerings of Magnolia, Molina, and UnitedHealthcare; Medical Loss Ratio reporting; and Medical
Services covered under FFS describing the excluded categories of eligibility now being considered for
managed care expansion. Mr. Snyder discussed excluded beneficiary populations that are excluded from
managed care. Said programs include ICF/IDD institutional care; waiver populations such as Assisted
Living, Healthier Mississippi, Family Planning, Elderly and Disabled, Independent Living, Traumatic
Brain Injury/Spinal Cord Injury, and Intellectual Disabilities/Developmental Disabilities; Dual Eligibles,
and Nursing Facilities.

Mr. Snyder stated that MCOs are not losing money in Mississippi, but they are not making much money
either. Mr. Snyder mentioned that it is worth discussing whether to add the waiver populations to managed
care._He added that the enrollment and expenditures of the waiver population are increasing overall; this
increase in the waiver population is due in part to a focus on community-based settings verses institutional
settings. Nursing home expenditure and enrollment growth has been flat in recent years. Currently, less
than 40 % of the Medicaid beneficiary population is enrolled in FFS; however, this is a high-acuity
population. Children, who constitute a large number percentage of MCO enrollees, are generally less
expensive and are often low utilizers of services.

Dr. Waterer, representing Magnolia, explained care management from the managed care perspective as
being disease specific with follow up telephonic education and support. Every member is eligible but may
opt out. Also, Magnolia helps te connect vulnerable members with philanthropic resources. One such
example is a Magnolia member, with cancer, who cannot pay their utilities, was connected with the MS
Chapter of the American Cancer Society which can provide financial help in this regard.

Jeff Wedin, UHC, stated that UHC adhere to the ‘whole person ‘approach. UHC’s community health
workers impact care through social determinates including, but not limited to, work, housing and adhering
to healthy adaptations as part of care management such as ‘farm to fork’> food program encouraging fresh
fruits and vegetables, medication adherence, etc.

Bridget Galatas (Molina) explained that while they are new to the state but also look at best clinical
practices in other markets and are learning from them. Molina plans to incorporate best clinical practices
in MS Medicaid with their member enrollment.

Judith Clark, pharmacy representative, discussed a DOM pharmacy program, Complex Pharmacy Care
Program contracted with the clinical PDL vendor, currently being used in the FFS population. This
program has been successful with providing the appropriate drug at the appropriate dose and duration of
high cost pharmaceuticals while saving Medicaid substantial money. DOM is seeing a ROI of 12:1
representing $6M in savings/400 beneficiaries/in the past 24 months. She asked about like programs
available through the MCOs.

Senator Wiggins requested the information provided at the meeting be put into the record for the
Commission’s report and would include minutes as well.

V. Final Comments/ Action Items

VIII.  Next Meeting — October 23, 2018 New Capitol Building — Room 216

IX. Adjournment

Conmmitiee on Expanding Medicaid Managed Care October 9, 2018
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Commission on Expanding Medicaid Managed Care
Meeting Minutes of October 23, 10:00 am
New Capitol Building — Room 216
501 N. West Street, Jackson, MS 39201

Call to Order
Chairman Wiggins called meeting to order. Chairman Wiggins acknowledged Commissioner Mike Chaney
in attendance.

Roll Call

e Voting members in attendance were: Drew Snyder, Executive Director of the Division of Medicaid
(DOM); Charmain Kanosky, Executive Director of MS State Medical Association (MSMA); Bob
Williams proxy for Commissioner Mike Chaney, Department of Insurance; Judith (Judy) Clark,
pharmacist; Phaedra Cole, proxy for Dave Van, licensed mental health professional; Aaron Sisk,
Magnolia; Dr. Tom Joiner, proxy for Bridget Galatas, Molina; Jeff Wedin, UnitedHealthcare (UHC);
Kevin Cook, UMMC; Bobby Beebe, nursing home representative; and Senator Brice Wiggins

® Voting members not in attendance were: Representative Joel Bomgar, Representative Chris Brown
Senator Eugene (Buck) Clarke, Representative John Read

Approval of meeting minutes from October 23, 2018

e  Meeting minutes were approved unanimously as amended

Old Business — Presentations

e None

New Business

a. Presentations

MSMA: Dr. Mansour, President of MS State Medical Association and speaking on the behalf of
MSMA, presented information on managing medical costs by preventative and behavioral
changes. He stated that medical costs adhere to the 80-20 rule, that is, 20% of the patient
population is responsible for 80% of the healthcare costs. Disabled and/or chronically ill are the
most expensive patient populations, regardless of age, to manage. Determinants of well-being are:
40% personal behaviors; 20 % social behaviors; 30% genetics; and 10% healthcare. Trends show
that preventative primary healthcare costs increased by 18% while total healthcare spending
decreased by 18%. National research reveals that an increase of 10% spending in
public/preventative medicine results in a decrease of 1/7 deaths over 13 years. Preventative
medicine goals are to decrease illnesses, increase access and lower overall costs. One such
preventative health measure is to decrease smoking. In MS, tobacco use accounts for $1.2 Billion
in direct medical cost, and $320 Million in direct Medicaid costs. 23% of Medicaid beneficiaries
smoke. MSMA suggested that the State consider a ‘user fee’ per package of cigarettes which
could result in $165 Million of revenue per year. When Dr. Mansour was asked “What is the most
important (preventable health) issue in MS?” he replied “smoking.” A recent study in
Hattiesburg and Starkville revealed that banning smoking in public venues decreased heart attacks
between 11-17%.

Recommendations include enhancing and promoting the use of telehealth as an important tool for
MS healthcare providers to link specialists with practitioners in rural and remote areas. Other
recommendations were increased web-based portals, such as for prior authorizations, for payers,
promote wellness screenings, reimbursement at 100% Medicare rate for screenings, and evaluate
MCOs for wellness screenings.

UMMC: Kevin Cook, representing UMMC and speaking on the behalf of hospitals in MS, gave a
presentation of Developmental of Business Model for Children with Medical Complexity (CMC).

Conuntitee on Kxpanding Medicaid Managed Care Getoboer 23,2018
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Mr. Cook related that it is his goal to have the MS specific data on CMC to the Commission by the
next meeting. There are about 15,000 pediatric medically complex patients in MS with the great
majority living at home. Approximately 700 are seen at UMMC with their interdisciplinary model
and a small percentage of the CPC live permanently at Batson. CMC are a significant driver of
healthcare costs. While these children comprise about 6 % of the Medicaid population nationally,
they represent 40% of the Medicaid spend for children. Other states have formed a Kids Care
project or pilot using an ACO (Affordable Care Organization) model to manage costs while
providing for better life for these children and their families. The goal of such a program is to
mitigate the need for long term care for this patient population, assign this patient population to an
appropriate network of providers closer to home and educate/assist families in the care of these
patients.

Currently UMMC has a pilot program for 700 patients that utilizes physicians, case managers,
social workers, dieticians, nursing, medical office assistants and respiratory therapists to care for
the CMS population. UMMC is requesting a shared savings approach with the MCOs. Shared
savings will not remove the patient from MCO but allow an enhanced reimbursement for this
provider and patient population. The goal is for the provider to be able to meet their costs, hire
more practitioners at the UMMC base as well as fund a statewide network throughout the state.
This will allow the only children’s hospital in MS to be accessible for all children and families in
MS. This presentation is included in the minutes. Mr. Cook indicated that UMMC would be
willing to engage in “downside” risk sharing arrangements provided the facility was given an
adequate transition period.

b. Topics to Explore/Discuss

1.

iv.

Fee for Service vs managed care: other states -- PEER to compare other states, with more
managed care, like Kansas, to MS. Commission is requesting a chart or map.

Negative effect hospitals, True or False?

The perceived need for provider sponsored plan aka Senator Bryan's proposal was discussed. Mr.
Cook stated that there is continued interest in a provider-sponsored plan, and it will not go away
any time soon. When asked if it was self-interest or in the best interest of Medicaid, his response
was both.

Long Term Care: yea or nay. Mr. Beebe requested that nursing homes be carved out of Medicaid
expansion due to their one pager presented at a prior meeting. Chairman Wiggins asked if carving
out this industry is done in other states. Mr. Snyder offered additional information as to other
states that have been in managed care for longer periods of time and stated that HCBS and nursing
homes are a conversation that could be handled together.

Prescription drugs: cost and management. Mrs. Clark stated that she could not comment on the
specific numbers regarding the increased costs of prescription drugs. However, there are
increased costs with generic drugs because of fewer generic companies producing these products,
increased raw ingredient costs, and FDA regulations regarding manufacturing and quality
standards with non-oral drugs. The trend is more designer/specialty new drugs coming to market
and these products carry a high cost per user. Payers can control prior authorizations to assure that
the right patient gets the right drug at the right time, and using therapeutic alternatives when
appropriate. Payers cannot control the costs of drugs, only what they pay providers. We need
Congress’ help to control prescription drug costs.

V1. Structure of Report

a.

Recommendations vs. data/info collects with assistance from Bob Davidson: Mr. Davidson presented
a 1996 legislative report regarding Managed Care and MS Medicaid. The 1996 report was suggested
to be the model for the Commission’s 2018 report to the legislature. Said report includes findings and
recommendations. This report is included in the minutes.

Committee on Expanding Medicaid Managed Care October 23,2018
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V. Final Comments/ Action Items
a. PEER report
b. Prescription drug costs and management
¢. Report for Legislature
VIII. Next Meeting —November 6, 2018; New Capitol Building — Room 216

IX. Adjournment

Conuniltec on Expanding Medicaid Managed Care October 23,2018

_ Page 3
Prepared by Judith Clark Meeting Minules



Commission on Expanding Medicaid Managed @y
Meeting Minutes of November 6, 10:00 am
New Capitol Building — Room 216
501 N. West Street, Jackson, MS 39201

L Call to Order
Chairman Wiggins called meeting to order. Chairman Wiggins acknowledged Representatives White and
Mims in the audience. Chairman also reminded Commission members that the next meeting is Tuesday,
November 13, 2018. There will be no meeting the week of Thanksgiving and the Commission will
reconvene on November 27, 2018. The 1996 Managed Care Legislative Report will be used as a potential
guide for the Commission’s report to the legislature due on 12-1-2018.
IL. Roll Call
® Voting members in attendance were: Drew Snyder, Executive Director of the Division of Medicaid
(DOM); Charmain Kanosky, Executive Director of MS State Medical Association (MSMA); Bob
Williams proxy for Commissioner Mike Chaney, Department of Insurance; Judith (Judy) Clark,
pharmacist; Dave Van, licensed mental health professional; Mike Todaro, proxy for Aaron Sisk,
Magnolia; Bridget Galatas, Molina; Jeff Wedin, UnitedHealthcare (UHC); Kevin Cook, UMMC:;
Bobby Beebe, representing the long term care industry ; and Senator Brice Wiggins.
® Voting members not in attendance were: Representative Joel Bomgar, Representative Chris Brown
Senator Eugene (Buck) Clarke, and Representative John Read.
IIL Approval of meeting minutes from October 23,2018
®  Meeting minutes were approved unanimously as amended
Iv. Old Business — Presentations
Mr. Cook, UMMC, representing hospitals: We are working with DOM on the data request, but unsure if it
will ready by the final report date. As a recap, nationally there are 2 Million children with complex
medical care issues. This is approximately 6 % of the population but account for 40% of the spend. We
are looking at pilot projects to reduce the costs for this special needs population, We are looking at other
state’s programs to see if they are viable in MS. One such example is MO’s program.
V. New Business

a. Presentations

® Managed Care in Other States by PEER: Lonnie Edgar, representing PEER, provided a presentation
on Medicaid managed care nationally. In MS, MCO enrollment was 7% more than the same time
frame in March of 2018. The change in numbers is thought to be indicative of a better economy in MS
and more jobs. In MS Medicaid, 65% of the total beneficiary population are enrolled in MCOs and
account for 46.5% of the total DOM (Division of Medicaid) budget. Other states with managed care
range between 65-90% of their total population in managed care. PEER’s handouts are included in the
minutes.

* Pharmacy Costs and Management: Judith Clark, representing pharmacy, provided a presentation on
prescription drugs and management techniques. Payers, commercial and Medicaid, have no control
over the costs of prescription drugs: they can negotiate rebates on brand drugs and industry must offer
Medicaid the “best price’ offered to any other payer. Payers can control what is paid to the pharmacy
provider. Pharmacies can belong to purchasing groups and buy prudently. There is an exponential
growth in branded drug due to many being specialty drugs used to treat a small patient pool, such as
various types of cancer, cystic fibrosis, etc. Mental health drugs compromise a large percentage of
payers’ budgets; this is especially true for Medicaid.
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Tools used by some insurance plans to control prescription drug costs for their members are to hire
pharmacy benefits managers (PBMs). PBMs are pharmacy benefits managers contracted by
companies or insurers to help manage the pharmacy costs for their members. Many PBMs started as
claims payers decades ago and have morphed into huge entities. Large PBMs like Express Scripts,
CVS Caremark and OptumRX manage the vasl majority of prescription claims in the US. (NCPA).
To control pharmacy costs, PBMs utilize formularies and prior authorization programs; limited
pharmacy networks, reduced pharmacy reimbursement both for ingredients and dispensing fees:
encouraging/mandating the use of mail order pharmacy programs; increasing patient copays or
coinsurance; aggressive pharmacy audits by (non-clinical) auditors, including clawbacks or DIR, drug
indirect renumeration fees taken from pharmacies. Clark’s presentation is included in this report,

Topics to Explore/Discuss

Chairman Wiggins explained and encouraged consensus recommendations by the Committee,
Chairman Wiggins directed the Managed Care Companies to present at the next meeting. MCOs can
present individually or collectively.

MCOs and program areas on the Commission are to prepare a one-pager with recommendations for the
commission to review and discuss.

VI Structure of Report

Commission will use the 1996 legislative report regarding Managed Care and MS Medicaid as the model
for the Commission’s 2018 report to the legislature,

V. Final Comments/ Action Items

a.

b.
C.

MSMA requested additional information from PEER regarding managed care in states more like MS
demographically.

MCOs: presentation to the commission and one pagers for the commission to review

Program areas are to present their recommendations to the Commission,

VIII.  Next Meeting ~November13, 2018 at 10:00 am; New Capitol Building — Room 216

IX. Adjournment
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Commission on Expanding Medicaid Managed Care
Meeting Minutes of November 13, 2018 10:00 am
New Capitol Building — Room 216
501 N. West Street, Jackson, MS 39201

II.

HI.

IV.

Call to Order

Chairman Wiggins called the meeting to order. Chairman Wiggins acknowledged
Representative White in the audience. Chairman also reminded Commission members
the next meeting is Tuesday, November 27, 2018. There will not be a meeting the week
of Thanksgiving. The 1996 Managed Care Legislative Report will be used as a potential
guide for the Commission’s report to the Legislature due on 12-1-2018.  Chairman
Wiggins requested the removal of item 5) ¢, an ethics presentation, from today’s agenda.

Roll Call

e Voting members in attendance were: Dr. Jason Dees, proxy for Drew Snyder,
Executive Director of the Division of Medicaid (DOM); Phyllis Williams, proxy for
Charmain Kanosky, Executive Director of MS State Medical Association (MSMA);
Phillip Strickland, proxy for Commissioner Mike Chaney, Department of Insurance;
Judith (Judy) Clark, pharmacist; Dave Van, licensed mental health professional;
Aaron Sisk, Magnolia; Bridget Galatas, Molina; Jeff Wedin, UnitedHealthcare
(UHC); Kevin Cook, UMMC; Bobby Beebe, representing the long term care
industry; and Senator Brice Wiggins.

e Voting members not in attendance were: Representative Joel Bomgar,

Representative Chris Brown Senator Eugene (Buck) Clarke, and Representative John
Read.

Approval of meeting minutes from November 6, 2018

® Meeting minutes were approved unanimously

Old Business — Presentations

Chairman Wiggins expressed his appreciation for the assistance and hard work of the
Commission. He stated that he anticipated that today’s meeting would be lengthy.
Additionally, he stated that all presentations are part of the minutes and will be available
as part of the record.

New Business
Presentations

e Mental Health: Dave Van---there are two major components providing mental health
services in MS: Department of Mental Health (DMH) and Community Mental Health
Centers (CMHS). The role for these two entities has changed over the past 5 years
with the ftransition from institutional care to more services provided in the

Committee on Expanding Medicatd Managed Care Novemnber 13, 2018
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Commission on Expanding Medicaid Managed Care
Meeting Minutes of November 13, 2018 10:00 am
New Capitol Building — Room 216
501 N. West Street, Jackson, MS 39201

community. MDH, which is primarily funded from the federal grants, state’s general
fund, provides inpatient services and administrative oversight. CMHC oversee
outpatient centers and are covering more acute services. CMHCs receive 70%
through the fee for service model with 65-70% from Medicaid. There are 14
CMHCs, employing about 4500 staff members, which provide care in all 82 counties.
During the last year, about 106,000 consumers, primarily from the mid to low
income, received care from the CMHCs.

CMHC:s strive to control costs while providing mental health care throughout MS.
One concern is the Medicaid reimbursement rate for child psychiatrists; CMHCs have
to pay more than Medicaid allowable rates to hire these practitioners to care for their
patients. We have found that telemedicine works in some scenarios but the human
contact is important for many of our patients. Mr. Cook, representing the hospital
industry and UMMC, stated that UMMC’s fastest growing area of telemedicine is
pediatric behavioral medicine. Dr. Dees, from DOM, stated that the MCOs are doing
something similar now with parent-child-physician model. Children are treated
onsite at the schools. Currently, there is an ongoing pilot program with the MCOs in
Hinds County (looking at preventable mental health readmissions).

Mental Health needs more rather than fewer options to treat this patient population.
Patients with severe mental illnesses live an average of 25 years less than non-
mentally ill patients. We believe that managed care is here to stay and we wish to
partner with the MCOs in an integrated program to provide both mental and physical
health needs. Region 8 Annual Report is included with the minutes.

e Multiple documents were submitted by each MCO and a power point was presented
by Michelle Bentzien- Purrington from Molina representing all 3 MCOs. All are
included in the minutes.

Managed care is about enhanced coordination and relationships among agencies and
providers. MCOs strive to partner and provide more value-based treatment to the
entire person—sociologically, psychologically and biologically. One such example is
that MCOs provide training programs and respite for those unpaid family caregivers,
such as a one-week break/month of respite care. Stakeholder engagement is
imperative. Stakeholders are all concerned parties, i.e. advocates, providers,
associations, faith based institutions, Medicaid beneficiaries, etc.

Magnolia’s Aaron Sisk stated that the goal is to manage medical trends. UHC’s
Wedin stated in the past several years’ hospitals have seen many changes affecting
their bottom line such as: trend from inpatient to outpatient services, shorter inpatient
stays and more competition in the market. Mr. Cook stated that the hospital crisis
issue is multi-factorial especially with the rural hospitals. He continued stating that

Committee on Expanding Medicaid Managed Care November 13, 2018
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Commission on Expanding Medicaid Managed Care
Meeting Minutes of November 13, 2018 10:00 am
New Capitol Building — Room 216
501 N. West Street, Jackson, MS 39201

2/3 of MS hospitals are under severe pressure and Y2 are underwater. Problems
hospitals are experiencing from MCOs are lack of uniform credentialing,
administrative burdens with prior authorization denials, and uniform admission
criteria is particular challenge to hospitals. Molina’s presentation is included in the
minutes.

UMMC, Kevin Cook and Dr. Mary Taylor explained the proposed pilot for medically
complex children. They are requesting a collaborative venture for UMMC and MCOs
to provide care and shared savings as well as shared investments. “Development of
Business Model for Children with Medical Complexity” is included in the minutes.

Judy Clark presented the Commission with 2 letters from pharmacy associations
opposed to adding additional populations into managed care along with a request to
have pharmacy services carved out for all Medicaid beneficiaries. Those are included
in the minutes.

Kevin Cook also presented the Commission with a letter from MHA voicing concern
of commission time constraints and the need for further study as to value of
expanding managed care populations. The letter is included in the minutes.

Consensus Recommendation Discussion- led by Sen. Wiggins and Dr. Dees with
commission members agreeing the conversations initiated by the commission should
continue beyond Dec 1.

VI. Structure of Report
Commission will use the 1996 legislative report regarding Managed Care and MS
Medicaid as the model for the Commission’s 2018 report to the legislature.

VII. Next Meeting
November 27, 2018 at 10:00 am; New Capitol Building — Room 216

VIII. Adjournment

Conuiltee on Expanding Medicaid Managed Care Nfl/(‘,n!l’)(:&]‘ 13, 2018 B
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Commission on Expanding Medicaid Managed Care
Meeting Minutes of November 27, 2018 10:00 am
New Capitol Building — Room 113
400 High Street
Jackson, MS 39201

I. Call to Order

Chairman Wiggins called the meeting to order. The Chairman reminded Commission Members
that the legislative session begins January 8, 2019 and all Commission members are urged to
attend. Chairman Wiggins recognized Representative Chris Brown in the audience. The 1996
Managed Care Legislative Report will be used as a potential guide for the Commission’s report
to the Legislature due on December 1, 2018.

