HOUSE FI NANCE COW TTEE
March 28, 2016
1:31 p.m

1: 31: 12 PM

CALL TO ORDER

Co-Chair Thonpson called the House Finance Conmittee
neeting to order at 1:31 p.m

VEMBERS PRESENT

Representati ve Mark Neuman, Co-Chair
Representati ve Steve Thonpson, Co-Chair
Representati ve Dan Saddl er, Vice-Chair
Representati ve Bryce Edgnon
Representative Les Gara

Representative Lynn Gattis
Representative David Guttenberg
Representative Scott Kawasaki
Representati ve Cat hy Minoz
Representative Lance Pruitt
Representative Tanme W/ son

VEMBERS ABSENT

None

ALSO PRESENT

Heat her Shadduck, Staff, Senator Pete Kelly; Jeff Jessee,
Chi ef Executive Oficer, Al aska Ment al Health  Trust
Aut hority; Karen Forrest, Deputy Comm ssioner, Departnent
of Health and Social Services; Randall Burns, D rector,
Division of Behavioral Health, Departnent of Health and
Soci al Services; Kate Burkhart, Executive Director, Al aska
Mental Health Board and Advisory Board on Al coholism and
Drug Abuse, Division of Behavioral Health, Departnent of
Heal t h and Soci al Servi ces; Jon Sher wood, Deput y
Comm ssioner, Medicaid and Health Care Policy, Departnent
of Heal t h and Soci al Servi ces; Val eri e Davi dson,
Conmi ssioner, Departnent of Health and Social Services;
Duane Mayes, Director, Division of Senior and Disabilities
Services, Departnent of Health and Social Services.
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PRESENT VI A TELECONFERENCE

Charlie Curie, CEOQ The Curie Goup LLC, Maryland; Shane
Spotts, Contractor, Senior Disability Services, Health
Managenment Associ at es.

SUMVARY

CSSB 74(FIN) am
VEDI CAl D REFORM TELEMEDI Cl NE; DRUG DATABASE

CSSB 74(FIN) am was HEARD and HELD in comittee
for further consideration.

Co- Chair Thonpson di scussed housekeepi ng.

#sb74
CS FOR SENATE BILL NO. 74(FIN) am

"An  Act relating to diagnosis, treat ment, and
prescription of drugs wthout a physical exam nation
by a physician; relating to the delivery of services
by a licensed professional counselor, narriage and
famly t her api st psychol ogi st, psychol ogi ca

associ ate, and social worker by audio, video, or data
comuni cations; relating to the duties of the State
Medical Board; relating to limtations of actions;

establishing the Alaska Medical Assistance False Caim
and Reporting Act; relating to nedical assistance
prograns adm nistered by the Departnent of Health and
Social Services; relating to the controlled substance
prescription database; relating to the duties of the
Board of Pharmacy; relating to the duties of the
Depar t ment of Commer ce, Communi ty, and Econom c
Devel opnent ; relating to accounting for pr ogram
receipts; relating to public record status of records
related to the Al aska Medical Assistance False Caim
and Reporting Act; establishing a telenedicine
busi ness registry; relating to conpetitive bidding for
nmedi cal assistance products and services; relating to
verification of eligibility for public assistance
prograns adm ni stered by the Departnent of Health and
Social Services; relating to annual audits of state
nmedi cal assistance providers; relating to reporting
over paynment s of medi cal assi st ance paynments;

establishing authority to assess civil penalties for
vi ol ations of nedical assistance program requirenents;
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relating to seizure and forfeiture of property for
medi cal assistance fraud; relating to the duties of
the Depart nent of Health and Soci al Servi ces;
est abl i shi ng nmedi cal assi st ance denonstrati on
projects; relating to Alaska Pioneers' Homes and
Al aska Veterans' Hones; relating to the duties of the
Department of Administration; relating to the Al aska
Mental Health Trust Authority; relating to feasibility
studies for the provision of specified state services;
anending Rules 4, 5, 7, 12, 24, 26, 27, 41, 77, 79,
82, and 89, Alaska Rules of GCvil Procedure, and Rule
37, Alaska Rules of Crimnal Procedure; and providing
for an effective date.”

1:32: 09 PM

HEATHER SHADDUCK, STAFF, SENATOR PETE KELLY, referred to
t he docunent , " Medi cai d Reform  Topic and Secti on
Ref erence”, which detailed which section and page nunber
specific Medicaid topics could be found in the |egislation.
She said that the hope was that behavioral health woul d be
integrated into the reformed Medicaid system She said that
the sections that referred to behavioral health were as
fol |l ows:

Sec. 28 - Medicaid Reform Program (b) - Conprehensive
Behavi oral Heal th Program

Ms. Shadduck read fromthe section:
(b) The departnment shall, in coordination with the

Alaska Mental Health Trust Authority, efficiently
manage a conprehensive and integrated behavioral

heal th
program t hat uses evi dence- based, dat a-driven
practices to achieve positive outconmes for peopl e

with nental health or substance abuse disorders
and children wth severe enotional di st ur bances.
The goal of the program is to assist recipients of
services under the programto recover by achieving the
hi ghest | evel of autonony with the | east dependence on
state-funded services possible for each person. The
program rust i ncl ude

(1) a plan for provi di ng a conti nuum  of
comuni ty-based services to addr ess housi ng,
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enpl oyment, crimnal justice, and other relevant
i Ssues;

(2) services from a wde array of providers
and di sci pli nes, i ncl udi ng licensed or
certified nment al heal t h and primary care
pr of essi onal s; and

(3) efforts to reduce oper ati onal barriers
t hat f ragnment servi ces, mnimze
adm ni strative bur dens, and reduce t he

effectiveness and efficiency of the program
Sec. 30 - (f) 1115 Waiver for behavioral health

Ms. Shadduck expl ai ned that Section 30 pertai ned
specifically to waivers and would be discussed further by
t he departnents.