II. Roll Call

Voting members in attendance were: Drew Snydef?,fi%xecu’t}ivc Director of the Division of
Medicaid (DOM); Charmain Kanosky, Executive Director of MS State Medical Association
(MSMA); Bob Williams, proxy for Commissioner Mike Chaney, Department of Insurance;
Judith (Judy) Clark, pharmacist; Dave Van, licensed mental health professional; Aaron Sisk,
Magnolia; Bridget Galatas, Molina; Jeff Wedin, UnitedHealthcare (UHC); Kevin Cook, UMMC,;
Bobby Beebe, representing the long term care industry; Representative Chris Brown in the
audience, and Senator Brice Wiggins.

Voting members not in attendance were: Representative Joel Bomgar, Senator Eugene (Buck)
Clarke, and Representative John Read.

111. Approval of meeting minutes from November 13, 2018

Revised meeting minutes were approved unanimously
IV.  Old Business

Chairman’. Wiggins expressed his appreciation” for the assistance and hard work of the
Commission..

V. New Business : Discuss Proposed Report

Chairman Wiggins stated that a motion was needed to incorporate additional responses, i.e. five
additional items, for the Final Report. Said items submitted after report was drafted are: letters
from MS Pharmacists Association (MPHA), MS Dental Association, WellCare, and a
PowerPoint from MS State Medical Association (MSMA). Chairman Wiggins stated that the
deadline for submission of any other documents would be at the end of the meeting. Mr. Sisk
objected to the third party responses especially the MS Dental Association, MS Hospital
Association (MHA), and the WellCare letters. There was robust discussion among the
commission members regarding how best to address this issue. Chairman Wiggins suggested that
any information in the third party responses could be discussed by the MCAC. Mr. Sisk agreed
with that and expressed that neither he nor many other members of the Commission had a chance
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Commission on Expanding Medicaid Managed Care
Meeting Minutes of November 27, 2018 10:00 am
New Capitol Building — Room 113
400 High Street
Jackson, MS 39201

to review the five documents. Director Snyder explained the MCAC for committee members
who were not familiar with it. The recommendation from the Commission was “no submission
from outside of the committee membership as established by law via the legislature” would be
accepted for inclusion in the Final Report. Mr. Sisk motioned that any materials not submitted
through a committee member not be included, and the motion passed. The following discussion
involved whether to include the three consensus recommendations with enacting legislation in
the report, or the three consensus recommendations only. A motion to include only the three
consensus recommendations in the report without the accompanying draft legislation passed with
no objections. The Commission moved on to Provider Recommendations. Mr. Sisk objected to
the inclusion of Tab E, which included letters presented by commission members previously, i.e.
MPHA, MSMA, and MHA. Mr. Sisk’s motion to not include recommendations from MHA was
seconded by Mr. Wedin but failed by a vote of 3-5. Voting in fayor were Mr. Sisk, Mr. Wedin,
and Mrs. Galatas. Voting against were Mrs. Clark, Mr. Cook, Mr; Beebe, Mr. Van, and Mrs.
Kanosky. More robust discussion ensued regarding location of these documents in the report.
The Commission voted to place the MPHA, and MSMA documents in the Individual Provider
Recommendation section, Tab E, and the MHA letter in the: Findings section of the report. This
was approved without objections. ‘

The draft transmittal letter written by Chairman Wiggins was reviewed and revised by the
Commission. Motion to accept transmittal letter with revisions was made by Mr. Van, seconded
by Mr. Sisk and approved unanimously.

Mr. Van made the motion to accept findings consensus, i.e Tabs A (Complex Children Pilot-
directs DOM to seek waiver regarding implementation of pilot program), B (Study of Mental
Health-directs DOM for a prospective, study regarding alternative payment model for mental
health), and C (Transfer commission functions to Medical Advisory Committee to continue
monitoring the feasibility of adding other categories into Managed Care). Director Snyder
reminded the commission members that DOM does not require legislation to implement Tab A
or B. This issue was referred to PEER to review legislative requirements for consensus
findings. Commission members asked if the commission can continue without legislation.
Response from PEER was “not officially.” '

The Final Report acceptance motion was made by Chairman Wiggins and seconded by Bob

Williams. This report;’\?vill be available in Room 212 when changes have been finalized.

VVIII. Ad]'ournﬁent

This document is a draft of meeting minutes from the final meeting of the Commission and
cannot be considered a final document due to the dissolution of the Commission effective
December 1, 2018.
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SB 2836 (2018 RS)

There is hereby established the

Commission on Expanding Medicaid Managed Care to develop a

recommendation to the Legislature and the Division of Medicaid

relative to authorizing the division to expand Medicaid managed

care contracts to include additional categories of

Medicaid-eligible beneficiaries, and to study the feasibility of

developing an alternative managed care payment model for medically

complex children.

(a) The members of the commission shall be as
follows:
S. B. No. 2836 0 O ~ OFFICIAL ~
18/5826/R1055G
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(i) The Chairmen of the Senate Medicaid

Committee and the Senate Appropriations Committee and a member of

the Senate appointed by the Lieutenant Governor;

(1i) The Chairmen of the House Medicaid

Committee and the House Appropriations Committee and a member of

the House cf Representatives appointed by the Speaker of the

House;

(iii) The Executive Director of the Division

of Medicaid, Office of the Governor;

(iv) The Commissioner of the Mississippi

Department of Insurance;

(v) A representative of a hospital that

cperates in Mississippi, appointed by the Speaker of the House;

(vi) A licensed physician appointed by the

Lieutenant Governor;

(vii) A licensed pharmacist appointed by the

Governor;

(viii) A licensed mental health professional

or alcohol and drug counselor appointed by the Governor;

(ix) The Executive Director of the

Mississippi State Medical Association (MSMA);

{x) Representatives of each of the current

managed care organizations operated in the state appointed by the

Governor; and

S. B. No. 2836 OO OO ~ OFFICIAL ~
18/5S26/R105SG
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(xi) A representative of the long-term care

industry appointed by the Governor.

(b) The commission shall meet within forty-five

(45) days of the effective date of this section, upon the call of

the Governor, and shall evaluate the Medicaid managed care

program. Specifically the commission shall:

(1) Review the program's financial metrics;

(ii) Review the program's product offerings;

(iii) Review the program's impact on

insurance premiums for individuals and small businesses;

(iv) Make recommendations for future managed

care program modifications;

(v) Determine whether the expansion of the

Medicaid managed care program may endanger the access to care by

vulnerable patients;

(vi) Review the financial feasibility and

health outcomes of populations health management as specifically

provided in paragraph (2) above;

(vii) Make recommendations regarding a pilot

program to evaluate an alternative managed care payment model for

medically complex children;

(viii) The commission may request the

assistance of the PEER Committee in making its evaluation; and

S. B. No. 2836 [N ~ OFFICIAL ~
18/8526/R1058G
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1109

(ix) The commission shall solicit information

from any person or entity the commission deems relevant to its

study.

(c) The members of the commission shall elect a

chair from among the members. The commission shall develop and

report its findings and any recommendations for proposed

legislation to the Governor and the Legislature on or before

December 1, 2018. A guorum of the membership shall be required to

approve any final report and recommendation. Members of the

commission shall be reimbursed for necessary travel expense in the

same manner as public employees are reimbursed for official duties

and members of the Legislature shall be reimbursed in the same

manner as for attending out-of-session committee meetings.

(d) Upon making its report, the commission shall

be dissolved.
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MS Medicaid Enrollees & Expenditures
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“Top 5" States: Largest # of MCOs (March 2018)

California 24
New York 24
Texas 19
Florida 17
Wisconsin 16

“Bottom 5” States: Fewest # of MCOs (March 2018)

Delaware 2
lowa 2
Mississippi* 2
New

Hampshire 2
North Dakota 1

*MS now has 3 MCOs operating the MSCAN program.

Source: https://www.ktt.org/medicaid/state-indicator/total-medicaid-
mcos/?currentTimeframe=0&selectedDistributions=total-medicaid-
mcos&sortModel=%7B%22colld%22:%22 Location¥%2 2 %2 2 sort%2 2:%2 2asc¥%22%7D
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“Top 5” States: Largest % of Medicaid Population in Managed Care (July 1, 2018)

Tennessee 100%
Hawaii 99.9%
Nebraska 99.7%
Delaware 97.0%
Kansas 95.0%
New Jersey 95.0%
“Bottom 5” States: Smallest % of Medicaid Population in Managed Care (July 1, 2018)
Wiscansin 67.0%
Mississippi 65.0%
Massachusetts 43.0%
North Dakota 22.0%
Colorado 10.1%

Source: https://www.kff.org/medicaid/state-indicator/managed-care-penetration-rates-hy-
eligibility-group/?activeTab=map&currentTimeframe=0&selectedDistributions=total-
population&sortModel=%7B%22colld%22:%2 2 Total%20Population%22 %22s0rt%22:%2 2 desci2 2%7
D#note-3
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“Top 5” States: Largest % of MCO Spending in Total Medicaid Spending (FY 2016)
Kansas 88.00%

Delaware 85.20%
Hawaii 82.10%
New

Mexico | 79.80%
Arizona 72.50%

“Bottom 5” States: Smallest % of MCO Spending in Total Medicaid Spending (FY 2016)
Nebraska 28.70%

Wiscansin 27.30%

Missouri 13.30%

Colorado 5.70%

Wyoming 1.00%
Other States:

Tennessee 64.30%

Mississippi 46.50%

Source: https://www.kff.orp/other/state-indicator/total-medicaid-mco-
spending/?activeTab=map&currentTimeframe=0&selectedDistributions=as-a-percent-of-total-
medicaid-

spending&sortModel=%7B%22colld%22:%22As%20a%20%2 5%200f%20Total%20Medicaid%20Spend
ing%22 %22s0rt%2 2:%22desc¥%22%7D
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HIGHLIGHTS FROM THE KFF MEDICAID MANAGED CARE TRACKER

“Top 5” States: Largest # of MCOs (March 2018)

California 24
New York 24
Texas 19
Florida 17
Wisconsin 16

“Bottom 5” States: Fewest # of MCOs (March 2018)

Delaware 2
lowa 2
Mississippi* 2
New

Hampshire 2
North Dakota 1

*MS now has 3 MCOs operating the MSCAN program.

Source: htips://www.kff.org/medicaid/state-indicator/total-medicaid-
mcos/?current Timeframe=0&selectedDistributions=total-medicaid-
mceos&sortModel=%7B%22 colld%22:%22Location%2 2 %2 2 sort%22:%2 2 asc%22%7D

Total Medicaid Managed Care Enrollment (March 2018)
Mississippi: 457,903

Source: htips://www.kff.org/other/state-indicator/total-medicaid-mco-
enrollment/?activeTab=graph&cwrrentTimeframe=0&startTimeframe=6&selectedDistributions=
medicaid-mco-

enrollment&selectedRows=%7B%2 2 states%22:%7B%2 2mississippi%s2 2:%7R%7D%7D%7D&sortMode
1=067B%22colld%22:%22Mar%202017__Medicaid%20MCO%20Fnrollment%2 2 %2 280r1%2 2:%2 2desc

2%22%7D




“Top 5” States: Largest % of Medicaid Population in Managed Care (July 1, 2018)

Tennessee 100%
Hawaii 99.9%
Nebraska 99.7%
Delaware 97.0%
Kansas 95.0%
New Jersey 95.0%
“Bottom 5” States: Smallest % of Medicaid Population in Managed Care (July 1, 2018)
Wisconsin 67.0%
Mississippi 65.0%
Massachusetts 43.0%
North Dakota 22.0%
Colorado 10.1%

Source: https://www .Kff.org/medicaid/state-indicator/managed-care-penetration-rates-by-
eligibility-group/?activeTab=map&curent Timeframe=0&sclectedDistributions=total-
population&sortModel=%7B%22colld%22:9%2 2 Total%20Population%2 2 %2 2s0rt%2 2:962 2 desc%2 2%7
D#note-3

“Top 5” States: Largest % of MCO Spending in Total Medicaid Spending (FY 2016)

Kansas 88.00%

Delaware 85.20%
Hawaii 82.10%
New

Mexico 79.80%
Arizona 72.50%

“Bottom 5” States: Smallest % of MCO Spending in Total Medicaid Spending (FY 2016)

Nebraska 28.70%

Wisconsin 27.30%
Missouri 13.30%
Colorado 5.70%
Wyoming 1.00%

Other States:

Tennessee 64.30%

Mississippi 46.50%

Source: https://www.kff.org/other/state-indicator/total-medicaid-mco-
spending/?activeTab=map&current Timeframe=0&selectedDistributions=as-a-percent-of-total-
medicaid-
spending&sortModel=%7B%22col1d%22:%2 2 As%20a%20%2 5%2 00f%20Total%2 OMedicaid%2 0Spend
ing%22 .%22s0rt%22:%2 2desc¥%22%7D
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Commission on Expanding Medicaid Managed Care ‘J MISSISSIPPI DIVISION OF

MEDICAID

Medical Loss Ratio Reporting

Medical Loss Ratio Reporting for the MississippiCAN Coordinated Care Organizations Since Fiscal Year 2015

Medical Loss Ratio

Reporcing Perioq  Audited/  Magnolta Untedriealthcare. ¢\, g cﬂif(,';f.’)r“i?fm
July2014 - June 2015 Audited  89.5% 92.3% 90.7% | 90.2%
July 2015 - Dec. 2015 = Audited 90.8% 95.4% 93.0% = 90.2%
Jan. 2016 - Dec. 2016 Audited 94.1% 95.4% 794.7% ’ 91.9%
Jan. 2017 - June 2017  Audited 94.4% 93.9% 94.2% 91.9%
July 2017 - June 2018 Unaudited 96.4% 95.8% | 96.1% N/A

The Medical Loss Ratio’s reported here include allowable expenses for Health Care Quality Improvements and Health
Information Technology as per the MSCAN CCO Contracts.

(A) Milliman Medicaid Managed Care Results Reporting for Calendar Year’s 2015, 2016 and 2017, CMS National MLR
Calculation.

Note: The Milliman Annual Managed Care Report includes states that would have Long Term Services and Supports
included in their MLR (higher MLR’s) and expansion states (with typically lower MLR’s).



Commission on Expanding Medicaid Managed Care

MississippiCAN Product Offerings

Magnolia Health

CentAccount

Magnolia’s member rewards program, CentAccount®,
offers financial rewards for activities such as EPSDT
services, preventive care and appropriate use of health
care services.

Magnolia Works

A workforce development and employment support
resource program developed by Magnolia to address
employment barriers among its members.

Corporate Sponsor for Summer Food Service Program

Magnolia serves as a Corporate Sponsor for this program
which provides breakfast and lunch for preschool and
school aged children during the summer months. The
program has provided over 3 million meals at 500 sites in
Mississippi communities.

Molina Healthcare

HealthinHand Mobile Application

Through the HealthinHand mobile application, Molina
members are able to view upcoming appointments,
schedule transportation, needed immunizations or
screenings, and access a wealth of health education
material in those areas that matter the most.

Nurse Advice Line

Whether its ongoing meetings with their care managers,
Molina provides its members with access to an expertly
trained Nurse Advice Line (NAL), as well as a Behavioral
Health hotline, interactions with its member services
team through both inbound and outbound calls and visits
from its Community Connectors to supplement its care
management.

Incentive Programs

Molina also offer several strategically targeted value
added benefits for its members including expanded office
visits, vision, and incentive programs for achieving prenatal
care, disease management, weight loss, and smoking
cessation milestones.

MISSISSIPPI DIVISION OF

MEDICAID

J

UnitedHealthcare Community Plan

Farm to Fork

UnitedHealthcare’s Farm to Fork program, a partnership
with the Alcorn State University Extension Service, which
provides farm-fresh vegetables to low-income individuals
across the state, has served approximately 16,000
members since the partnership began in 2013.

FreSh Savings

The FreSh Savings program helps Mississippi
Supplemental Nutrition Assistance Program (SNAP)
recipients purchase more fresh produce at participating
Kroger grocery stores and farmers markets. This
AARP Foundation program, in partnership with
UnitedHealthcare, USDA and Kroger, incentivizes members
to buy more fruits and vegetables.

Kids Fitness Road Tour

UnitedHealthcare’s innovative Kids Fitness Road Tour
is one of the most creative ways that we encourage
participation in health education activities.

In 2016:

* Fun Day at the Club educated 300 Boys and Girls Club
youth and completed 35 wellness exams.

o KidzJam included door-to-door community outreach to
more than 75 community members and completed over
20 wellness exams on-site.

» Statewide Clinic Days educated over 100 youth and
provided full wellness exams.

e Parents and Kids Fitness Fest educated over 1,000
community members.
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MISSISSIPPI INSURANCE DEPARTMENT

501 N. WEST STREET, SUITE 1001

MIKE CHANEY MAILING ADDRESS
Commissioner of Insurance WOOLFOLK BUILDING Past Office Box 79
State Fire Marshal JACKSON, MISSISSIPP| 39201 Jackson, Mississippi 39205-0079
www.mid.ms.gov TELEPHONE: (601) 359-3569
J. MARK HAIRE FAX: (601) 359-2474

Depuly Commissioner of Insurance WATS: 1-800-562-2957 (Incoming-USA)

October 9, 2018
Impact of Medicaid Expansion in Mississippi

This document outlines high level considerations around the expansion of Medicaid in
Mississippi.

Mississippi is one of the most impoverished states. Approximately one fourth of the population is currently
eligible for Medicaid without an expansion.

Exchange Background
The Affordable Care Act (ACA) was intended to work in a cohesive manner with the expansion of Medicaid,

with the ACA subsidies being offered at 133% of the Federal Poverty Level (FPL), and with Medicaid being
available to those under this threshold. In this way, the ACA was intended to bring affordable coverage to all
Americans.

Meany states elected not to expand Medicaid in the wake of the June 28, 2012 U.S. Supreme Court ruling.
According to the Kaiser Family Foundation, as of September 11, 2018, 34 states (including DC) have
expanded Medicaid, 3 are considering, and 14 have not adopted the expansions For these states, the ACA
provides subsidies down to 100% FPL, instead of 133%.

For Mississippi, combining our impoverishment with this wide range of FPL available for subsidies
translates into the state having the highest percent of members who receive Cost Sharing Reduction (CSR)
subsidies on the Exchange for those between 100% and 250% FPL, and the highest percentage of ACA
members receiving the Advanced Premium Tax Credit (APTC) subsidy for those between 100% and 400%

FPL.

Impact of Medicaid Expansion on the Individual ACA market

Expanding Medicaid would change the subsidy arrangement on the Exchange, moving the threshold for
qualifying up to 133% FPL. As aresult, virtually all of the membership in the

100%-133% FPL range would move to Medicaid.

Determining the exact impact of this move is difficult to quantify. However, a significant portion of the On
Exchange membership would move. According to the 2017 Open Enrollment report from CMS,, approximately
55% of the Exchange membership is in the 100%-150% FPL. A significant portion of these perhaps half-
would move out of the ACA block. This would reduce overall Exchange membership by perhaps one-fourth to
one-third.

The impact to overall ACA rates would likely be a reduction. Morbidity tends to increase with decreasing
income levels, and the members in the lowest income tier (100%-133% FPL) likely have the highest
utilization and underlying health conditions. Their absence from the risk pool would decrease the overall
market risk, and as a result, would directly work to reduce individual premiums. A more precise estimate of
rating impact is very difficult to estimate.
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October 5, 2018

Senator Brice Wiggins
Commission on Managed Care

RE: Summary for Presentation — Related to Nursing Homes

Dear Senator Wiggins,

Mississippi in general is a very rural state and many SNF facilities are in small communities. More often
than not, they are 60 bed units, Every county, except Issaguena, has at least one nursing home. A
major concern to our industry would be the removal of resident choice and access to a community
nursing home under a managed care model,

Note that for a citizen to admit to a nursing facility, the person must meet certain criteria and be
certified by a doctor for nursing home placement. Therefore, we currently have check and balance to
our industry.

> Passar > 317

> Doctor's orders > Reapproval
With the current tools, the industry has appropriate screening options along with home and community

based services. For the year 2016 64% of admits to nursing homes were non-ambulant. Nursing
facilities have moved away from board and care models,

As many SNF’s are located in small communities, they allow patients to remain near family and loved
ones. Not to mention the jobs and tax base for rural areas this is currently providing.

Should access become an issue, a person would be required to travel greater distance for services. This
would not be a positive outcome for elderly persons or their family members.

By way of quick history, during 2013 and 2014 nursing homes and the Division of Medicaid met to make
adjustments to the payment model and agreed to a cost neutral realignment. Therefore, from state
fiscal year 2013 to fiscal year 2017, the inflation to the nursing facility budget has been 5%. That's an
average of 1% per year. This should verify the industry is stable, yet the addition of a middie man or
managed approach would either cost more or damage a stable system,

Currently Medicaid residents have the choice of which nursing home best suits their need as to location
and service. If choice were to be restricted, the industry would no longer be on solid footing.

Sincerely,

Bobby L. Beebe
Mississippi Healthcare Association






FINDINGS

Tab G






Region8: *

MENTAL HEALTH

EXECUTIVE DIRECTOR ~ October 9, 2018
Dave Van
613 Marquette Road

PO Box 88 . = o=
Brandon, MS 39043 Chairman Brice Wiggins

P . (501) 824-0342 Managed Care Commission
F - (601) 824-0349 PO Box 1018

Jackson, MS 39215
COMMISSIONERS
Steve Amos -Copiah
Tillmon Bishop - Lincoln . L.
Melvin Ray - Madison Chairman Wiggins,

Jason Womack - Rankin

Clifton Reed - Simpson | would like to respectfully submit the attached one page document with my remarks
SERVICE PROGRAMS address.mg the topics that the Managed Care Commission has been charged with
Copiah County evaluating.

PO Box 728
Hazlehurst, MS 39083 Thank you for volunteering to Chair the Commission and your leadership as we work to

accomplish our assigned task. Please feel free to contact me with any questions you

Lincoln County e . <
620 Hwy 51 North may have regarding my feedback or if f can ever be of any assistance to you.

Brookhaven, MS 39601

Madison County Sincerely,
PO Box 526

Canton, MS 39046
LAAA__ Y

Rankin County
PO Box 88 Dave Van
Brandon, MS 39043

Simpson County
PO Box 578
Mendenhall, MS 39114

Alcohol & Drug Services
PO Box 88
Brandan, MS 39043

Intellectual and
Developmental Disabilities
PC Box 88

Brandon, MS 35043
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MENTAL HEALTH — Dave Van
COMMISSION ON EXPANDING MEDICAID MANAGED CARE
October 9, 2018

Review the program’s product offerings:

In addition to the health care services offered by Medicaid, the CAN providers also offer additional

benefits not available to Medicaid beneficiaries that are aimed at promoting healthy choices, improving

population health and decreasing the overall cost of the program. This is particularly beneficial to

Behavioral Health beneficiaries that can have a history of non-compliance with treatment, minimal

resources and complex co-morbidity issues.

e Care Managers, prepaid health reward cards for completing preventative health screenings and

wellness exams, 24-hour nurse lines to assist with health questions and scheduling doctor’s
appointments.

Review the program’s impact on insurance premiums for individuals and small business:

In a managed care capitated model if the capitated rate paid to CAN providers is too low then it provides
incentives for the CAN to seek out healthier beneficiaries and contain costs by restricting access to needed
services. It can also have a negative impact on providers that are willing to accept managed care contracts
and serve their beneficiaries. In this scenario, when there is a lack of providers for vulnerable/high cost
patients and they cannot access the care they need thenythey end up in emergency rooms and urgent care
clinics. This drives up the overall healthcare costs for the entire system. Providers then must make up for
this additional cost by charging higher rates to other insurance sources which would increase premiums
and make it even more difficult for small businesses to provide affordable health insurance to their
employees.

Make recommendations for future managed care program modifications:

Even with the additional benefits and cost savings of the CAN program, providers have issues dealing with
the inconsistencies between the different CAN providers. Variations exist between DOM and each of the
CAN providers related to prior authorizations for certain services, post-payment reviews, medical
necessity determinations, payment processes and the regulations that healthcare providers are expected
to comply with. The CAN providers should be required to only impose regulations and processes that are
no more burdensome on the providers and beneficiaries than those imposed by DOM. This is extremely
important now that a third CAN provider is in place and will be even more important if any others are
added in the future.

Determine whether the expansion of the Medicaid managed care program may endanger the access to
care by vulnerable patients:

CAN providers are working on a capitated budget and their profitability is based off of having a sufficient
number of beneficiaries to address the risks of high-cost patients. If there is an expansion of CAN
providers then there will need to be an expansion of beneficiaries. Otherwise the CAN providers will have
to take cost-cutting measures to sustain profitability which usually entails limiting access to services for
the higher-cost more vulnerable populations. These types of cuts have a significant impact on Behavioral
Health beneficiaries that have more intense needs than the general population.

Make recommendations regarding a pilot program to evaluate an alternative managed care payment
model for behavioral health:

One model! would be an integrated care pilot program that focused on improving the overall health
outcomes of the Behavioral Health population with a single healthcare provider being responsible for the
primary care and behavioral healthcare needs of each individual. The provider would be paid on a per
member per month basis with additional incentives based on the cost savings experienced by the CAN
program. Studies show that individuals with a Behavioral Health diagnosis have significant co-morbidity
issues. Due to their behavioral health diagnosis and lack of resources, significant medical issues such as
diabetes, hypertension, and high blood pressure often go untreated and their life expectancy is 25 years
less than the general population.
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EXECUTIVE
SUMMARY

This year marked 41 years of service for Region 8 Mental Health. Our dedicated staff have done a fantastic
job strengthening and expanding our programs to better meet the demands and desires of individuals with
behavioral health needs in our communities.

As | reflect over the year, a few highlights from 2017 come to mind. Community Living and Intellectual
and Developmental Disabilities Supported Employment services were expanded throughout Region 8's
catchment area. The Competency Restoration Project developed by Region 8 and Mississippi State Hospital
was implemented to provide relief for the legal system and just opportunity for those in need of competency
services. A Prior Authorization Department was implemented to ensure individuals have access to the medically
necessary services available. Region 8 decreased commitments to Mississippi State Hospital by 47% between
FY2016 and FY2017. In addition, the Brookhaven Crisis Center served over 400 individuals, an 8% increase
from 2016, and at the same time diverted over 96% of those individuals from the Mississippi State Hospital.

Our goal at Region 8 is to continue meeting the behavioral health care needs of each individual in our
communities through the collaborative efforts of Region 8's professional staff and local, State, and Federal
partners. Working together is what makes success stories for many individuals that visit Region 8. Without
partnerships of local hospitals, physicians, law enforcement, and government agencies, the road to recovery
would be longer and possibilities would be limited. | thank each of these organizations for their tireless
efforts in working with Region 8 to ensure the needs of individuals with mental iliness are met efficiently and
effectively.

It is our desire to believe that every child can grow up to be a healthy, well-functioning adult, every person
can live life to its fullest potential and every family can access affordable, behavioral health care. | believe that
Region 8 strives to make this possible.

| thank you for every opportunity that Region 8 has to offer its compassionate service to assist those in need.
We have a strong commitment to our communities and consumers. | look forward to working with our
dedicated Board of Commissioners and faithful staff as we continue this journey to meet every need possible
of those served at Region 8.

Warmly,

Dave Van



- | L™ Lanr 5
- 1 el

COMMISSIONERS OF REGION 8

Steve Amos

Copiah County Commissioner

Mr. Amos was born in Copiah County. He at-
tended Copiah Lincoln Community College
where he received his Associate of Arts Degree
and currently serves on the Board of Trustees
there. Later, he earned a Bachelor's Degree in
Business Administration from the University of
Southern Mississippi. Mr. Amos was elected to
Public Office in Copiah County beginning Janu-
ary 1980 as Tax Assessor / Collector and elected
to Chancery Clerk, his current position, in 1988.
Mr. Amos enjoys hunting, fishing, and golfing.
He is an active member of First Presbyterian
Church in Hazlehurst.

Tillmon Bishop

Lincoln County Commissioner

Mr. Bishop received his Bachelor of Science
Degree in Business/Finance from Mississippi
State University. Mr. Bishop was a former Vice
President of Trustmark Bank in the area of
Corporate/Retail Lending. He also served as
Executive Vice President of the Brookhaven/
Lincoln County Chamber of Commerce ~ Indus-
trial Development Foundation. He has been
former President of Lincoln County United Way,
Brookhaven Kiwanis Club, Copiah-Lincoln Com-
munity College Alumni Association and former
President of the Mississippi Chancery Clerks
Association. He is currently serving his fifth
term as Chancery Clerk for Lincoln County. He
is an active member of Heucks Retreat Baptist
Church. He is also current President of the State

Mental Health Commission.

Melvin Ray

Maclison County Commissioner

Mr. Ray holds two Master's Degrees: Business
Administration from the University of Alabama
and School Administration from Mississippi
College. Although currently retired, Mr. Ray
held the position of Superintendent of Educa-
tion for the Madison County School District
from 1985 to 1995. He taught the Mississippi
Alcohol Safety Education Program (MASEP) ad-
ministered through Mississippi State University
for over 30 years. He served as past president
of the Canton Lions Club, past president of
Canton Dixie Youth Baseball, Vice President of
the Madison County Human Resource Agency,
President of the 4-H Club, Advisory Council and
a member of the MASA, MASS, and ASCB. He
served as president to the State Mental Health
Commission. Mr. Ray is an active member of
the First Baptist Church of Canton where he
serves as a Sunday school teacher and deacon.

Jason Womack

Rankin County Commissioner

Mr. Womack was born in Laurel, Mississippi and
raised in Rankin County, Mississippi. A gradu-
ate of Brandon High School, he received his
B.A. in Business Administration from Mississippi
College in 1988 and his Juris Doctorate degree
in 1991 from Mississippi College School of Law.
Mr. Womack is a practicing attorney in Rankin
County and also shares business interests with
his father in Hinds, Rankin and Scott Counties.
He resides with his family in the Reservoir area
of Rankin County and is an active member of
Pinelake Baptist Church.

Clifton Reed

Simpson County Commissioner

Mr. Reed received a Bachelor of Science in
Health and Social Services from Mississippi State
University and a Masters in Counseling and Ad-
ministration from the University of Southern
Mississippi. He has served as president of the
State Mental Health Commission. Mr. Reed is
retired after serving in the field of education as
a coach, teacher, counselor, principal, and Su-
perintendent of Education. He is also a retired
member of the Mississippi National Guard. He
is an active member of the First United Method-
ist Church in Magee, Mississippi.
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Region 8 Mental Health Services

ANNUAL REPORT REVENUE FIGURES SOURCES

Fees for Services Grants County Contributions
& Contracts
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= 2017
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Mental Health Services

412

Intellectual &
Developmental

Disahilities Services

3,862

Substance Ahuse Services




PROJECT

Restoring Individuals to Competency

M individuals that have been determined to be
f Lississippi State Hospital and Region incompetent to stand trial and are being held in
8 collaborated to develop a Competency local jails around the state until a bed at MSH

Restoration Program that expanded MSH’s becomes available. Some individuals are being
limited capacity to perform Restoration Services. held in local jails for 4 - 5 years or longer while

Due to the limited number of forensic beds suffering with a mental illness and receiving no

at MSH there is a significant waiting list of mental health services.




Through this collaboration, Region 8 gees to
local jails and provides competency restoration
services to these individuals with the purpose
of restoring individuals to competency. This
allows the individual to proceed through the
legal system, diverting the individual from
ever going to MSH and decreasing MSH’s wait
list. The program also provides regular clinical
feedback to MSH on the status of the individuals
participating in treatment so better decisions can

be made of who to prioritize for admission.

Region 8 has two (2) full-time staff members
trained by the forensic staff at MSH to perform
competency restoration services. These two (2)
staff members include a Master’s level Program
Coordinator and a Bachelor’s level Program

Specialist.

This project focuses on the Madison County
and the Hinds County Detention Centers.
Between these two facilities there are fifteen
(15) individuals that MSH has identified as
being on the waiting list for the forensic unit
and appropriate for this program. Region 8

provides services at each facility at least two (2)

W

RESTORATION

days per week. This schedule allows Region

8 the flexibility to work with these facilities an
additional day each week if necessary, to provide
restoration services to other local jails within
Region 8’s catchment area that have a smaller
number of individuals on MSHs waiting list and
perform training (MANDT / Mental Health First
Aid) with jail staff on how to better understand
and interact with individuals suffering from a

mental illness,

The proposed budget for this project was
$200,000 per year. According to MSH it costs
approximately $100,000 per individual to provide
restoration services at MSH. This project will
significantly expand the capacity of MSH to
provide restoration services at a minimal cost.
In addition to expanding service capacity, there
is no doubt that local jails are not equipped or
trained to treat individuals with mental illness.
This Program provides much needed services
to individuals suffering with a mental illness in
local jails. In the first year of the Restoration
Program, eleven individuals were diverted from
MSH at a cost savings for the State of over
$900,000.






Region 8 Mental Health Services
will provide the highest level
of mental health, intellectual

=

RESPONSIVE

Our programs evolve in

response to community
needs.

and developmental disabilities,
alcohol and drug services, in the

least restrictive environment m
possible within the limits of

current knowledge.

PERSON CENTERED
Our individuals actively
participate in determining
their own treatment goals.
We also encourage them
to be involved in program
planning and evaluation.

COMPREHENSIVE

Our programs encompass a full
continuum of prevention, early
intervention, and treatment services
for individuals, families, and the
community.

INNOVATIVE

Our programs reflect
continual renewal through
education, training, and

research.
ACCESSIBLE 3
Our community-based

services are available

regardless of age, @

ethnicity, or ability to pay.

SUPPORTIVE
Our work environment
encourages individual and
team excellence in caring for
the individuals we serve.
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Medicaid Managed Care Commission Meeting
October 9, 2018

» REVIEW THE FINANCIAL FEASIBILITY AND HEALTH OUTCOMES OF POPULATION HEALTH MANAGEMENT

Population Health Management focuses on preventing iliness and changing behaviors that unnecessarily
drive up medical care costs.

3 Core Components of Population Health Management:

1. Health outcomes based on morbidity (the state of one’s health), mortality (rate of death in a
population) and quality of life (

a. Morbidity rate evaluates the incidence of disease across a population, residents of
Mississippi.
b. Mortality measures the rate of death in a population from a single cause like diabetes
c. Quality of life
2. Social determinants of health such as income level, education level and impact of crime and safety

3. Public policies and interventions that link (a.) health outcomes with (b.) social determinants of
health.

It is estimated that 40+ % of all hospital admissions are still due to smoking, unhealthy diet, lack of
physical activity and alcohol abuse. Only 3 % of Americans do all of those things. Likewise, 40% of all
hospital admissions could be avoided if patients controlled these 5 measures:

1. Do not smoke cigarettes/cigars.

2. Eat fruits and vegetables.

3. Exercise three times a week for 20 minutes.
4. Wear a seat belt.

5. Maintain an appropriate body mass index.

Population Health Management keeps patients healthier, rewards responsible behaviors and can reduce
Medicaid costs by reducing the incidence of preventable disease.

e Medicaid has previously reported to the Medical Care Advisory Committee that many preventive
screenings are covered. Yet, the MCOs have littie incentive to encourage providers to maximize adult
wellness screenings covered by the program.

P Better promotion of the covered screenings would increase the number of patients screened.
B Evaluation of MCOs based on preventive screenings would incentivize the MCO to increase e
utilization. _ : e e ;

e More than 23% of adult Mississippians still use tobacco products. Tobacco-related iliness accounts for
$1.23 Billion in direct medical costs including $320 million in annual Medicaid costs to Mississippi.

P Astatewide ban on smoking in:all indoor public spaces would reduce second-hand smoke related

illnesses. R S vy G 0 s :

P An increase in tobacco tax of $1.50 per pack would provoke 26,000 Mississippians to quit smoking
and eould save Medicaid $1 million state dollars per year. = :

e Team-based care is the proven approach for managing non-communicable diseases.

P-Increased use of remote patignt monitoring and telehealth tools can help manage chronic disease. o
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Medicaid Services Covered Under Fee for Service

Commission on Expanding Medicaid Managed Care ﬂ MISSISSIPPI DIVISION OF

Nursing Facility
¢ Approximately 20,000 unduplicated residents
v Decrease of 3% since 2016
¢ $775 million per year
¢ 16% of total medical services spending

Intermediate Care Facilities for Individuals with
Intellectual Disabilities (ICF/1ID)

e Over 2,000 unduplicated residents

* $227 million per year

* 5% of total medical services spending

Assisted Living Waiver (AL)
* More than 650 unduplicated participants
» 57.4 million per year
* 30% reduction in cost per person since 2016

Elderly and Disabled Waiver (E&D)
= Over 19,000 unduplicated participants
» $223 million per year
* 13% increase in cost per person since 2016
* 4% of total medical services spending

Intellectual Disabilities/Developmental
Disabilities Waiver (ID/DD)
¢ Roughly 2,500 served
¢ $104 million per year
¢ Highest expenditure per person served of the
HCBS waivers (over $40k)
v 23% expenditure increase since 2016

MEDICAID

Nursing Facility:

Provides skilled nursing or medical care and
related services; rehabilitation needed due to
injury, disability; or illness; Long term care-related
services not available in the community.

ICE/IID:

Serves individuals with intellectual disabilities
and other related conditions. Most have other
disabilities as well as intellectual disabilities.

AL:

This 1915(c) Home and Community Based (HCBS)
Waiver allows individuals who meet nursing facility
level of care to reside in an approved assisted
living facility as an alternative to institutional care.

E&D:

This 1915(c) HCBS Waiver allows elderly and/
or disabled individuals requiring nursing facility
level of care to remain living at home or in their
community instead of in a nursing facility.

ID/DD:

This 1915(c) HCBS Waiver allows individuals with
intellectual/developmental disabilities requiring

institutional level of care to remain in a home or
community-based setting.



Commission on Expanding Medicaid Managed Care ﬂ MISSISSIPPI DIVISION OF

Medicaid Services Covered Under Fee for Service

Independent Living Waiver
¢ 2,419 unduplicated participants
v 21% reduction in unduplicated participants
since 2016
e $44 million per year

Traumatic Brain Injury/Spinal Cord Injury Waiver
(TBI/SCI)
¢ 819 unduplicated participants
v 15% reduction in unduplicated participants
since 2016
* $18 million per year

Healthier Mississippi Waiver
¢ Full Medicaid benefits
» Average annual enroliment is almost 5,000
v Over 8,000 unique individuals served
v High “churn” rate
* $95 million per year
¢ 11% increase in cost per person since 2016

Family Planning Waiver
e Over 40,000 served
o Currently $7.2 million per year
e 25% increase in expenditures since 2016
¢ Only eligible for family planning services
» 90/10 federal match

Dual Eligibles
o Approximately 83,000 served in QMB, SLMB,
and Ql-1 categories
 Nearly 50,000 dual eligible SSI recipients not
eligible for MississippiCAN

MEDICAID

IL Waiver:

This 1915 (c) HCBS Waiver allows individuals 16 or
older, who have orthopedic and/or neurological
impairments requiring nursing facility level of care
to remain in their home and community.

TBI/SCI Waiver:

This 1915(c) HCBS Waiver allows individuals who
have a traumatic brain injury or a spinal cord
injury and are medically stable, requiring nursing
facility level of care to remain in their home and
community.

Healthier Mississippi:

This 1115(a) Waiver allows coverage for individuals
age 65 years old or older, or disabled who are not
covered by or entitled to Medicare. If under age
65, individuals must have a disability using the
same rules as the Supplemental Security Income
(SSI) program.

Family Planning:

This 1115(a) Waiver allows women and men

who receive Medicaid benefits limited to family
planning services and family planning related
services. Includes one annual visit and subsequent
visits related to family planning services.

Dual Eligibles:

Those with Medicare Part A and/or Part B, who
have limited income may get help for their medical
expenses. The Medicare Cost-Sharing groups
include: Qualified Medicare Beneficiaries (QMB),
Specified Low-Income Medicare Beneficiary
(SLMB), Qualifying Individual (Q1).
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Magnolia Health Care
Management

Jan 1 - August 31, 2018 10,162 members
have been enrolled in Care Management

Primary disease states:

@) Pregnancy ® cancer

{2 Asthma @ At risk newborns
(8 Diabetes
{4 Behavioral Health @ Cardiovascular Disease
(55 Hypertension @@ copPD

Focused Care Management -

HIV Positive Members in Hinds County

» 2 dedicated Care Managers

¢ Focus on managing members infected with HIV in
Hinds county

e Members are managed through 9 months of care
management

e Collaborates with members as necessary for healthy

behaviors with a goal of:

+ Decreasing ER visits

« Decreasing hospitalizations

« Increasing adherence to medications
» Increasing adherence to doctor visits
- Increase understanding of virus

« Providing needed resources and behavioral health

¢ 58 members have completed program

» 74% of members have a decrease in Emergency
Room visits and hospitalizations

Pre-Term Birth Data

Deliveries resulting in
Low Birth Weight infants Low Birth Weight infants
(less than 2500 grams): (less than 1000 grams):

2014 2015 2016 2017

2015 2006 2007

o
MagnoliaHealthPlan.com :

8" Obesity/weight management

Deliveries resulting in Very

magnolia health.

Prior Pre-Term Birth -
Makena Usage
2016 Makena Data:

@ members received Makena and delivered in 2016

@ of the babies delivered were healthy and either
sent home with mom or placed for adoption/
foster care (all born between 34 and 40 weeks
gestation)

2017 Makena Data:

Al

members received Makena and delivered in 2017

@ of the babies delivered were healthy and either
sent home with mom or placed for adoption/
foster care (all born between 34 and 40 weeks
gestation)

Community Health Workers

s Efforts to further enhance the contributions of non-
clinical staff in the field

» All of our representatives have trained and passed
enhanced courses, and our MemberConnections
team is now the Community Health Services
Department

* All have completed Centene Community Health
Worker Certification

» Representatives will outreach to members in their
communities on the full range of issues impacting
healthy outcomes including all social, economic,
physical, environmental, and health literacy factors.

« Allows for real-time delivery of solutions, such as
health education, peer counseling, and social and
health systems navigation, with no wait for service.

¢ Since January 1, 2018 these Community Health
Workers have completed more than 4,000
member home visits
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Molina Healthcare of Mississippi:
Managed Care Study Committee Discussion

Background

MississippiCAN provides medical and behavioral health services for 70% of Mississippi Medicaid enrollees through
coordinated care organizations (CCOs). The 30% of Medicaid beneficiaries not receiving coordinated care,
however, are among the Mississippi’'s most expensive and complex. They account for more than $1.5 billion in
program costs and frequently have multiple heaith and social needs. Including these individuals and their services
in the CCOs could improve quality of care, reduce costs to the State, and build upon Mississippi’s course of health
care transformation.

There are currently ten categories of services covered under fee-for-service (FFS) in the MS Medicaid program.
Bringing those programs into the managed care programs over time would assist in the management of the
programs along with providing additional budget predictability for the division. Currently the Healthier Mississippi
Waiver has an enrollment of approximately 5,000 with an annual spend in 2016 of $95 million and medical costs in
excess of 11%. This far exceeds the typical trend experienced in a managed care setting. In addition, there is
significant “churn” of this population between FFS and managed care, creating confusion for the member and
making it more difficult to manage the underlying medical conditions of the population. Bringing this population
into a full-time managed care setting could help decrease costs to the state and improve quality of care.

The waiver for intellectual and developmental disabilities {ID/DD) serves roughly 2,500 enrollees and represents
the highest expenditures per person of all the waiver populations. Adding this population to managed care could
assist with managing those expenditures, providing budget predictability and improve quality/outcomes.

The Nursing Facility benefit for MS Medicaid serves approximately 20,000 enrollees. The expenditures are
approximately $775M annually and represent almost 16% of total medical services spend for the division. A
Managed Long-Term Services and Supports (MLTSS) program could provide the Division of Medicaid (DOM) budget
predictabililty and cost savings, while delivering higher guality, coordinated care to Mississippi’s most vulnerable
population’.

Benefits of MLTSS for Mississippi

v"Improve enrollee health outcomes and quality of life through care coordination and reduction in unnecessary
services.

v" Improve Mississippi’s standing with the Department of Justice by moving able individuals into the community.

v' Leverage Home and Community Based Services (HCBS) to promote community-based living and independence
in accordance with each enroiiee’s goals and choices.

v" Increase budget predictability and cost management for the Division of Medicaid (DOM) and the State.

v Reduce Waiver waiting lists and increase consumer choice and access to services.

! Molina operates MLTSS plans {including Medicare-Medicaid Plans and Fully Integrated Dual Eligible Special Needs Plans) in 10 states, serving
the LTSS needs of almost 240,000 Medicaid enrollees.



Molina Healthcare of Mississippi:
Managed Care Study Committee Discussion

Demonstrated Success in Other States

e Texas: From SFY2010 — SFY2015 managed care reduced STAR+PLUS costs to the state budget by an estimated
3.8% compared to the expected FFS cost, including revenue from premium taxes.’

s  Florida: 76% of survey respondents reported that MLTSS improved their quality of life.?

e Ohio: Only 5% of enrollees in MLTSS programs reported that they did not feel in control of their life compared
to 12-13% inssimilar non-managed care LTSS programs“ and MLTSS spending rates trend downward while FFS
costs do not.

Partnering with Providers

MLTSS programs offer providers a variety of benefits and opportunities to grow. A few notable examples include:

e Program Support. Molina is committed to establishing strong relationships with all provider types. These
refationships enable the development of financial incentives, provide ample education pre-launch, and create
direct contacts for ease in answering questions.

e Provider Protections: Supporting providers is essential to the success of MLTSS. Potential strategies include
mandated prompt payment, so providers continue to meet their cash flow requirements, and payment floors,
which require CCOs to pay at least the Medicaid payment rate for a specified service. These strategies have
been used successfully in other states to build a collaborative managed care program.

e Shared Savings: DOM may want to require the CCOs to provide a portion of their provider payments through
alternative payment models. In these models, providers can share in savings related to reduced hospital
admissions and readmissions or even benefit from broader risk-sharing arrangements.

e Tailored Incentives. Molina supports providers through development of specialized programs such as the
Molina Quality of Living Program. This program rewards nursing facilities for high quality and efficient care
that meets or exceeds specific performance criteria when providing residential/custodial care to Molina
members.

Stakeholder Input

Mississippi’s MLTSS program would be set up for the greatest success with an extensive stakeholder input process.
Ensuring concerns and considerations are heard and accommodated across the state and across stakeholder
groups will help DOM create the best possible program. Stakeholder engagement is critical at all phases of an
MLTSS program including design, implementation, and throughout the life of the program for ongoing oversight.

2
Medicaid Managed Care in Texas: A Review of Access to Services, Quality of Care, and Cost Effectiveness. February 2015 by Sellers Dorsey and

Milliman. Available at: http://tahp.org/wp-content/uploads/2016/11/Sellers-Dorsey-Milliman-Study-Medicaid-Managed-Care-in-Texas-A-
Review-of-Access-to-Services-Quality-of-Care-and-Cost-Effectiveness-February-2015. pdf

) The Emerging Role of Managed Care in Long-Term Services and Supports, Public Policy & Aging Report, Volume 28, Issue 2, 14 August 2018,
Pages 64-70, https://dol.org/10.1093/ppar/pry011

: National Core Indicators Aging and Disability Adult Consumer Survey 2016-2017 Ohio Results. Available at; https://nci-ad.org/upload/state-
reports/NCI-AD 2016-2017 OH state report FINAL 2.pdf

s MyCare Ohio Progress Report 2017. Available at:

http://medicaid.ohio.gov/Portals/0/Initiatives/MLTSS/MyCare Ohio Progress Report 2017.pdf

2
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A comparison of nursing home
usage in states with and without
Medicaid Managed LTSS

Nicholas Jobnson, FSA, MAAA
Andrew M. Keeley, FSA, MAAA
Ali Khan, FSA, MAAA

Introduction

The U.S. population is rapidly aging. The proportion of
people age 65 and older is currently 15%, a record high, and is
expected to reach 20% by 2027’ The number of people age 8o
and over is expected to double between 2018 and 2037. With
the oldest Baby Boomers recently reaching age 70, the impact
on nursing home care—where the average age of residents is
approximately 80o—has just begun.

State Medicaid agencies are the primary payers of nursing
home care for over 6o% of nursing home residents in the
United States,? and long-term services and supports (LTSS)
already account for over 25% of Medicaid spending in most
states.? Medicaid budgets will be even more strained by LTSS
spending as Baby Boomers continue to age and require LTSS,
which regularly exceeds $5,000 per month for beneficiaries
requiring facility-based care and regularly exceeds $1,000 for
other members requiring LTSS.

Over the last decade, many state Medicaid agencies have
transitioned LTSS from a fee-for-service (FFS) reimbursement
structure, where the agency pays LTSS providers for nursing
home care and home and community-based services (HCBS),
to managed LTSS (MLTSS), where the state Medicaid agency
pays managed care organizations (MCOs) a fixed monthly
payment to coordinate care and pay LTSS providers for the
costs of serving eligible beneficiaries. States often structure
MLTSS payments in a way that aligns financial incentives for
MCOs with the goal of providing care in the community rather
than in a nursing home. If MCOs provide sufficient HCBS to
prevent beneficiaries from entering a nursing home and/or
transition nursing home residents back into the community,

1 U.S. Censuis Bureau (March 13, 2018). 2017 National Population Projections
Datasels. Retrieved July 26, 2018, from https:/www.census.gov/cata/
datasets/2017/demo/popproj/2017-popproj.html.

2 Kaiser Family Foundation. Distribution of Certified Nursing Facility
Residents by Primary Payer Source. State Health Facts. Retrieved July 26,
2018, from https:/www.kff.org/other/state-indicator/distribution-of-
certified-nursing-facilities-by-primary-payer-source/?currentTimeframe
=0&sortMadel=%7B%22¢colld%22:% 22 ocation%22,% 22501t %22:%2
2asc%22%7D.

3 Kaiser Family Foundation. Medicaicd and CHIP. State Health Facts.
Retrieved July 26, 2018, from https://www.kff.arg/interactive/
medicaid-state-fact-sheets/,

A comparison of nursing home usage in states
with and without Medicaid Managed LTSS

L Milliman

then more beneficiaries will reside in community settings where
costs are often lower. Successful MLTSS programs focus on
providing person-centered care and offer a full range of HCBS
such as personal care attendants, homemaker services, home-
delivered meals, caregiver support, and adult daycare that help
beneficiaries live more independent lives in community settings.

For many states that have not yet transitioned to MLTSS, the
change may provide the opportunity to reduce nursing home
utilization and cost of care over the next decade and beyond.
For MCOs, MLTSS may provide the opportunity of financial
reward for quality care management. As states consider
implementing MLTSS programs and as MCOs consider
participating in them, it is important to understand what level
of savings from managed care may be achievable.

In this paper, we examine Minimum Data Set (MDS) frequency
reports and U.S. Census Bureau American Community Survey
(ACS) population data to compare nursing home usage in states
with MLTSS to states without MLTSS. While Medicaid does not
cover all nursing home residents, it is the largest single payer
of LTSS, and we believe reviewing state-level data can reveal a
correlation between Medicaid policy and nursing home usage.

FIGURE 1: U.S. POPULATION, AGES 65+
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Current MLTSS landscape

MLTSS programs can take many forms. Some states offer
MLTSS that primarily focus on providing Medicaid LTSS
benefits through MCOs. According to the National Association
of States United for Aging and Disabilities (NASUAD), 20
states had Medicaid MLT'SS programs as of 2017.4 Other states
have implemented MLTSS through partnerships with Centers
for Medicare and Medicaid Services (CMS) using one or more
of the following models, all of which integrate Medicare and
Medicaid (including LTSS) benefits:

= Capitated Financial Alignment Demonstration (dual
demonstration): s 10 states

= Medicare Advantage fully integrated dual special needs plans
(FIDE SNPs):¢ 7 states

= Program for All-Inclusive Care for the Elderly (PACE): 7 31 states

FIGURE 2: MLTSS PROGRAMS IN 2017

FIDE Dual
SNP Demo

Medicald

MLTSS RALE

7 10 20

Number of States with Program

For the purpose of our analysis, we considered any state with
Medicaid MLTSS, a dual demonstration, or a FIDE SNP as
having MLTSS and refer to these states as “MLTSS states”
throughout this paper. We excluded states with only PACE, as
PACE sites typically serve a small number of members in need
of LTSS. All other states are referred to as “FFS LTSS states.”

We acknowledge that MLTSS programs vary in eligibility
criteria, covered benefits, voluntary and mandatory enrollment
policies, launch date, geographic coverage, integration with
Medicare, and other factors. These factors could limit each
program’s impact on state-level LTSS trends. Nonetheless, we
believe this partition is reasonable for identifying differences in
states with MLTSS compared to states without MLTSS.

4 NASUAD. MLTSS Map. Retrieved July 26, 2018. from http:/www,.nasuad.
org/initiatives/managed-long-term-services-and-supports/mitss-map

5 CMS.gov (May 11, 2018). Capitated Model. Medicare-Medicaid
Coordinaticn. Retrieved July 26, 2018, from https: /www.cms.
gov/Medicare-Medicaid-Coordination/Medicare-and-Medicaid-
Caordination/Medicare-Medicaid-Coordination-Office/
FinancialAlignmentinitiafive/CapitatedModel.html.

6 Integraled Care Resource Center (February 2015). State Contracting With
Medicare Advantage Dual Eligible Special Needs Plans: Issues and Options.
Technical Assistance Toal, Retrieved July 26, 2018, from http://www.chcs.
org/media/|CRC-lssues-and-Options-in-Contracting-with-D-SNPs-
FINAL.poif

7 National PACE Assaciation, Find a PACE Program in Your Neghborhood.,
Retrieved July 26, 2018, from https:/www.npaontine.org/parce-you/
find-pace-program-your-neighhorhood

A comparison of nursing home usage in states
with and without Medicaid Managed LTSS

Number of nursing home residents

A primary goal of MLTSS is to reduce the number of residents
in nursing homes, so a logical place to begin comparing
MLT'SS states to FFS LTSS states is the change in nursing home
residents over time.

Tigure 3 shows the change in nursing home residents between
2013 and 2017, separately for MLTSS states and FFS LTSS states,
based on the CMS MDS frequency data. As shown in Figure 3,
the number of nursing home residents in MLTSS states has
decreased by an average of 2.4% between 2013 and 2017, whereas
average nursing home residents in FFS LTSS states decreased
by 0.7% over the same time period.

FIGURE 2: PERCENTAGE CHANGE IN NUMBER GF NURSING HOME
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The table in Figure 4 shows the five states with the largest
reductions in nursing home residents between 2013 and 2017.
Figure 4 shows that four of the five states with the largest
reductions in nursing home residents currently have MLTSS
programs in place.

FIGURE 4: STATES WITH LARGEST REDUCTION IN NURSING HOME
RESIDENTS (2033 - 2017)

Wisconsin

Montana Tennessee  Minnesota llinois
Reduction in
Nursing Home  -12% -9% -8% -8% -6%
Residents
MLTSS YES Mr YES YES YES

While Figures 3 and 4 seem to suggest that MLTSS states

have reduced nursing home utilization at a higher rate than
FFS LTSS states, we cannot necessarily conclude that MLTSS
programs contributed to the difference. Many other factors—
particularly differences in population growth and aging—could
be driving differences in the total nursing home usage between
MLTSS and FFS LTSS states.

AUGLIST 2018



P WHITE PAPER

Nursing home utilization rates by
age group

To account for two of the major drivers of total nursing home
utilization, population growth and age demographics, and

to better identify differences in MLTSS states and FFS LTSS
states, we converted raw nursing home resident counts from
the MDS frequency reports to nursing home residents per
capita using population statistics from the ACS. Note that,
while MDS data is available through 2017, ACS data is currently
only available through 2016. Also note that MLTSS states in
this section include only states that had MLTSS programs in
place as of January 2016.

Figures s, 6, and 7 show the relative changes in nursing home
residents per capita for MLTSS and FFS LTSS states between
calendar year (CY) 2013 and CY2016 for ages 65 to 74, 75 to 84,
and over 85, respectively. These figures show that the number
of nursing home residents per capita decreased at a faster rate
in MLTSS states than in FFS LTSS states for all 65 and over age
groups. While MLTSS states had more success in reducing NF
utilization, it should be acknowledged that FFS LTSS states
also reduced NF residents per capita; this may be attributed
to LTSS state initiatives other than managed care that target
lower NF utilization.

FIGURE 5: PERCENTAGE CHANGE IN NURSING HOME RESIDENTS
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FIGURE 6: PERCENTAGE CHANGE IN NURSING HOME RESIDENTS
PER CAPITA
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FIGURE 7: PERCENTAGE CHANGE IN NURSING HOME RESIDENTS
PER CAPITA
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The number of nursing home residents per capita
decreased at a faster rate in MLTSS states than in
FFS LTSS states for all 65 and over age groups.

Low acuity members in nursing homes

Another indication of successful nursing home utilization
reduction may be a high level of acuity of nursing home
residents. MLTSS programs aim to provide HCBS to lower
acuity (higher-functioning) members outside of an institutional
setting. As low acuity members remain in the community
longer or transition out of nursing homes, we would expect the
remaining nursing home population to have higher acuity and
more severe activities of daily living (ADL) impairments.

In the MDS data, nursing home residents are categorized as
being independent, requiring supervision, requiring limited
assistance, requiring extensive assistance, or as being totally
dependent for each ADL. For simplicity, we categorized
members into two levels of functional impairment: limited
assistance (or less) and extensive assistance (or more). We
then summarized the proportion of members in each state with
limited impairment (highly functioning residents) for each
ADL measured in the MDS. Figure 8 shows the proportion of
nursing home residents requiring limited assistance or less for
each ADL for 2013 and 2017, respectively. Figure 8 shows results
separately for current MLTSS and current FFS LTSS states.

3 AUGUST 2018
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FIGURE 8: FUNCTIONAL STATUS OF NURSING HOME RESIDENTS (CY2013 VS. CY2017)
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We also reviewed results on a state-by-state basis and classified FIGURE 9: (:‘:3:‘3‘;_52'0"1;‘)0”'“( OF NURSING HOME RESIDENTS

states according to the number of ADL categories that showed R

an increased level of acuity (lower proportion of residents

with limited impairment). The table in Figure 9 groups states
based on the number of ADL categories with increased acuity

between 2013 and 2017. Figure 9 illustrates the following: o]
= All five states that showed no improvement (same or 13
increased proportion of residents with limited impairment) 4-6
in any ADL categories are FFS LTSS states 2.9
A majority of MLTSS states (19 of 23, or 83%) showed
= A majority 9 of 23 3%) showe o o Ay : i

improvement in four or more ADL categories whereas
a minority of FFS LTSS states (13 of 28 or 46%) showed

. . . These findings suggest that the acuity level of nursing home
improvement in four or more ADL categories £8 Sugg: Y &

residents in MLTSS states is increasing at a faster rate than
the acuity level of nursing home residents in FFS LTSS states.
The difference may be a result of MLTSS programs more
effectively providing care for highly functioning members in
the community rather than in the nursing home.

= States with long-standing MLTSS programs such as Arizona
(seven ADL categories improved), New Mexico (five ADL
categories improved), and Tennessee (nine ADL categories
improved) continue to show improvement long after
program implementation

A comparison of nursing home usage in states 4 AUGUST 2018
with and without Medicaid Managed LTSS



usions and considerations Likewise, any MCO considering contracting with a state to
offer MLTSS coverage should study the state’s current level

of efficiency in order to understand what level of savings is
achievable. Achievable savings should be compared to nursing
home transition assumptions and managed care savings built
into MLTSS capitation rates.

conc

Each state will need to consider different priorities and
potential obstacles before transitioning to MLTSS. Cost-
effectiveness, quality of care, provision of care in the
appropriate venue, staff burden during times of member
transition, impact on nursing home reimbursement, and

member choice are important considerations; not all of these Our review of the MDS and ACS data, as outlined in this paper,
items are easily quantifiable. We believe an in-depth, state- considers one objective of MLTSS: providing LTSS care in the
specific analysis of nursing home residents can assist with part community rather than in nursing homes. Our analysis suggests
of an MLTSS transition assessment. This analysis focused on that MLTSS states are outperforming FFS LTSS states on this
general trends in summarized data. A more detailed, state- objective. While it is not the only indicator of success, reducing
specific analysis could examine demographic trends in more nursing home usage through the provision of home and

detail, study ADL impairment on a patient basis rather than an community-based care is extremely important to the financial
aggregate basis, analyze nursing home readmission rates, and viability of a Medicaid LTSS program.

identify holes in the state’s current level of HCBS delivery.
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Value of Managed Care in Mississippi

INFORMATIONAL ONLY

BACKGROUND

Medicaid commonly represents the largest expense in state budgets, and in 2017, Medicaid cost
Mississippi and the federal government a combined $6.06 billion." Medicaid beneficiaries are
particularly complex and vulnerable, needing a level of coordination of medical and social services
that is not possible in a fee-for-service (FFS) environment. Managed care provides an opportunity to
states to improve their Medicaid program and the experiences of beneficiaries, while facilitating
innovation, program integrity, predictability, and reduced cost trend.

Recognizing the advantages of managed care, between 2005 and 2015, the number of states
exclusively leveraging risk-based managed care contracts grew from 18 to 29, a 61% increase, and
as of September 2016, 39 states offered Medicaid managed care in at least part of the state or for
some populations.®>? This movement has resulted in considerable. cost savings for some states, with
estimates of up to 20%.* Additionally, managed care affords opportunities for providers and
beneficiaries that are otherwise unachievable, such as robust care coordination, enhanced
infrastructure, value-based incentives, and improved health cutcomes (see Exhibit 1 for additional
opportunities provided by managed care).

Exhibit 1. Examples of Benefits of Medicaid Managed Care, by Stakeholder

¢ Provides budget stability over time and ailows cost predictability

» Limits state financial risk by allocating risk to managed care organizations (MCOs) through fixed
payment structure (per member per month)

» Facilitates accountability for quality care by shifting responsibility to MCOs rather than state
management of activities across thousands of providers

» Creates the potential to expand services and program eligibility as a result of cost savings

» Allows for flexibility in service provision and encourages innovation among competing MCOs

 Shifts program administration burdens such as network management, claims payment, and
utilization management to MCOs and away from state

PROVIDER

+ Allows an opportunity for value-based incentive payments through collaboration with MCOs to
determine provider readiness for participation in different value-based arrangements

» Creates a potential for enhanced infrastructure through MCO investments

» Provides assistance and training for providers for things such as patient outreach, continuing
medical education (CME), evidence based practices, and population health analytics

» Affords innovations in service delivery that can help providers manage their patient panel (e.g.,
data tools)

BENEFICIARY

¢ Ensures coordination of care across primary, specialty, inpatient, and outpatient care providers,

! http:/ww.Ibo.ms.govimisc/FY18_BudgetBook/bbook18-br60.pdf

? Health Management Associates. The Value Of Medicaid Managed Care. December 9, 2015.

* Kaiser Family Foundation. Total Medicaid MCO Enrollment, September 2016.

* The Lewin Group. Medicaid Managed Care Cost Savings — A Synthesis of 24 Studies. March 2009
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which is not possible in FFS environments

» Requires that each beneficiary has an ongoing source of care appropriate to his or her needs

s Provides continuity of care for newly enrolled beneficiaries or individuals maoving in and out of
Medicaid/Medicaid managed care

s Delivers member services that beneficiaries ctherwise would not have access to, such as
guidance on benefits and coverage

» Provides assurance of an adeguate provider network to meet beneficiary needs and guarantees
out-of-network access if an MCO is unable to provide timely access using network providers

» Ensures that the scope of coverage for each service covered by an MCO is no less than that of
the same service provided to Medicaid beneficiaries on a FFS basis

o Allows for additional benefits and services, as appropriate, beyond those offered through the
State Plan

MANAGED CARE IN MISSISSIPPI

In 2011, Mississippi implemented Mississippi Coordinated Access In 2016 alone, the
Network (MississippiCAN), a statewide Medicaid managed care MSCAN program saved
program targeting children and non-elderly adults. individuals in Mississippi
institutional settings (such as a nursing facility), individuals dually approximately $240.3
eligible for Medicare and Medicaid, and waiver members currently are million compared with
excluded from MississippiCAN. projected claims without
, ) ‘ S , care coordination. The
Since the implementation of MississippiCAN, UnitedHealthcare program is estimated to
Community Plan (UHC) has been proud to partner with the Division of save another $1.39
Medicaid (DOM) to improve the health and quality of heaith care billion by 2021.

delivery. Below are a few highlights of our numerous programs and
interventions:

{Internal UHC Analysis}

» Diabetic Members. Eye exam screening rate improved by 66% and diabetes control levels
improved by 31%.

« Women'’s Health. Breast cancer screening rates improved 56%,; cervical cancer screening
rates increased by 43%.

» Pregnant Mothers. Prenatal scores improved by 36% and postpartum rates improved by 83%.

* Behavioral Health. Follow-up visit with a provider after a mental health hospitalization rate
improved by 51% for 7 days and 26% for 30 days.

e EPSDT. From 2012 to current, UHC members have experienced a 270% increase in pediatric
wellness exams compliance.

Case Study: UnitedHeaitheare Community Plan Sirategies

%4

UnitedHealthcare Community Plan’s commitment to serving the state of Mississippi is evidenced
through our nearly 500 employees in the State and our investment in local communities. We are
focused on making healthcare simpler for our nearly 240,000 Medicaid members in the State and this
attention to the member experience has helped us achieve an 82% positive member satisfaction
rating in MSCAN and 88% in MSCHIP.
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As part of our commitment to Mississippi, UnitedHealthcare consistently brings innovative solutions to
the market, works with providers to deliver increased value to those we serve and the State, and
invests in the community to help people live healthier iives.

innovative Solutions

¢ Recognizing that health is more than what happens in the doctor’s office, our care teams
leverage tools such as Healthify to identify and connect members to resources in the
community. Housing, financial support, transportation, food, and employment services rank
among some of the most common resources sought by those we serve.

» UnitedHealthcare's Baby Blocks is a free, online, interactive incentive program to help
pregnant women and new mothers with prenatal and well-baby care in Mississippi. The
program enables users to receive email appointment alerts and wellness-related text
messages, connect directly with maternity nurses, and earn rewards for keeping the
appointments. Nearly 5,000 Mississippi women have successfully enrolled in our Baby Blocks
program and 4,000 babtes have been born. More than 1,800
babies have graduated from the full 15-month program.

» UnitedHealthcare implemented AdvocatedMe in July 2016, a

UnitedHealthcare has a
team of 16 dedicated

community health workers

customer care approach that provides members with a single in Mississippi who make
point of contact to address their various health needs. By calling Fome viars ahnerbors
the member service toll-free number, or using their preferred most in need of care
communication channel such as email, members are connected support. We work face-to-
with an Advocate who provides them with end-to-end support, face with members to
“‘owning” their request until it's resolved. Advocates can tap into identify and address

a team of experts specializing in clinical care, emotional health, underlying behavioral and
pharmacy, health care costs and medical plan benefits, to help soctal issues that may

contribute to medical needs.
and to ensure the member

each member navigate the health system and get the
information he or she needs. This approach results in a simpler,
more personalized and informed experience for the member.
From July through December 2016, AdvocatedMe assisted
Mississippi members by engaging in over 1,400 conversations
about gaps in care once members called for other reasons to provide actionable health
education and further scheduled over 200 health care appointments.

» UnitedHealthcare's KidsHealth Online Resource Center has 200+ videos and 10,000+
pieces of written content for the web, ranging from condition-specific (e.g., asthma, diabetes,
obesity, sickle cell) to wellness (e.g., nutrition, physical activity, safety, mental health).
Information can be found to meet the needs by age, language, and learning style. During 20186,
the KidsHealth Online Resource Center received over 5,000 visits and 15,053 page views. The
top articles viewed were from the 1) Asthma Center, 2) Dealing with Addiction, 3) Allergies, 4)
Nutrition & Fitness Center, 5) Flu Center, and 8) Kids Stay Safe Center.

receives the right care at the
right time with the right
professional.

Frovider Coflabaoration

¢ Recognizing the importance of value-based care, and that not all providers are at the same
readiness to accept risk, UnitedHealthcare offers a variety of value-based contracting
strategies along a continuum, The foundation of this continuum is our new quality performance
program that incentivizes providers to close gaps in care and ensure beneficiary needs are
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addressed. This program includes technical, reporting, and administrative support to primary
care practices to facilitate/expedite continuous improvement in their quality (HEDIS/CAHPS)
performance. Currently, 95% of our members access care through providers participating in a
value-based arrangement, and our goal is to reach 100% of membership by 2018.

» |n response to challenges experienced by providers as a result of enrollment growth and
program changes, UHC implemented an enhanced issue intake and tracking procedure for
providers, hired additional provider advocates to engage in field-based provider support, and in
December 2015 introduced the Provider Relationship Insight and Service (PRISM) Model.
PRISM includes dedicated human resources and state of the art information technology to
conduct comprehensive issue management. This model supports provider resolution for all
direct provider issues, including provider issues received via DOM.

s During Q4 2016, UHC deployed the Care Provider Early Warning System (CP-EWS), a
diagnostic tool that uses data collection and analysis to monitor in real-time the health of
claims and provide early warning when adverse issues threaten provider payments. CP-EWS
tracks claim performance, monitors for outliers, and provides proactive alerts to trending
denials, fluctuations in claims receipts by provider, and cash flow interruptions. This new
capability provides dramatically expanded insight into additional areas that can improve
provider satisfaction with regard to the claim payment experience. CP-EWS was specifically
designed to identify issues in a manner that leads to rapid investigation, provider
communication, and corrective actions in a greatly abbreviated identification-to-resclution cycle
time.

e UHC introduced a new Provider Resolution & Express Decision (Code RED) Team in
March of 2017. The Code RED team was designed to guickly address provider issues in an
environment that promotes open dialogue. Code RED engages the provider to resolve
issues/concerns in real-time or discuss business or administrative practices that the provider
may need to alter. The provider is able to communicate directly with subject matter experts to
explain the issue, identify resolution plans, and agree on next steps and timeline. There also is
an ability to perform provider group roster management to review data for all practicing
providers and immediately identify any gaps needing correction. Code RED has three options:
1) a virtual visit with computer screen-sharing capabilities, 2) a face-to-face visit at the
provider's office or other mutually agreed upon location, or 3) an appointment in our local office
in Ridgeland, MS.

Community Invastment

s UHC’s Farm to Fork Initiative provides free farm-fresh vegetables to members in poverty-
stricken, food desert designated locations. With distribution sites across the State, members
and their families can reap the benefits of healthy eating and establish healthy habits for life.
Between May and September 2016, we served approximately 4,946 members in 18
communities across the State. Over 22.5 tons of free produce and 9,892 health literature
materials were distributed to members during this same time period.

« The UHC Mississippi plan has donated more than 100 computers to organizations around
the State to assist students with technology and research skills and adults with accessing
information on healthcare, employment, education, and social services.
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» Children from low-income and low-education households are three-times more likely to suffer
from obesity, which is a leading risk factor for diabetes, heart disease and many cancers.’ In
response, UnitedHealthcare launched Kicks for Kids in Mississippi, an incentive initiative that
offers kids ages 6-16 Nike gift cards for completing their wellness exams by the end of the year,
As of December 2016, the initiative had produced approximately 821 Kicks for Kids eligible
CHIP claims.

s In December 2016, UHC delivered 150 NERF ENERGY Game Kits to the Boys & Girls Clubs
of Central Mississippi. The Game Kits include an activity tracker, a soccer ball, and a mobile
game. As children participate in physical activity, they earn “energy points” that are tracked by
the activity band and these points turn into screen time to play the mobile game on a
smartphone or tablet.

CONCLUSION

States have leveraged managed care for their Medicaid population for more than 40 years, with rapid
growth in managed care programs in recent years. As of 2014, more than 55 million, or 77%, of
Medicaid beneficiaries were enrolled in some type of managed care across the country.® As
discussed in this paper, managed care provides an opportunity to states to improve their Medicaid
program and the experiences of beneficiaries, while facilitating innovation, program integrity,
predictability, and reduced cost trend. Our national experience provides a unique perspective for us to
support Mississippi as it considers system enhancements and transformation. We look forward to the
opportunity to answer any questions about the value of managed care or support any other research
necessary to support the goals of Mississippi.

5 America’s Health Rankings®, an annual comprehensive assessment of the nation’s health on a state-by-state basis.
® Kaiser Family Foundation. Total Medicaid Managed Care Enrollment, 2014.
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The NASUAD MLTSS Institute was established in 2016 in order to drive
improvements in key MLTSS policy areas, facilitate sharing and learning
among states, and provide direct and intensive technical assistance to states
and health plans. The work of the Institute will result in expanded agency

capacity, greater innovation at the state level, and state/federal engagement
on MLTSS policy.

The National Asso¢iation of States United for Aging and Disabilities
(NASUAD) represents the nation’s 56 state and territorial agencies on aging
and disabilities and supports visionary state leadership, the advancement of
state systems innovation, and the articulation of national policies that support
home and community based services for older adults and individuals with
disabilities.

The Center for Health Care Strategies (CHCS) is a nonprofit policy
center dedicated to improving the health of low-income Americans. It works
with state and federal agencies, health plans, providers, and consumer groups
to develop innovative programs that better serve beneficiaries of publicly
financed care, especially those with complex, high-cost needs.
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THE MLTSS INSTITUTE

Managed long-term services and supports (MLTSS) is a growing trend across the
country. States seeking to modernize and improve their long-term services and
supports systems continue to turn to managed care plans to help them achieve their

goals. Operating an efficient and effective MLTSS program requires thoughtful program
design, capable health plan partners, strong state oversight, and appropriate accountability
mechanisms. NASUAD has been deeply engaged in providing technical expertise and
assistance to our member states as they plan, design, implement, and evaluate their MLTSS
programs. In fact, NASUAD is uniquely positioned to assist our members because we can:

& Arrange and facilitate peer-to-peer information exchange and mentoring relationships
among the states using existing infrastructure and practices;

= Readily reach key, high-level state MLTSS decision-makers and serve as a trusted and
secure medium for vetting challenges and preliminary, innovative MLTSS concepts; and

= Deliver solid, reliable technical assistance tailored to state officials and their key staff.

However, our Board of Directors recognized that staff capacity to provide technical
assistance was outstripping the states” demand for it. This recognition led to the creation
of the MLTSS Institute in 2016. The MLTSS Institute is intended to drive improvements
in key MLTSS policy issues, facilitate sharing and learning among states, and provide direct
and intensive technical assistance to states and health plans. The work of the Institute will
result in expanded agency capacity, greater innovation at the state level, and state/federal
engagement on MLTSS policy. Creating opportunities for thoughtful policy development,
meaningful state interaction, and more cffective use of limited state resources is critical to
the maturation and success of MLTSS programs.

I am deeply grateful to our visionary Board of Directors, state long-term services and
supports leaders, and thought leaders at national health plans who understand that
well-managed and high quality MLTSS programs benefit us all, and are willing to invest
their time and resources to that end.

%Ma?‘/&kﬂ?

Martha Roherty, Executive Director
NASUAD



EXECUTIVE SUMMARY

Statcs are increasingly implementing comprehensive Medicaid managed long-term services and
supports (MLTSS) programs, but there is limited evidence of their value. To help fill this gap, this
report presents results of a survey of states with MLTSS programs. The twelve states responding to the
survey—Arizona, Florida, Iowa, Kansas, Massachusetts, Minnesota, New Jersey, New Mexico, Rhode
Island, Tennessee, Texas, and Virginia—account for more than half of the states operating MLTSS
programs. States were asked about their goals in implementing MLTSS programs, what progress they
had made in attaining those goals, and if they faced any challenges collecting data to document progress—

@ Rebalancing Medicaid LTSS Spending. A key goal for all states was rebalancing Medicaid long-term
services and supports spending toward home- and community-based settings and providing more options
for people to live in and receive services in the community. Many states have specific rebalancing targets,
as well as financial incentives for MLTSS plans to meet them. Eight states reported that they were making
progress toward their rebalancing goals, which aligns with national trends in MLTSS rebalancing.

s Improving Member Experience, Quality of Life, and Health Outcomes. All states wanted to
improve consumer health and satisfaction/quality of life. While it can be challenging to attribute
improvements in health outcomes solely to MLTSS programs, seven states reported improved consumer
health. Nine states said that they collect data onAquality of life, and 10 states collect data on consumer and
family satisfaction. Among states reporting outcomes, MLTSS consumers had improved quality of life and
high levels of satisfaction. One challenge highlighted by states was that fielding the surveys used to collect
these data is time and labor-intensive.

# Reducing Waiver Waiting Lists and Increasing Access to Services. MLTSS programs may reduce or
eliminate waiting lists for waiver services. Six states said they wanted to reduce waiting lists, while others
focused on increasing access to services. Some states successfully eliminated waiting lists, while other states
addressed waiting lists by prioritizing applicants by level of need. Some states reinvested savings achieved
through implementing MLTSS to decrease the number of people on waiting lists.

u Increasing Budget Predictability and Managing Costs. MLTSS programs’ use of capitated payments
can help improve budget predictability. The programs also have the potential to achieve savings by:
rebalancing LTSS spending; managing service use; and avoiding unnecessary hospitalizations or
institutional placements. Five states identified Medicaid cost containment as a goal and seven states
identified budget predictability as a goal. While states report they are “bending the cost curve,”
inadequate data are a barrier to statgs’ ability to demonstrate these outcomes.

This survey provided compelling examples demonstrating that states are meeting their MLTSS program
goals, but it underscores the importance of expanding the scope and amount of data collected on
program impacts. Health plan contracts with strong data reporting and performance monitoring
requirements are important tools for states to build stakeholder support and demonstrate program
viability over time. ‘



INTRODUCTION

ince the 1970’s, state Medicaid agencies have contracted with managed care organizations
S(MCOS) to coordinate and manage care for Medicaid consumers. Managed care is a delivery
system whereby the state Medicaid agency contracts with an MCO to provide Medicaid benefits to
consumers. States pay each MCO a fixed—also known as capitated—per-member, per-month payment
for each Medicaid consumer enrolled in that MCO?s health plan. These arrangements are risk-based,
meaning that if the MCO does a poor job of keeping the consumer healthy and incurs expenses above
and beyond what the MCQ is paid, the MCO does not get any more funds from the state. Similarly, if
the MCO keeps consumers healthy and manages service utilization appropriately, it may keep some or
all savings from the amount paid by the state.

More recently, however, states have looked to MCOs to provide and coordinate services for more
complex populations, such as those requiring long-term services and supports (LTSS). These include
a broad array of medical and social services that aid older adults and individuals with chronic illnesses
and significant disabilities to perform activities of daily living (ADLs)—such as bathing, eating, and
toileting—as well as instrumental activities of daily living (IADLs)—such as medication management,
budgeting, and transportation. LTSS are delivered in a variety of care settings, which generally

fall under two broad categories: institutional (nursing facilities or intermediate care facilities); and
community-based (in the home or community settings, such as adult day services).

States are increasingly implementing comprehensive Medicaid managed long-term services and
supports (MLTSS) programs in order to better manage care for consumers using LTSS, increase access
to community-based care, improve member satisfaction and health outcomes, and improve budget
predictability. However, no two MLTSS programs are exactly alike. Despite states’ increasing adoption
of MLTSS, to date, few studies on the value of MLTSS programs have been conducted. Additionally,
states are mindful of the fact that they will need to carefully monitor the quality of the care provided
by the MCOs to these vulnerable consumers. This report aims to partially fill the gap in evidence, as
well as highlight promising practices and insights from leading states in the hope of spurring further
interest and additional research on MLTSS and its attendant opportunities and risks.



METHODOLOGY

ASUAD partnered with the Center for Health Care Strategies to research and write this report.

Its conclusions are based on a NASUAD survey of states with MLTSS programs, the purpose of
which was to elicit state perspectives on MLTSS; identify promising practices and innovative initiatives;
and gather examples for states that are in the process of developing, or thinking of implementing an
MLTSS program. The states surveyed include béth those with long-standing MLTSS programs and
those with new programs. The survey was sent to the following 19 states:

® Arizona @ Michigan = South Carolina
»  California & Minnesota = Tennessee

# Delaware = New Jersey = Texas

= Florida u  New Mexico = Virginia

w Iowa @ New York = Wisconsin

w  Kansas w  Ohio :

m  Massachusetts = Rhode Island

The survey was fielded from December 22, 2016 through January 31, 2017, after which NASUAD
sought clarification and further detail from some states. The survey consisted of 37 questions and
touched upon a variety of different MLTSS policy areas. NASUAD obtained responses from 12 states
(Arizona, Florida, Iowa, Kansas, Massachusetts, Minnesota, New Jerscy, New Mexico, Rhode Island,
Tennessee, Texas, and Virginia), which account for more than half of the states operating MLTSS
programs. Additional information from published literature and other reports was used to frame and
supplement the states’ responses.



TRENDS IN MLTSS PROGRAMS

Growth in MLTSE Programs over Lime
g

In 1989, Arizona was the first state to have a Section 1115 waiver approved by the Centers for
Medicare & Medicaid Services (CMS) to implement MLTSS.! Over the next 15 years, MLTSS
program development was épotty. However, between 2004 and 2010, the number of MLTSS
programs increased from eight to 15 (see Figure 1).

Figitre 1. METSS Programs in 2010
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Today, there are 19 states operating MLTSS programs (see Figure 2). Another three states operate
MLTSS only within the confines of a Financial Alignment Initiative demonstration, which coordinates
care and aligns benefits for individuals cligible for both Medicare and Medicaid (known as dually
eligible beneficiaries).? Five states (New Hampshire, Ohio, Oklahoma, Pennsylvania and Virginia) were
developing new or significantly modifying existing MLTSS programs in carly 2017, and five more are
exploring the possibility of doing so. States have implemented MLTSS using various Medicaid waiver
authorities, including: Section 1115, 1915(b), 1915(a), 1915(c), and 1932(a) waivers; Financial
Alignment Initiative demonstrations; and other concurrent authorities.

Four of the five states with MLTSS program development underway intend to use a 1915(b)/(c)
combination waiver for their MLTSS programs; Virginia is pursuing Section 1115 authority. North
Carolina also has a pending Section 1115 waiver with CMS that will, if approved, alter its current
limited MLTSS program and change its operating authority for MLTSS. For more information on
states” MLTSS program waivers, see the Appendix.



Figure 2. MLTSS Programs in 2017
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Populations Included in MIUT'SS Programs

The most vulnerable populations are generally enrolled in MLTSS programs in order to provide the
benefits of care coordination.? Older adults are the most commonly included population, followed

by individuals with physical disabilities. Some states also enroll children with disabilides, dually

eligible beneficiaries, individuals with traumatic brain injuries (TBI), and those with intellectual/
developmental disabilities (I/DD). Individuals with I/DD have typically been the last population to
be enrolled in MLTSS programs; as state agencies and MCOs gain further experience with effectively
coordinating care and gaining stakeholder support, this trend is expected to continue. States are also
increasingly including persons with behavioral health conditions into MLTSS programs, as they seek to
better integrate physical and behavioral health services.

Benefit Integration

States take different approaches to providing benefits under MLTSS programs. The most common
approach is to provide a comprehensive benefits package to the populations enrolled. That type of
benefits package permits a consumer to access acute/primary care, LTSS, and behavioral health
services from one MCO. Such an approach can allow an MCO to serve the whole person and build
provider networks that address all the needs of its consumers.



Some states have used their

Other states provide only LTSS benefits in their MLTSS programs, which means that consumers get
acute/primary care or behavioral health services from another MCO or from the state’s traditional fee-

for-service program. This program design choice can be driven by:
& The expansion of MLTSS after an established acute care managed care program is in place;
= Legislative or gubernatorial directives for separate programs; and/or
@ Interest in contracting with MCOs that specialize in LTSS.

Among the 22 MLTSS programs currently in operation, 70 percent include Medicaid primary
and acute care, more than 80 percent include nursing facility services, and 85 percent incorporate
Medicaid home and community based services (HCBS).

Michigan and North Carolina approach LTSS differently than most states,
in that they operate long-standing, statewide, county-based, capitated
programs that include only behavioral health and 1/DD services. Programs

Section 1115 demonstrations  can even vary within one state, as in the case of California’s Medicaid program
to providc limited HCBS Medi-Cal, where LTSS is integrated into MCOs in only seven counties.

benefits to consumers that
otherwise would not be

Furthermore, some states, including Delaware, Hawaii, Rhode Island, and
Tennessee have used their Section 1115 demonstration authority to provide a
more limited set of HCBS to individuals at risk of needing LTSS.*

eligible for LTSS.

States’ MIUT'SS Goals

States responding to the survey had several goals in implementing their MLTSS programs (see Figure
3). They included rebalancing Medicaid spending from institutional settings toward home- and
community-based care and improving consumer health and satisfaction. Some states also identified
reducing Medicaid HCBS waiver waiting lists, increasing budget predictability, and containing costs as
program goals.

Figuve 3. States’ MLISS Progvam Goals

@ Rebalancing Medicaid LTSS spending = Increasing budget predictability
' # Improving consumer health and = Containing costs
satisfaction

@ Reducing Medicaid HCBS waiver
waiting lists

— _— - —— — - —

Many states see the goals of MLTSS programs as being interconnected. For example, reductions or
climination of waiting lists can help shift Medicaid LTSS spending toward HCBS, and serving more
people in the community can improve consumer experience and health outcomes. Improved health
outcomes can then, in turn, reduce costs.



Each of these goals for states® MLTSS programs and their reported progress in meeting those goals is
examined below. Challenges that states face regarding data collection to support these goals are also
discussed. While many states reported examples of ongoing data collection, monitoring and evaluation
in key program areas, a significant opportunity exists to improve information collected about MLTSS
program outcomes. For example, more data are needed around the impact of MLT'SS programs on
consumer or family satisfaction, consumers’ quality of life and physical health outcomes, and cost
effectiveness. States are challenged in this effort because they often have:

w limited systemic information to benchmark their fee-for-service LTSS programs;
@ limited staff resources to collect and analyze data; and

» difficulty attributing program outcomes solely to the MLTSS program when it is part of
comprehensive state Medicaid or integration efforts.

Rebalancing Medicaid LTSS Spending

Goals. Rebalancing Medicaid LTSS spending toward home- and community-based care and providing
more options for individuals to live in and receive services in the community—if that is consistent with
an individual’s goals and desires—is a key goal of MLTSS programs in all of the states responding to

the survey.

Many of the states surveyed have established specific rebalancing targets, as well as financial
incentives for MLTSS plans to meet them. States often structure MLTSS payment rates to encourage
MCOs to use HCBS instead of nursing facility services. For example, Florida’s goal is to have no
more than 35 percent of consumers in its statewide Medicaid Managed Care Long-term Care
program residing in nursing facilities. To that end, it developed a method to adjust health plan
payments annually to provide incentives for them to meet rebalancing targets.>® The state pays a
blended rate, assuming a specific mix of consumers in nursing facilities and in the community, as well
as a ‘transition’ target. If the MCOs meet or exceed those targets, they benefit financially; if they
don’t, they lose money.”

States expect that successfully rebalancing LTSS toward HCBS will help to support other MLTSS
program goals, including improving quality of life, expanding access to HCBS services, and reducing
costs. New Mexico views this shift as supporting the person-centered goals of its Centennial Care
program and improving consumers’ quality of life.® Rebalancing is also a key objective for TennCare
CHOICES, which has goals of serving more people with its already existing LTSS funds, and creating
a more sustainable program.® Lastly, Rhode Island’s goal is to spend half of its Medicaid long-term
care dollars on nursing facility care and half on HCBS. As of February 2017, Rhode Island is spending
79 percent of Medicaid dollars on institutional care.!*"* The state plans to accomplish its rebalancing
goals through several healthy aging initiatives, including building age-friendly communities, enhancing
community living and respite supports, strengthening the Executive Office of Health and Human
Services and Medicaid interventions, and creating value-based payment opportunities and system
transformation through partnerships with industry.?



Progress to Date. Eight states (Arizona, Florida, Kansas, Massachusetts, Minnesota, New Jersey,

New Mexico, and Tennessee) reported that MLTSS has promoted rebalancing the LTSS delivery

system, which aligns with national trends in MLTSS rebalancing.'® Nationally, the percentage of LTSS
spending on HCBS increased each year since 1995. Fiscal
year 2013 was the first year that HCBS accounted for just over

“In Arizona, given our historical half of LTSS spending in the United States. Between 2013
pchpCCtiVC, we consider MLTSS to and 2014, the percentage of Medicaid LTSS funds spent on

be an important tool to support the

HCBS increased from 51 percent to 53 percent.'® Beginning
in 2016, CMS required states to report the estimated

rebalancing of institutional and HCBS percentage of MLTSS dollars spent on institutional care and

spending, and, in turn, provide greater

HCBS, ¢ so that specific MLTSS rebalancing expenditure data
would become more readily available.

access to HCBS options.”
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—Avizona survey respondent While it would be an overreach to attribute the increase in
HCBS spending solely to the increased use of MLTSS, it is
reasonable to suggest that MLTSS contributed to this trend.

Survey responses provided specific examples of success in states rebalancing efforts. After 25 years

of incrementally adjusting HCBS targets, Arizona reported that 86 percent of its MLTSS consumers
are in community settings and 68 percent are living in their own homes. Tennessee began its MLTSS
program, TennCare CHOICES, with only 17 percent of Medicaid consumers receiving services in
community settings.” As of August 2015, fully 44 percent are living in community settings. Likewise,
New Mexico by 2015 had reduced the percentage of Medicaid consumers residing in nursing facilities
from nearly 19 percent to 14 percent.' Since its MLTSS program was implemented, Florida has had a
12 percent decrease in the number of Medicaid consumers receiving care in nursing facilities.!®

In a study comparing consumers in Massachusetts’ Senior Care Options MLTSS program to a control
group of Medicaid consumers who received LTSS through the fee-for-service system, enrollees in
Senior Care Options had a 16 percent lower risk of long-stay nursing facility admission, as well as

a 23 percent lower rate of nursing facility entry risk at the end-of-life.2® New Jersey reported that it
analyzed enrollment and living arrangement data to monitor MCOs’ abilities to make appropriate
nursing facility placements. As of December 2016, approximately two-thirds of the state’s MLTSS
consumers were receiving HCBS services, and its nursing facility population had decreased by about
1,000 since program implementation in 2014.%"

Improving Member Experience, Quality of Life, and Health QOutcomes

Goals. Most states view MLTSS as an opportunity to create a more seamless experience of care for
consumers, which should improve their quality of life. Through care coordination requirements and an
enhanced array of services, MLTSS programs can bridge silos that consumers must navigate, improving
their health and satisfaction. Improving health outcomes—managing chronic conditions and avoiding
potentially preventable hospital admissions or emergency department visits—is a fundamental goal for
MLTSS programs. One of the primary drawbacks of traditional fee-for-service programs is the bifurcation
of acute care services and léng term services and supports—each of which has an impact on the other.
The improvement of health outcomes may be more likely when a program includes all services—physical
health, behavioral health, and LTSS—under one MCO. All of the states surveyed indicated that improving
consumer health, as well as consumers’ satisfaction and/or quality of life was a primary goal for MLTSS
implementation.



Satisfaction with the MLTSS program as a whole often depends on the extent to which consumers
feel that their managed care plans consider and address their needs and make them feel engaged and
supported. For example, many MLTSS programs strive to achieve person-centeredness in service
planning and delivery, underscoring the importance of helping consumers live the fullest life possible
by meeting their goals and needs. Many states have sought extensive feedback from consumers,
families, and other stakeholders to inform necessary adjustments to program operations and policies
and improve quality outcomes to help meet this goal. Early engagement during MLTSS program
development and implementation, as well as ongoing engagement during the span of the program, is
an important tool to monitor program success.

Many states view care coordination as a key driver of MLTSS
programs’ ability to improve consumer experience and their
quality of life. All MLTSS programs have requirements for

care coordinators, often nurses or social workers, to assist “A successful MLTSS program will
consumers in coordinating the full array of services offered think about care planning beyond
through the program.

traditional support services.”

Progress to Date. MLTSS program features such as a —Tennessce survey vespondent
dedicated care coordinator, better support for family caregivers,

higher likelihood of community residence, the ability to live in

the setting of one’s choice, and improved connection to the

community can all have positive effects on consumer health and well-being. However, determining the

effects of a particular feature on consumer outcomes may be difficult to separate from other variables.

In addition, it can be challenging to attribute these improvements solely to MLTSS programs where

several Medicaid delivery system initiatives may have been implemented at the same time in a state.

However, several states have made progress in assessing certain outcomes.

Seven states (Arizona, Florida, Kansas, New Jersey, Massachusetts, Minnesota, and Tennessee)
reported that their MLTSS programs improved the physical health of consumers enrolled. States have
demonstrated improved health outcomes through a variety of tools, including consumer surveys and
quality measures derived from managed care encounter data.?? Florida reported that in a survey it
developed for its MLTSS program enrollees, nearly 60 percent of respondents said their overall health
improved since their enrollment. Other states measure outcomes using data on health care utilization
and preventable high-cost events. Between 2013 and 2014, Texas saw modest decreases in potentially
preventable hospital admissions and réadmissions rates in its STAR+PLUS program.* The U.S.
Department of Health and Human Services” Assistant Secretary for Planning and Evaluation released
a study in March 2016 comparing the outcomes of consumers from 2010 to 2012 in the Minnesota
Senior Health Options (MSHO) program with similar individuals outside of the program.?* The
study found that consumers in the MSHO program were 48 percent less likely to have a hospital stay,
and those who were hospitalized had 26 percent fewer stays overall. Additionally, MSHO consumers
were also 13 percent more likely to receive HCBS and were 6 percent less likely to have an outpatient
emergency department visit—of those who did visit the outpatient emergency department, 38 percent
had fewer subsequent visits. Through the Kansas KanCare program, primary care physician visits
increased by 80 percent, “costly hospital stays” decreased by 29 percent, and emergency department
use decreased by seven percent.? Non-emergency transportation use was also up 56 percent, an
indication that KanCare consumers might have been attending more appointments with providers.®
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Eleven states (Arizona, Florida, Iowa, Kansas, Minnesota, New Jersey, New Mexico, Rhode

Island, Tennessee, Texas, and Virginia) use consumer and,/or family surveys to collect information

on consumer and family satisfaction with the MLTSS program. Nine of these states also collect
information on the quality of life of consumers participating in their MLTSS programs. Figure 4 below
displays the different tools that states are using to assess quality of life and/or satisfaction.

Figuve 4. Toois States Use to Collect Data on MLTSS Consumer Quality of Life and Satisfaction

State-
Developed
Tools 11
Synms (CATIPS)
" Health Plan Survey
Arizona
. Florida v
| |lowa v
Kansas v
Minnesota : v
| | New Jersey v
. | New Mexico v
. | Rhode Island v
| | Tennessee . v
Texas : v
Virginia v
| * The HCBS Experience of Care survey has been added to the CAHPS family of surveys and is now known as CAHPS HCBS

Florida noted 77 percent of respondents to its state survey reported an improved quality of life since
joining an MLTSS plan. In Texas, consumers receiving MLTSS services reported that having HCBS
gave them a sense of independence and personal space that was important for their quality of life. In
Virginia, consumers in the state’s Commonwealth Coordinated Care demonstration program were
asked to comment on the one thing they liked or disliked most about their care coordinator. The 291
comments received were overwhelmingly positive and indicated that respondents were particularly
pleased with care coordinators” helpfulness, compassion, friendliness, ability to listen, efficiency,
responsiveness, politeness, information, and communication style.?” New Jersey, Tennessee, and Texas
are using information gleaned from the NCI-AD™ survey to implement quality improvement activities
for their MCOs.

While some states find valié in reviewing family and member satisfaction annually, other states

find “real-time” or regular check-ins with consumers and families on their care experiences to be
important for guiding program modification on a more rapid cycle. Among other methods, Tennessee
uses computer tablets to gather point-of-service consumer satisfaction during visits with the care
coordinator.28 New York also frequently assesses consumer satisfaction with its MLTSS program.®



Challenges in Collecting Quality of Life Data. One of the most valid and reliable ways to
assess quality of life outcomes for MLTSS programs is to survey consumers and their caregivers (as
appropriate). However, in-person or phone surveys are time and labor-intensive. States have limited

capacity to conduct and oversee data collection efforts across the scope of questions needed to cover

all aspects of the MLTSS program. New Jersey reported that data collection by state and local staff is
labor-intensive. Texas reported that its expansive geography was a challenge because survey contractors
must travel extensively to complete in-person surveys, making data collection time- and resource-
intensive. Another state noted lack of funding as the reason why it does not collect satisfaction data from
individuals and families. Because quality of life outcomes are so important to assessing the success of an
MLTSS program, continued effort must be made to make the collection of this data less burdensome
and timelier. States should also look for other ways to measure satisfaction and quality outcomes—for
example, the National Quality Forum’s recently released framework for HCBS quality measurement.*

Reducing Waiver Waiting Lists anid Increasing Access to Services

Goals. When there is a greater demand for HCBS services than there are existing 1915(c) waiver
slots, some states maintain waiting lists for services. In 2015, there were over 600,000 individuals

on HCBS waiver waiting lists in 35 states.®> MI-TSS programs may reduce or eliminate waiting lists,
which, in turn, would result in increased access to LTSS. Six states (Florida, Iowa, Kansas, New Jersey,
New Mexico, and Tennessee) indicated that a reduction in waiting lists for LTSS was a goal for their
MLTSS programs. Tennessee also identified increasing care options and expanding access so that
more people can receive care in the community as a related key objective.?? Other states focused on
increasing access to HCBS options, the preferred service setting for most consumers.

Progress to Date. Some states leverage their MLTSS program to eliminate waiting lists, while other
states have addressed waiting lists by prioritizing applicants by level of need. Tennessee has eliminated
waiting lists for TennCare CHOICES consumers who qualify for a nursing home level of care, and,
through its Section 1115 demonstration, it also provides individuals needing a lower level of care
with a narrower package of services to prevent or delay transitions to nursing homes.?* Other states
reported that they reinvested savings achieved through managed care implementation to decrease the
number of people on waiting lists. For example, in 2014, Florida invested $12.6 million to enroll
wait-listed individuals with the most critical needs into its MLTSS program.®

For some states, in addition to reducing or eliminating wait lists, increasing access can mean expanding
the array of services available under an MLTSS program. From 2013 to 2014, all seven MCOs in
Florida’s MLTSS program offered between five to 12 expanded benefits (i.e., vision services, non-
medical transportation, and hearing evaluations).* All seven plans provided support for nursing

facility transitions, dental services, and over-the-counter medications as expanded services. In certain
circumstances, Tennessee also allows its MCOs to provide “Cost-Effective Alternative” services, if they
provide a less expensive alternative to a Medicaid service and prevent an individual from developing

a condition that would require more costly treatment in the future, such as institutionalization.
Examples of Cost-Effective Alternative services include a transition allowance (i.e., up to $2,000 to
establish a community residence when transitioning from a nursing facility, including rent/utility
deposits, household furnishings, items, etc.) and HCBS (e.g., attendant care) in excess of a defined
benefit limit.3® Budget constraints have made providing a comprehensive dental benefit challenging in
Massachusetts’ fee-for-service system, but MCOs in its Senior Care Options program have filled this
gap by providing dental services not covered by MassHealth.%
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“It’s important to have realistic
p

Many Medicaid agencies work with MCOs and sister state agencies to address challenges with access
to services. Transportation services to medical appointments can make it easier for individuals with

chronic conditions to remain living in their home, and consumers frequently identify this benefit as
highly valuable.*0 Several states increased access to services by providing expanded transportation
options. For example, Massachusetts MCOs participating in the Senior Care Options program can
directly coordinate and pay for transportation services for medical appointments, which minimizes the
burden often associated with managing these services under the fee-for-service system. Other states
have focused on expanding provider recruitment and other related activities in underserved areas. New
Jersey strives to increase access to services and critical providers, especially for those in underserved
areas, in different ways. The state uses financial incentives to encourage providers to serve these areas
and plans to incorporate more evidence-based telehealth technologies and programs, like Project
ECHO (Extension for Community Healthcare Outcomes), into the service delivery system.* New
Mexico also uses Project ECHO in its Centennial Care program.

Increasing Budget Predictability and Managing Costs

Goals. MLTSS programs can improve budget predictability for states simply because MCOs are paid
a monthly capitation rate for all covered services. Seven states (Florida, lowa, Kansas, Massachusetts,
New Jersey, Rhode Island, and Tennessee) identified budget predictability as a goal for MLTSS
implementation.

MLTSS programs also have the potential to achieve savings by: rebalancing LTSS spending to provide
more HCBS; managing service utilization; and using care coordination to avoid unnecessary inpatient
or institutional placements. Five states (Florida, Iowa, New Jersey, New Mexico, and Virginia)
identified Medicaid cost containment as a goal for MLTSS implementation. Virginia believes that

the features of Commonwealth Coordinated Care Plus, its
soon-to-be-launched MLTSS program, will also reduce costs
over time.*? In Florida, quality and efficiency are goals of the

exp ectations for the MLTSS program © state’s MLTSS program, while transitions from institutions to

The initial focus must be on ensuring

HCBS are also viewed as opportunities to achieve savings.*>#
To emphasize this point, Florida estimated that without the

that members get high-quality services nursing facility-to-community transitions facilitated by its

and providers are paid. Trying to

MLTSS program, Medicaid LTSS might potentially have cost
the state an additional $284 million in 2014-2015, $432

achieve savings too quickly can million in 2015-2016, and $200 million per year each year

shift the focus away from these thereafter.®s

non-negotiablcs.” Tennessce describes managed care as a set of principles that
—Tennessee suvvey vespondent can improve coordination, quality, and cost-effectiveness of
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care for vulnerable populations, and views quality and cost as

“inextricably linked.”#6 Similarly, one of the goals for KanCare
is to “control Medicaid costs by emphasizing health, wellness, prevention, and early detection, as well
as integration and coordination of care.” Kansas believes that by requiring MCOs to meet certain
outcomes and performance goals and tying these to financial incentives, quality will improve and costs
will decrease.*®

Progress to Date. Seven states (Florida, lowa, Massachusetts, New Jersey, New Mexico, Rhode



Island, and Tennessee) reported collecting data to demonstrate “bending the cost curve” or reducing
the rate of growth in Medicaid expenditures. Checking for cost neutrality (e.g., waiver program

costs are less than or equal to the cost of institutional programs for the same population enrolled in
an HCBS waiver), analyzing Medicaid expenditures (including encounter and enrollment data), and
measuring nursing facility diversion rates were the most noted methods used to monitor program

sustainability and cost effectiveness.

Florida reported that shifting to a capitated, risk-adjusted MLTSS program enhanced the predicrability
and management of its MLTSS program.* In addition, its MLTSS program met five percent savings
targets established by the legislature during the first three-month period of statewide implementation
in 2013 and 2014.%° Massachusetts also reported meeting its goal of budget predictability for its
“otherwise volatile and high-cost populations” enrolled in the Senior Care Options.>*

To decrease administrative burden, states may also restructure their Medicaid agencies and streamline
some responsibilities that are delegated to MCOs. Three states (Florida, Massachusetts, and Texas)
reported that implementing MLTSS decreased administrative burden in their Medicaid programs.
However, as Tennessee recognized, it is important to note that successfully implementing managed
care and achieving program goals requires a significant investment in monitoring and oversight
capabilities, shifting the state’s infrastructure to “manage” managed care.® This includes continuous
involvement of state leadership in program management and oversight, and having a robust strategy
for overseeing MCO performance and accountai)ility.

Challenges in Documenting Financial Outcomes. Ensuring program sustainability and cost
effectiveness are important MLTSS program goals; however, inadequate data have been a barrier
to states’ ability to demonstrate these outcomes. MLTSS programs
generally do not operate independently, but rather are part of a
broader Medicaid or integrated care initiative in the state. Therefore,
attributing cost effectiveness solely to the efforts of the MLTSS
program can be challenging. For example, Texas MLTSS is part of

a larger program that integrates MLTSS and acute care services to services in nursing tacilities, a decrease
provide consumers with comprehensive care. The savings achieved that can be attributed to the MLTSS
through the integrated program have been evaluated, but not in
terms of the specific impact of MLTSS. Texas intervids to evaluate the
impact of the managed care implementation of the Community First to ensure CONSUMErs receive care
Choice option once sufficient data are available. New Jersey noted in the least restrictive setting. The
that because they rc]y. on sc[f-rcpo_r!ied data from its M(:,‘Os, the data MLTSS program hasizesiltedimeast
may not always be reliable. In addition, states do not often collect .

baseline measurements across several cost and quality indicators prior savings to the state and better bUdgCt
to an MLTSS program launch. Moreover, they do not often have solid predjctability—an important factor in
cost projections for their fee-for-service programs against which they serving a growing aging population.”
can compare their MLTSS programs. This makes it almost impossible
to reliably make “pre—post” comparisons. Tennessee did monitor
relevant targets prior to TennCare CHOICES implementation to
establish a baseline and later demonstrate program outcomes. States
considering new or expanded MLTSS programs should consider investing resources in establishing
baselines from their current program, as it is critical to provide post-implementation comparisons,
which are often demanded by stakeholders.

“ Florida has seen a 12 percent decrease
in the number of consumers receiving

program and payment incentives

—Florida survey respondent
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CONCLUSION

This report reviewed several state goals for implementing MLTSS programs, including: rebalancing
Medicaid LTSS spending; improving consumer experience, quality of life and health outcomes;
‘reducing wait lists and improving access to services; and
increasing budget predictability; and managing costs. Several
More data are needed around the states provided compelling examples demonstrating that they arce
k .meeting these goals. At the same time, their work underscores the
importance of expanding the scope and amount of data collected
" and the need to continue strengthening efforts to monitor

impact of MLTSS programs on -
consumer or family satisfaction, -

consumers’ quality oflifeand the performance of MLTSS plans, in order to assure the best
physical health outcomes, and outcomes for their consumers.
cost effectiveness. States reported lessons learned related to the challenge of

better demonstrating program value, including the necessity for

standardized quality measures across MLTSS programs to assess
person-centeredness and outcomes, as well as better monitoring of managed care performance as an
essential obligation. Other take-aways included:

= Collecting and analyzing encounter data and other programmatic data is challenging;
s Developing an oversight structure for MLTSS programs is complex; and

# To achieve a smooth transition from a fee-for-service system, dedicate more staff resources and
refine existing staffing strategies for MLTSS implementation and oversight.

One recommended solution for states is to collect baseline measures on consumers’ health status, as
well as other program variables like cost and service utilization, in order to tie outcome measures to
these benchmarks:

@ State legislatures request information regarding MLTSS program sustainability. States listed a
variety of data and reporting measures (e.g., LTSS rebalancing, program sustainability and cost
savings, improved health outcomes, and nursing facility diversion) that were helpful in addressing
legislative inquiries.

® Stakeholders have concerns about network adequacy and provider payment rates. States noted
significant stakeholder pushback when transitioning from fee-for-service models to managed care.
A primary concern was MCOs’ perceived use of a “medical model” rather than a person-centered
approach to the full range of LTSS needed by consumers to lead a meaningful and engaged life.
Assessing access and consumer satisfaction pre-and post-implementation could be valuable in
addressing stakeholder concerns.

& Stakeholders voice concerns about service reductions or appeals and grievances. Building a track
record of strong consumer education and post-enroliment support (e.g., MLTSS ombudsman
programs) can mitigate those concerns.

4
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Another solution for states is to ensure that MCO contract requirements correlate to program goals
and facilitate the collection of additional data to demonstrate the value of the program to stakeholders
with various concerns and interests. States will find that strong contracting requirements and
performance monitoring are important tools for reassuring stakeholders, building their support, and
demonstrating program viability over time.

Technical Assistance Available for States

Operating an efficient and effective MLTSS program requires a thoughtful program design, capable
health plan partners, strong state oversight, and appropriate accountability mechanisms. A recent
study concluded that these factors vary considerably from state to state.’® NASUAD created the
MLTSS Institute to capitalize on its capacity to deliver solid, reliable technical assistance tailored

to each state’s program and needs. NASUAD staff are available to assist states with any number of
activities, including: stakeholder engagement, quality measurement, value-based purchasing, contract
management, and collaboration with health plan partners and other contractors.

NASUAD created the MLTSS Institute to capitalize
on its capacity to deliver solid, reliable technical assistance tailored to
each state’s program and needs.
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APPENDIX: STATE MLTSS PROGRAMS

- Managed Care __ Populations Envolled Covered Benefits

Authority Used | Semiors | PD DEB | I/DD | BH | Comprehensive Other

Arizona' 1115 v v v v v

California 1115; FAIL v v v v (DEB only) LTSS

Delaware 1115 v v v

Florida 1915(b)/(c) v v LTSS

Hawaii 1115 v v v v

Towa 1915(b) v v v v

Illinois 1915(b); FAL | v v v ¥

Kansas 1115 v v v v v

Massachusetts 1915(a); FAI v v v

Michigan 1915(b); FAI v v v v (DEB only) | LTSS; BH

Minnesota 1915(a); 1915(b) v v v

New Jersey 1115 v v v v

New Mexico 1115 v v v v

New York 1115; FAI v v v v v' (DEB only) LTSS

North Carolina 1915(b) v v LTSS; BH

Ohio FAI v v

Rhode Island 1115; FAI v v v v

South Carolina FAT v v

Tennessee 1115 LV 4 4 v v

Texas" 1115; FAIL v v v v v

Virginial® FAI v v

Wisconsin 1915(b);1932(a) v v v v v (DEB only) LTSS

Source: NASUAD data; CMS Maraged Care Profiles (https:/Swww.medicaid gov/medicnid/managed-care/state-profiles/index.html)

Key

Authority

¢ 1115—Section 1115 demonstration
e 1915(a)—Voluntary managed care

program

¢ 1915(b)—1915(b) managed care waiver
e 1932 State plan amendment for

managed care

e FAI—Financial Alignment Initiative

demonstration

Populations

PD—Persons with physical disabilities
DEB—Dually eligible beneficiaries
1/DD—Persons with intcllectual /

developmental disabilities
BH—Persons with menral health and /or

substance use disorders

Benefits

Comprehensive—full range of acute /

primary/LTSS/behavioral health services
LTSS—Nursing facility services as well as
home and community based services only

i Arizona enrolls beneficiaries dually eligible for Medicare and Medicaid in its ALTCS program, although
“dually eligible” is not one of the program’s enrollment categories.

i Texas /DD population receiving I/DD HCBS 1915(c) waiver services or residing in an ICE/IID receive

only acute services through MCOs.

i Virginia intends to terminate its FAT in December 2017 and instead implement a broader MLTSS program to
include both dually eligible and non-dually eligible.
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" MISSISSIPP]I HOSPITAL ASSOCIATION

November 12, 2018

Kevin S. Cook

CEO

University of Mississippi Hospitals and Health System
2500 North State Street

Jackson, MS 39216-4500

Re:  Commission on Expanding Medicaid Managed Care
Dear Mr, Cook,

On behalf of the membership of the Mississippi Hospital Association, we ask
that you please include this letter and its attachments into the record of the above
referenced commission. As the hospital representative on the Commission, we
appreciate you voicing the concerns of the industry and ensuring that the concerns of
hospitals are heard.

As you know, hospitals have experienced significant challenges regarding the
current managed care program. Recently, at a meeting of the Rural Health Alliance
(“RHA”), members expressed concerns regarding the lack of uniform credentialing
between the managed care plans and the Division of Medicaid as required by
Mississippi Code Section 43-13-117. We ask that the plans comply with current state
law regarding credentialing,. RHA and other members continue to experience
significant denials and delays in payments — denials which are often overturned and
delays which are not the fault of the hospital. One large health system prepared a
description of its issues with the managed care companies. That information is attached
herewith. You'll note that the number of payment errors from the Division of Medicaid
(1) pales in comparison to the number of errors from Magnolia (7) and United (5).
Similarly, the average time to resolve these errors was one month for Medicaid, 3.4
months for United and 11 months for Magnolia. The Committee should
comprehensively study the timeliness and accuracy of payments made by the MCOs as
compared to those claims paid under fee for service Medicaid. The impact of these
delays and denials on a hospital’s cash flow can be substantial,

Finally, there have been no findings or audits to determine the savings
attributable to the managed care programs or the benefits of the program. Specifically,
Mississippi Code Section 43-13-117 requires an audit to determine how much money
has been by the MCOs as a result of improved health outcomes. A comprehensive
audit on all of the statutorily required elements should precede any recommendations

16 Woodgreen Crossing ¢ PO Box 1909 ¢ Maclison, M5 391301909 ¢ (601) 982-3251 ¢ (300) 289-888« ¢ lax: (601) 368-3200
wwwhanetor



regarding the expansion of the managed care program. From filings made by the two
Medicaid managed care organizations with the Mississippi Insurance Department, the
difference between premiums earned and losses incurred from calendar year 2013
through calendar year 2017 is $978,963,956. Arguably, this represents the
administrative payments made to the plans. It could be argued that unless the plans
have saved more than they have been paid in administrative fees, the program has not
truly saved any money.

The timeline to report the Commission’s recommendations and findings was
always aggressive, but was made worse by the fact that the Commission did not meet
within 45 days of the effective date of the statute as the law required. Given such
hurdles, it is virtually impossible for the Commission to obtain enough information
over a two month period to digest and examine a program that has spent tens of billions
of dollars over the last eight years and covered hundreds of thousands of beneficiaries.

Again, thank you for representing hospitals on this Commission. Should you
or the Commission have any questions or require specific information regarding

hospitals, please do not hesitate to contact me.

Sincerely,

President f CEO

Atachment
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Dear Chairman Wiggins and Commission members,

The Mississippi Pharmacists Association (MPhA) represents all areas of pharmacy practice, including health-
system, academia, chain, independent, technicians and students. Not only is MPhA opposed to adding any other
categories of eligibility to Managed Care in MS, MPhA is in favor of carving out pharmacy services for all Medicaid
beneficiaries.

In 2011, the Mississippi Division of Medicaid (DOM) Office of Pharmacy had the foresight ta make the managed
care pharmacy benefits program a ‘pass-through model’ rather than a ‘spread-pricing model’. DOM determines
the Preferred Drug List for fee for service (FFS) as well as the plans. Additionally, rebates belong to Medicaid rather
than the plans, and reimbursement for pharmacy services is the same as for Medicaid FFS.

In 2017, West Virginia carved out the pharmacy benefits from their managed care program and are projecting a
$38 million annual savings. The findings of a June 2018 audit encouraged Ohio Medicaid officials to move to a pass-
through madel for their managed care pharmacy benefits program. This audit found that in 2017, Ohio managed
care pharmacy benefit managers (PBMs) billed the state $223 million more than what the PBMs paid to the
dispensing pharmacies. Mississippi has never allowed a PBM to run the Medicaid pharmacy program. These
examples serve as evidence to the reason why we should not allow the PBMs the authority.

Nationally, pharmacies are facing many challenges, including but not limited to pricing, availabilities, limited
networks and insurance obstacles. DOM's Office of Pharmacy has consistently been a valuable resource to provide
assistance for the Medicaid beneficiary populations, and providers. The office of Pharmacy handles all aspects of
the Medicaid pharmacy benefits within our state . An example of an innovative program is the Complex Pharmacy
Care Program (CPCP), started in October 2016, designed to manage complex disease states and beneficiaries. In a
little over the the first year of implantation the CPCP, aimed at ensuring the effective/appropriate use of complex
expensive medications, has saved the state $4.6 million. With 65% of the Medicaid beneficiary population enrolled
in managed care, the siate will not realize the full potential of programs savings such as the CPCP. We need more
beneficiaries in the CPCP to see the full potential.

MPhA members state that there are problems with the managed care companies’ pharmacy programs. Problems
include, but not limited to, timely payments, pharmacy reimbursement error , burdensome and unfair pharmacy
audits, forcing beneficiaries to use the managed care mail-order program, unreadiness for claims processing
changes, and requiring specialty prescriptions to be dispensed by Managed Care owned specialty pharmacies
and/or out of state pharmacies when there are in state pharmacies that can dispense said medications.

The MPhA membership and | are appreciative of this opportunity to express our concerns.

Phil Avers, PharmD, BCNSP, FASHP
MPhA Interim Executive Director
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Medicaid commonly represents the largest expense in state budgets, and in 2017, Medicaid
cost Mississippi and the federal government a combined $6.08 billion."

Medicaid beneficiaries are particularly complex and vulnerable, and require a level of
coordination of medical and social services that is not possible in a fragmented fee-for-service
(FFS) environment.

Managed care provides an opportunity to states to improve their Medicaid program and the
experiences of beneficiaries, while facilitating innovation, program integrity, predictability, and
reduced cost trend.

Additionally, managed care affords opportunities for providers and beneficiaries that are
otherwise unachievable, such as robust care coordination, enhanced infrastructure, increased
access to HCBS services, value-based incentives, and improved health outcomes.

We recommend DOM include the following populations in MSCAN to allow more beneficiaries to
receive whole-person, coordinated care, while reducing the State’s Medicaid costs.

e Dually Eligible Individuals: Individuals dually eligible for Medicare and Medicaid are a
vulnerable population, makmg up 21% of Mississippi’s Medicaid population and 35% of
the State’s Medicaid costs.? Currently these individuals are served through a number of
coordinators resulting in a considerable amount of care fragmentation, potential
redundancy in services, poorer health outcomes, and financial cost shifting across their
various payers.

o LTSS Individuals: Mississippi Medicaid spends nearly $1.6 billion per year on LTSS with
greater than $1.1 billion spent in institutional settings. ° By transitioning to managed
LTSS within MSCAN and shifting the risk for this population to COOs, this will ensure
more holistic care for this population and support the State in its transition into home and
community-based settings, while saving the Medicaid program money on this expensive
population.

As of 2015, Mississippi had less than 31% of its total LTSS spendmg in HCBS, compared with a
national average of 55% and a state high of 82% (Oregon). *

Furthermore, in 2017 median nursing facility costs in Mississippi are estimated to be nearly $80
thousand per person, while HCBS home health aide and aduit day health care costs are
estimated at $41 thousand and $11 thousand, respectively.®

Because of the enrollment thresholds listed in MISSISSIppI Code, carving additional populations
into MSCAN likely will require a statutory change. °

http [www.lbo.ms.gov/misc/FY18_BudgetBook/bbook18-br60.pdf

2 CMS Medicare-Medicaid Enrollee State Profiles, Mississippi. FY2011. Published 9/26/16.

Truven Health Analytics. Medicaid Expenditures for Long Term Services and Supports (LTSS) in FY2015.

Truven Health Analytics. Medicaid Expenditures for Long-Term Services and Supports in FY2015.

Genworth Cost of Care Survey, 2017.

®43.13. 117(H) (1); Managed care programs... shall be limited to the greater of (i) forty-five percent (45%) of the total
enroliment of Medicaid beneficiaries, or (ii) the categories of beneficiaries participating in the program as of January

C:\Users\ss36\AppData\Local\Microsoft\Windows\Temporary Internet
Files\Content.Outlook\CKW8ICIR\UHC Managed Care Expansion one page
document 102218.docx



Medicaid Managed Long-Term Services and Supports (MLTSS)
Resources regarding Program Efficacy — December 2016
— Service Utilization — Beneficiary Satisfaction — Provider Experience — Innovations —

Service Utilization
Delaware Diamond State Health Plan Plus and Tennessee Choices Program

o In both Delaware and Tennessee, the implementation of MLTSS programs has led to the increased use
of participant-directed service models by LTSS participants.

Texas STAR+PLUS
e In a focused study of Texas STAR+PLUS Supplemental Security Income (SSI) beneficiaries who received
adult day health or personal assistance services, Aydede (2003) found that STAR+PLUS members had
shorter hospital lengths of stay, fewer emergency room visits, and much lower health care costs overall

than a comparison group of SSI beneficiaries who were not enrolled in a managed care plan.”
e Specific Health Plan Experience:

®  22% reduction in inpatient admissions
= 38% reduction in emergency room use

New Mexico Centennial Care

o Key Utilization/Cost per unit Statistics.?
Long Term Services and Supports: Medicaid Only — Nursing Facility Level of Care

Utilization (per 1,000 Members) Cost per Unit
Service Grouping 4/1/2014 to 3/31/2015 | 4/1/2015 to 3/31/2016 | 4/1/2014 to 3/31/2015 | 4/1/2015 to 3/31/2016
Inpatient Admissions 361.4 3356 | $ 16,575 | $ 18,213
Inpatient Days 2,360.2 2,227.0 | S 2,538 | $ 2,744
Personal Care 915,917.3 812,989.4 | S 15| S 15
Services/hour)
Pharmacy Scripts 45,048.2 42,8926 | $ 67 | § 79

Long Term Services and Supports: Self Directed Population (Dual and Medicaid Only)

Utilization {per 1,000 Members) Cost per Unit
Service Grouping 4/1/2014 to 3/31/2015 | 4/1/2015to0 3/31/2016 | 4/1/2014 to 3/31/2015 | 4/1/2015 to 3/31/2016
Inpatient Admissions 265.7 2207 | S 8,108 | § 8,865
Iinpatient Days 1,588.8 1,590.2 | $ 1,356 | S 1,230
Personal Care 200.9 95.0 | S 91|Ss 11
Services/hour)
Pharmacy Scripts 355,919.4 332,4585 | $ 115 | § 110

) Kasten, J., Saucier, P., Burwell, B. How Have Long-Term Services and Supports Providers Fared in the Transition of Medicaid Managed
Care? A Study of Three States. Truven Health Analytics prepared for Office of Disability, Aging and Long-Term Care Policy Office of the
Assistant Secretary for Planning and Evaluation. U.S. Department of Health and Human Services. December 9, 2013.

% Medicaid Managed Care. Issue brief no. IB79. AARP, n.d. Web. <http://assets.aarp.org/rgcenter/il/ib79_mmltc.pdf>
® Centennial Care Walver Demonstration Section 1115 Quarterly Report. New Mexico Human Services Department. September 7, 2016



Beneficiary Satisfaction
New York Managed Long Term Care
e 84% of respondents rated their health plan as good or excellent.’
e 90% would recommend their plan to a friend. ™
® 86% rated their care manager and home health aide/personal care aide as good or excellent.™

Florida Agency for health Care Administration
® Long-Term Care Enrollee satisfaction survey shows high satisfaction with care and improvement in
overall health and quality of life
*  77.4% of respondents reported that their quality of life had improved since enrolling in their long-
term care plan
= 79.7% of respondents rated their health plan an 8, 9 or 10.2
= 83.4% of respondents reported it usually or always easy to get in contact with their case
manager."
5 84.4% of respondents reported their case manager an 8, 9 or 10.
= 59.5% of respondents reported their overall health had improved since enrolling in their LTC plan.*®
»  Specific Health Plan Experience based on the 2016 Florida Long-Term Care Enrollee Satisfaction Survey:
= 73.4% of respondents reported that their quality of life had improved since enrolling in their long-
term care plan
= 80.9% of respondents rated the health plan 8, 9 or 10
"  85.0% of respondents reported it usually and always easy to get in contact with their care manger
= 85.0% of respondents reported their case manager an 8, 9 or 10
= 59.0% of respondents reported their overall health had improved since enrolling in their LTC plan

Texas STAR+PLUS
o Specific Health Plan Experience based on 2016 LTSS Satisfaction Survey:
u  83.6% of respondents rated the health plan 8, 9 or 10
" 90.7% of respondents rated their health plan highly
= 98.5% of respondents plan to continue membership in Specific Health Plan

Arizona Long Term Care System
e Specific Health Plan Experience based on 2016 LTSS Satisfaction Survey:
= 84.5% of respondents rated the health plan 8, 9 or 10
& 94.0% of respondents rated their heaith plan highly

? New York State Department of Health 2014 Managed Long Term Care Report.
www.health.ny.gov/health_care/managed_care/mitc/pdf/mitc_report_2014.pdf

10 New York State Department of Health 2012 Managed Long Term Care Report.
www.health.ny.gov/health_care/managed_care/mitc/pdf/mitc_report_2014.pdf

 Ibid

2 lorida Agency for Healthcare Administration - Quality and Performance Snapshot 3/1/2016
http://www.fdhc.state fl.us/medicaid/statewide mc/index.shtm!

* Florida Agency for Healthcare Administration - Quality and Performance Snapshot 3/1/2016

http://www.fdhc.state.fl.us/medicaid/statewide mc/index.shtml

** |big
* Ibid
' |bid
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TennCare/Tennessee CHOICES

Tennessee has demonstrated an 88% improvement in quality scores and boasts a 2012 consumer
satisfaction score of 93%."

Provider Experience

Virtually all traditional HCBS providers were offered contracts to participate in MCO networks when
MLTSS was initially implemented.™®

In Tennessee, Delaware and Minnesota MLTSS programs — all are pursuing payment reform in
partnership with MCOs and providers.*

The implementation of MLTSS programs has resulted in an increase in demand for and supply of HCBS,
and contributed to reduced demand for nursing home services in Tennessee, Delaware and
Minnesota.”

While the demand for Medicaid nursing home days has declined, nursing home providers had generally
adapted by seeking other revenue sources.”

Innovations

Delegation of case management to care systems. Care managers with large primary care clinics are
assuming responsibility for case management of members who already use the system for primary
care.”?

MCOs make community grants.”
Stimulating supply of needed services.
Improving the Electronic Visit Verification system.”
Workforce development.?®

24

7 Tennessee’s Health Care Finance and Administration FY 2014 Budget Presentation.

. Kasten, J., Saucier, P., Burwell, B. How Have Long-Term Services and Supports Providers Fared in the Transition of Medicaid Managed
Care? A Study of Three States. Truven Health Analytics prepared for Office of Disability, Aging and Long-Term Care Policy Office of the
Assistant Secretary for Planning and Evaluation. U.S. Department of Health and Human Services. December 9, 2013.

* 1hid
2 1bid
2 ibid
2 bid
5 Ibid
# |bid
= Ibid
Bbid
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Arizona Long Term Care System
e As of September 2015, 86% of the ALTCS Program members lived outside of institutions and in the
community.*
e Specific Health Plan Experience:
" As of September 2015, 74% of its ALCTS Program members lived in the community

Florida Statewide Medicaid Managed Care — Long-Term Care Program
e The goalis to have no more than 35% of the state’s long-term care enrollees in nursing facilities.
Progress in the last year has been realized — as of July 2014 47% of members lived in the community; as
of 7/1/2015 50% of members lived in the community”

TennCare/Tennessee CHOICES
e Before implementation of Tennessee CHOICES, the nursing facility placement rate was 83%, and 17% of
individuals were served through HCBS. As of February 2016, 57.2% % were in a nursing facility and
42.8% were served through HCBS.®
® In 2010, when the program was first enacted, about 17% of long-term services and supports recipients
received services in HCBS settings. By August 2013, the percentage of LTSS recipients living in the
community increased to 39.7%. Over this three year period, the HCBS population increased by 161%
from 4,861 to 12,692, while the number of Medicaid recipients in nursing facilities declined by 17%.’
e State experienced a 32-day reduction in average nursing facility length of stay during first year of the
program.®
e Specific Health Plan Experience:
= Onsite assessments and development of in-home and community-based support services reduced
utilization of youth residential treatment facilities. 34.8% of youth and adults receiving onsite
assessment/care coordination prior to the authorization of residential treatment services were
maintained at home with support services rather than being admitted to residential care.
®  4.8% reduction in clinical management of acute care inpatient utilization (2010-2011).
= 9.6% reduction in behavioral health inpatient utilization (2010-2011).
" 30% diversion rate to a lower level of care for behavioral health.
= Decrease of 0.74 emergency room visits per member as a result of emergency department
diversion initiative that placed a social worker in the emergency room.

* Arizona Health Care Cost Containment System — Arizona Long Term Care System Annual HCBS Report CY 2015 (10/1/2014 ~ 9/30/2015.
March 2016
*Florida Agency for Healthcare Admlnlstratxon - Quallty and Performance Snapshot 3/1/2016

LTSS chernor’s Dash Board Graphs, https://www.tn, gov!tenncare/topuc/ltss-governors dashboard-graphs

<http //medicaiddirectors.org/sites/medicaiddirectors.org/files/public/trends_in_medicaid_long_term _services_and_supports.pdf>.
http //aspe.hhs.gov/daltcp/reports/2013/3LTSStrans.shtml
® Ibid
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Tab A. The Commission recommends for consideration and final determination
by the Legislature that the Division of Medicaid study and implement a pilot
program regarding an alternative managed care payment model for
Children with Complex Medical Conditions (CMC) receiving services from
the University of Mississippi Medical Center (UMMC). The managed care
payment model would establish a pediatric organization to function as an
integrated pediatric network with a capitation agreement with managed care
entities, which would redirect funding to provide Medicaid services to the
CMC population consisting of children with significant chronic conditions in
two or more body systems or a single dominant chronic condition, pursuant
to guidelines developed by the Children's Hospital Association under a
partnership contract and not require any additional funding from the State

General Fund.
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Tab B. The Commission recommends for consideration and final determination
by the Legislature that the Division of Medicaid study the feasibility of
implementing a pilot program to provide an alternative managed care
payment model for individuals with behavioral health issues receiving
services from a regional mental health/intellectual disability commission
established under 41-19-33 located in the State of Mississippi. The managed
care payment model would establish an organization to function as an
integrated behavioral health care network with a capitation agreement with
managed care entities, which would redirect funding to provide Medicaid
services to the behavioral health population under a partnership contract

and not require any additional funding from the State General Fund.

The pilot program would be a collaboration between Regional Mental
Health Program(s) established under 41-19-33, MCO(s), the Division of
Medicaid and other health care provider(s) in Mississippi. The proposal is to
study the feasibility of a pilot program that integrates primary health and
behavioral health care services under the same umbrella with a capitated
rate and the associated financial, medical and behavioral health benefits that
can be achieved. The intent of the "Integrated Care Pilot Program'' will be
to address the significant behavioral and primary health care issues that
currently exist within the affected population and to show improved health
and well-being outcomes while reducing cost within the Medicaid program.

If a pilot program is deemed feasible, a report of findings and

recommendations shall be prepared for the 2020 Regular Session.
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Tab C. The Commission recommends for consideration and final determination
by the Legislature that the responsibilities of the Mississippi Commission on
Expanding Medicaid Managed Care be transferred to and become a
permanent function of the Medical Care Advisory Committee within the
Division of Medicaid in order to continue monitoring the feasibility of
including additional categories of Medicaid-eligible beneficiaries and

otherwise revising the Medicaid Managed Care payment program.






INDIVIDUAL
PROVIDER
RECOMMENDATIONS

Tab A






CEMMC Draft Recommendations - Drew Snyder

L.

2,

10.
11.
12.
13.
14.

15.
16.

17.

18.

19.

20.

Continue to study the possibility of adding additional populations into a managed care model, but
don’t pursue changes in 2019.

Paragraph(H) of Miss. Code Ann. 43-13-117, which authorizes to DOM to use managed care
organizations, accountable care organizations, and provider-sponsored plans, needs to be deleted
from code section and moved to a different or new code section.

Delete the requirement in current 43-13-117(H) that managed care companies must reimburse at
no less than normal fee-for-service reimbursement rate. This language discourages two-sided
risk-sharing arrangements and other innovative approaches. Alternatively, DOM should revise
normal fee-for-service reimbursement rates to be more in line with peer states like Alabama.
Remove population limitations on managed care and ACO populations. Language unintentionally
limits ACO arrangements with fee-for-service population.

Continue to examine MCO care coordination and cost avoidance efforts in MississippiCAN,
particularly related to care coordination and impact on taxpayers.

Continue legislative education opportunities about the Medicaid fee-for-service programs.
Learning more about the role of Planning and Development Districts and Department of
Rehabilitation Services in case management of waiver populations would be useful.

The Division of Medicaid should evaluate reimbursement rates and outcome data for nursing
facilities compared to other southeastern states and report those findings to Legislature.

Tie future reimbursement to quality, value, and outcomes. If Legislature wants to set parameters
on provider reimbursement, it should apply reimbursement ceilings instead of reimbursement
floors.

Remove 5% assessment in 43-13-117. It’s confusing, unfair to certain providers, and unnecessary
(DOM can change reimbursement methodology through state plan to reflect legislative intent).
DOM should continue to work with managed care entities to get more detail into MCO
administrative expenditures.

Improve oversight and training of managed care program integrity units.

Seek flexibility from CMS to incorporate price into procurements for managed care contracts.
DOM should stop tying the managed. care companies to the DOM administrative code and should
do more to allow the managed care to manage.

DOM should work with the two nursing home associations on a quality-based reimbursement
component.

Continue to focus efforts on rebalancing between home and community based services

The Division of Medicaid should incorporate withhold arrangements into existing MSCAN and
CHIP contracts where capitation payments are withheld if certain deliverables aren’t met.
Oppose any efforts to have any willing provider-type mandates in Medicaid. The MCOs should
take a more active role in network management by disenrolling chronically underperforming
providers. In doing so, MCOs should make known to network providers what the expectations
for performance are, clearly define the metrics used by the MCO to assess performance, and
frequently communicate with underperforming providers to allow more improvement.

Work with plans on common policies that can reduce a provider’s administrative burden. The
ongoing effort to centralize credentialing is one example.

Authorize Division to engage in selective contracting with providers for areas with access to care
issues.

Avoid policies that essentially make managed care into third-party administrator that pays claim
and follow the same policies of fee-for-service Medicaid. That’s an inefficient model.
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Commission on Expanding Medicaid Managed
Care: Managed Care Industry View

Michelle Bentzien-Purrington Vice President Molina Healthcare
November 13, 2018

Study Commission Objectives

Review the program’s financial metrics
Review the program’s product offerings
Review the program’s impact on insurance premiums for individuals and small businesses

Make recommendations for future managed care program modifications

LA A

Determine whether the expansion of the Medicaid managed care program may endanger
the access to care by vulnerable patients

Review the financial feasibility and health outcomes of populations health management

5

7. Make recommendations regarding a pilot program to evaluate an alternative manage care
payment model for medically complex children
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Current Medicaid Populations Not Covered by Managed Care

Nursing Facility

Intermediate Care Facllities for Indlviduals wlith Intellectual Disabillties {ICF/IDD)
Assisted Living Waiver

Elderly and Disabled Waiver,

Inteliectual Disabilities/Developmental Disabilities Waiver

Independent Living Waiver

Traumatic Brain Injury/Spinal Cord Industry Waiver

Healthier Mississippi Waiver !

Family Planning Waiver

Dual Eligibles

Review of Highlighted
Population

LONG TERM SERVICES AND SUPPORTS
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Long Term Services and Supports

=Services and supports used by individuals of all ages with functional limitations and chronic ilinesses
who need assistance with daily activities

»Assistance with one or more Activities of Daily Living (ADLs) or Instrumental Activities of Daily Living
(IADLs})

= ADLs: Self-care activities (bathing, dressing, etc.)
» |ADLs: Routine activities (shopping, housework, etc.)

=L TSS include, but are not limited, Nursing Facility long-term care, adult daycare programs, home health,
personal care services, transportation, supported employment, meals, environmental modifications
and assistance from a family caregiver

=Can be provided in multiple settings: Institutions (Nursing Facilities, Intermediate Care Facilities) or
Home and Community-Based settings (home, assisted living facility, etc.)

®90% of LTSS population in the community rely on unpaid help

Managed Long Term Services and Supports

Managed Long Term Services and Supports
(MLTSS) is a model to deliver LTSS in a person-
centered way to achieve state goals that
typically include:!

Frgure 2.1! Prevalence of ML 004, 2012, an 2017

= Improving coordination and integration for
those using LTSS :

#|ncreasing access to community-based care

*|mproving member satisfaction and health
outcomes

*Improving budget predictability

b

Dobson, C., Glbbs, 5., Mosey, A., and Smith, L. {2017). Demonstrating the Velue of Medlcald MLTSS Programs. NASUAD and CHCS, Avallable ot: htip://www chis org/mecia/FINAL Dermonstrating: the-Vatue-of-MLTSS 5:12-17 pgl
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State Goals for MLTSS Programs

Improving Member Reducing Waiver Wait
Lists and Increasing

Access to Services

Rebalancing MLTSS
Spending

Experience, Quality of
Life, Health Outcomes

» Consumer feedback
mechanisms and high
customer ratings

¢ More people living in
community settings

= Non-emergent
transportation

» Nursing home
transition prevented or

* Innovative programs

¢ improved health and collaborations

outcomes delayed IR, g

demonstrated through . " ; 0" p Untt.v

quality measures and ome anchfommunity: collaborations
Based Services (HCBS)

outcomes

spend now more than
long-term care
institutional spend

Source: Dobson, €, Glbbs, S, Masey, A, and Smith, L {2017) Demonstrating the Value of Medicald MLTSS Programs. NASUAD and CHCS

Increasing Budget
Predictability and
Managing Costs

s Program costs reduced

e Quality-based
incentives

® Administrative
simplification and
efficiencles

Expanding Beyond a Medical Model -

Stakeholder engagement,‘integration and coordination are keys to success

[ Suive W Frovsen B Conmuny

Arnipiiog o

* Case managemant = TracTupnal medical ® Falth-tpred * inpurance
| * beada in wligisdity * Heelih aducation & & behaviorat hasfth arganiialion: Cotmmibizion
'- & = Eplsodicome welinens providens = United Viay * Medizale Agrngy
1 HL gy * Talwpbonicrupport | * Prinary care, » Sehoshs « Tradianal
ey " LotEersupport syatem O8/Gm, pediatrics abigiblity, iates,
a1 clinic viats teporting

* Qinlcal-oriented
value progetitien

——

» Soele! deleaminanty
el haalth

* Carnplex tite

= Aypical providers

* Fopulation

= Dept of Aging &

* Acyeeced linanse &
datn snalyiice

coceginatlan « MEEEALTE centered Disabllity
+ . h . ichs]  «Local
+ Mota contimdus * Community previdars [UiLs, ARRG, ADRCY, « Complex eliglblity,
alglhilizy Comneiits AAA) o) data feeds, rates and
« Chaomle, comples » Faetafata vitinng | = Populstion *HuUD reporting
e Teleghonicsuppart spexilic apacinfists * Rezl-time change in

condition & setting of
care

* Hallstlc value
proposltion
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Improving Lives

‘I know i can trust her and go to her and she takes the ime o From “!'m dying here emotionaily” to "'m s0

As568S My needs 1o provide exaclly what | waat, s a greal excited about going (o work, 1Us part-timea but just
support system.” to be useful,”

MLTSS Medicare-Medicaid member -MLTSS Membaer

Innovative Partnerships and Collaborations

=Nursing Facility Collaboration and Innovation

#Advisory Committees that are partnerships and deliver
results

»Value-based contracting “Molina has spent the extra time and

. . . . the extra money to reach out to us.”
= Administrative simplification Y

=|mproved outcomes

“It’s nice to know you have people
behind you that also have the patient’s
best interest at heart.”

=Caregiver Training and Support s
=|mproved caregiver satisfaction
=Reduced healthcare utilization

“Housing Collaborations
=|mproved integration, coordination

=Reduced healthcare utilization (emergency department,
inpatient, and pharmacy) o

-MLTSS providers

Link to Managed Care and Nursing Facility Collaboration Video
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Recommendations

We recommend expansion of the MSCAN program to include all current and currently excluded
populations. Expansion of the program would result in:

*Budget predictability

*Long term cost savings to the State

*Increased premium tax revenue for thé' state
*Reduced administrative burden

*Higher quality of care for the impactedl; beneficiaries

*Additional community based care for the long term care populations

Contact Information and Questions

Micheile Bentzlen-Purrington

Vice President, MLTSS and Duals Integration
Molina Healthcare, Inc.

Michelle purrington@molinahealthcors.con
562.951.1571 .
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MEMORANDUM

To: Chairman Brice Wiggins and Members of the Commission on Expanding Medicaid Managed Care
From: Aaron Sisk, President and CEO, Magnolia Health
Re: Findings of Fact and Recommendations
Date: November 13, 2018
1. Review the program’s financial metrics:
- Please see reports submitted to the Commission by the Mississippi Division of Medicaid
(MSDOM).
2. Review the program’s product offerings:
- Please see reports submitted to the Commission by the MSDOM.
3. Review the program’s impact on insurance premiums for individuals and small businesses:
- No evidence was presented to the Commission identifying any direct impact on insurance
premiums for individuals and small business caused by the Mississippi Coordinated Access
Network {(MSCAN) and Magnolia submits that the MSCAN and MS Medicaid programs have
no direct impact on health insurance premium rates for individual and small group business.
4. Make recommendations for future managed care program modifications:

- We recommend expansion of the MSCAN program to include all current and currently
excluded populations. Expansion of the program would result in budget predictability, long
term cost savings to the State, increased premium tax revenue for the state, reduced
administrative burden and a clearer operational role for the MSDOM, better care for the
impacted beneficiaries and more community based care for the long term care populations.

- Please see the attached independent studies from Milliman and NASUAD (trade association
of state aging and disabilities directors) analyzing the value of Managed LTSS (Long Term
Care). Findings from the two studies are summarized as follows:

o Key findings from Milliman paper (based on review of MDS nursing home data):
e The number of nursing home residents per capita decreased at a faster rate in
MLTSS states than in fee-for-services LTSS states for all 65 and over age groups.
e The acuity level of nursing home residents in MLTSS states is increasing at a
faster rate than the acuity level of nursing home residents in FFS LTSS states,
which may be a result of MLTSS states more effectively providing care for highly
functioning members in the community rather than in the nursing home.
o Key findings from the NASUAD paper (based on survey of 12 states who have
implemented MLTSS):
* Eight states reported that they were making progress toward their rebalancing
goals of increasing the percentage of members receiving LTSS in the community
o For example, since implementing MLTSS, TN moved from 17% of LTSS
recipients receiving services in the community to 44%
° Among states reporting outcomes, MLTSS consumers had improved quality of
life and high levels of satisfaction.
o For example, Florida noted 77 percent of respondents to its state survey
reported an improved quality of life since joining an MLTSS plan



e Arizona, Florida, Kansas, New Jersey, Massachusetts, Minnesota, and Tennessee
reported that their MLTSS programs improved the physical health of consumers
enrolled

e MLTSS states have reduced or eliminated waiting lists for waivers.

o In 2014, Florida invested $12.6 million to enroll wait-listed individuals
with the most critical needs into its MLTSS program

It may be of value for DOM to engage Milliman to conduct a study regarding the impact of
transitioning our Long Term Care populations into Managed Care.

If the Legislature is unable to add LTSS then we recommend adding the Healthier Mississippi
Waiver, Family Planning Waiver, and Dual Eligible populations.

We recommend that the statutory language requiring that the MSCAN Managed Care
Organizations reimburse providers at a rate that is not less than the Medicaid Fee Schedule
be removed or amended in order to allow the Managed Care companies the flexibility to
negotiate more robust quality and risk based contracts with providers. This change would
bring Mississippi in line with the majority of managed care programs in the nation.

Determine whether the expansion of the Medicaid managed care program may endanger the
access to care by vulnerable patients:

No evidence was presented to the Commission demonstrating that the expansion of the
Medicaid managed care program may endanger the access to care by vulnerable patients.
Magnolia currently has a robust provider network that is more than sufficient to absorb an
expansion of the program. No vulnerable patients would be negatively impacted by access
to care issues as a result of MSCAN expansion. )

Review the financial feasibility and health outcomes of populations health management as
specifically provided in paragraph (2) above:

See one-page report previously submitted to the Commission from Magnolia Health
outlining our care management program and some of the initiatives that we have in place.
Care Management and population health are the cornerstone of managed care and,
because they are not available through traditional fee for service Medicaid, would provide a
value add to current and future Medicaid beneficiaries should the MSCAN program be
expanded.

Care Management delivers savings through one on one health care education and by
identifying and addressing social determinants of health.

We are piloting Telehealth options to augment our traditional Care Management activities
in order to increase effectiveness.

Make recommendations regarding a pilot program to evaluate an alternative manage care
payment model for medically complex children:

We support this effort by UMMC and believe this can be accomplished contractually
between the MCOs and a hospital system and does not require a legislative action or
mandate.

Should the legislature decide to mandate a pilot program then we ask that the managed
care companies be excluded from the mandate and that the program be set up as a waiver
that is separate and distinct from the managed care program. Should the pilot be used as a
comparison to the effectiveness of the MSCAN program then we as that it be subject to the
same or substantially similar contractual, administrative and statutory requirements.

2
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WMIISSISSIPE] INDEPENDENT PHARMACGIES ASSOCIATION

November 13, 2018

Chairman Wiggins and Committee Members,

The Mississippi Independent Pharmacies Association (MIPA) is made up of the local independent
pharmacies located across Mississippi. MIPA members are on the frontline of healthcare and sometimes
are the easily accessed healthcare provider in their area. Not only are we opposed to adding any other
categories of eligibility to Managed Care in Mississippi, MIPA is in favor of carving out pharmacy services
for all Medicaid beneficiaries.

In 2011 the Mississippi Division of Medicaid (DOM), in accordance with legislation from the Mississippi
Legislature, entered into contracts with manage care companies in the hope of saving money and having
budget predictably over the DOM budget. It is unknown at this time if the managed care program is
really saving the State money or not.

In 2011, DOM’s Office of Pharmacy had the foresight to make the manage care pharmacy benefits
program a ‘pass-through model’ rather than a ‘spread-pricing model’. DOM determines the Preferred
Drug List for fee for service (FFS) as well as the plans. Additionally, rebates belong to DOM rather than
the plans, and reimbursement for pharmacy services is the same as for Medicaid FFS.

In 2017, West Virginia carved out the pharmacy benefits manage care program in 2017 and they are
projecting a $30 million annual savings. The findings of a June 2018 audit encouraged the Ohio Medicaid
officials to move to a pass-through model for their managed care pharmacy benefits program. This audit
found that in 2017, Ohio manage care pharmacy benefit managers (PBMs) billed the state $223 million
more than what the PBMs paid to the dispensing pharmacies. Mississippi has never allowed a PBM to
run the Medicaid pharmacy program and these examples serve as evidence to the reason why we
should not allow the PBMs the authority.

Nationally, pharmacies are facing many challenges such as pricing, availabilities, limited networks and
insurance obstacles. DOM'’s Dffice of Pharmacy has consistently been a valuable resource to provide
assistance for the Medicaid beneficiary population and providers. The DOM Office of Pharmacy handles
all aspects of the Medicaid pharmacy benefits within our state. An example of an innovative program is
the Complex Pharmacy Care Program (CPCP), started in October 2016, designed to manage complex
disease states and beneficiaries. In a little over the first year of implantation the CPCP, which is aimed at
ensuring the effective use of complex expensive medications, has already saved the state $4.6 million.
With 65% of the Medicaid beneficiary population enrolled in managed care the state will not witness the
full potential of program savings from the CPCP. We need more beneficiaries in the CPCP to see the full
potential.

4209 Lakeland Drive | Suite 399 | Flowood, MS 39232



MIPA members state that there are problems with the managed care companies’ pharmacy programs.
Problems include, but are not limited to, timely payment, pharmacy reimbursement error, unfair and
burdensome audits, forcing beneficiaries to use the managed care mail-order program, unreadiness for
claims processing changes, and requiring specialty prescriptions to be dispensed by managed care
owned specialty pharmacies and/or out of state pharmacies when there are in state pharmacies that
can dispense said medication.

A few years ago, mental health was included in the managed care program. It is our concern that long-
term care will be the next provider to be included in managed care. About 90% of the residents in the
traditional nursing home receive their pharmacy benefits through Medicare Part D. Local and Long Term
Care pharmacists work with nursing home staff, and physicians to assure that patients can get their
medications through the Part D plans. Adding another layer with managed care for Medicaid only LTC
patients will make this challenging for this vulnerable patient population.

In closing, my membership and | are appreciative of this forum to express our concerns.

Sincerely,

Robert Hugh Dozier

Executive Director