Sec. 31 - ER Project - (a)(4)

Ms. Shadduck relayed that the section called for a process
for assisting users of energency departnents in naking
appointments wth primary care or behavioral heal th
providers within 96 hours after an energency departnent
visit.

Sec. 31 - Coordinated Care Project (a)(1)

Ms. Shadduck relayed that behavioral health would be an
option under the program

Sec. 33 - Renoval of Grantee Requirenent for Comrunity
Mental Health dinics

Sec. 34 - Renoval of Gantee Requirenent for Drug &
Al cohol treatnment centers & Community Mental Health
Cinics

Ms. Shadduck expl ai ned that Sections 33 and 34 woul d renove
the requirenment for a clinic, or rehabilitative service, to
receive a grant from the Division of Behavioral Health in
order to bill Medicaid.

1: 35: 30 PM
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Ms. Shadduck spoke to Section, "Wiivers (1915 i & Kk
options, 1945 Health Hones, 1115 Wiivers". She cited a
docunent from the departnent that delineated basic waiver
information (copy on file).

Ms. Shadduck continued to Section 41, "Medicaid State Plan;
Wai vers; Instructions; Notice to Revisor of Statutes". She
said that Section 38, "Inplenenting the Federal Policy on
Tri bal Medi cai d Rei mbur senent " woul d concl ude t he
di scussi on.

Co- Chair Thonpson asked Ms. Shadduck for a list of the
sections under discussion.

Ms. Shadduck referred back to the document that had been
previously distributed, "Medicaid Reform Topic and Section
Ref erence”. She reiterated that the sections pertaining to
behavi oral health were: 28, 30, 31, 33, 34; for waivers: 30
and 41; for the federal rule change: 38.

1: 37: 48 PM

JEFF JESSEE, CH EF EXECUTI VE OFFI CER, ALASKA MENTAL HEALTH
TRUST AUTHORI TY, provided context for the presentation. He
asserted that beneficiaries of the nental health trust
i ncluded nore than people with behavioral health problens.
He avowed that behavioral health would be a key elenent for
successful Medicaid reform He believed in noving away from
a fee-for-services, to a value based system paying for
out cones, rather than activities. He shared that the trust
had made a substantial investnent in assisting the state
with Medicaid reform and had retained the services of
experts on the matter. He introduced Charlie Curie and
provi ded i nformation about his enploynent background, which
involved tinme spent in Al aska.

1: 40: 04 PM

CHARLIE CURIE, CEO, THE CURIE GROUP LLC, MARYLAND (via
tel econference), provided additional history of his time in
Al aska. He said that he had visited every corner of the
state and had net with Al aska Native Corporations during
his research into healthcare in Alaska. He had fornerly
been Deputy Secretary for Mental Health and Substance Abuse
Services for the State of Pennsylvania, where he had
i npl enented a behavioral health Medicaid program He said
he would be drawing on all of his past experiences in the
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field to bring his expertise to our unique, frontier state.
He credited the legislature and the admnistration for
prioritizing t he t opi c. He provi ded a Power Poi nt
presentation, "Behavioral Health System Transfornation"
dated March 28, 2016 (copy on file). He spoke to Slide 2,
"Trends in Public Behavioral Health":

« States Facing “Intractable” Chall enges

e (pioid Epidemc identified by Public Oficials
o Governors and Legislatures Have Prioritized

| ssue
o Congress Has ldentified |ssue and Funded
0 |ssues with MAT Di versi on

(Met hadone/ Suboxone)

M. Curie inforned the commttee that the opioid epidemc
had been identified by public officials in nearly every
state. He asserted that the problem needed to be dealt with
in a multi-faceted manner, both in terns of prescription
pain nmedication, which had contributed to the heroin
crisis, and the assurance of access to treatnment and
heal thcare. He wurged the enploynment of evidence based
sol utions and access to the | atest science.

1:44: 21 PM

M. Curie addressed Slide 3, "Trends in Public BH
conti nued..."

e Hgh Profile Mntal Health Related Violent
| nci dents—Crisis Stabilizati on Access

* Prevention & Well ness
o Look at what is preventing cost savings
= (besity, di abet es, risk for heart
di sease
= Even nore expensive when conbined wth
BH di sorders
o Focus shifting to health behavior change

He proclainmed that there was a need in comunities to
exam ne pathways to the appropriate assessnent of patients,
and crisis stabilization with the training of frontline
wor kers and nenbers of the police force. He explained that
people wth serious nental illnesses and addictive
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di sorders had a higher rate of illness, and the illnesses
were nore likely to be detrinental and |ife threatening.

He directed attention to Slide 4, "Tends in Public BH
conti nued..":

= Technol ogi cal Advances

= Address Provider EHR Capacity

Clinically Driven

» Facilitate Integrated Care
= Efficient Data Collection
» Required by ACA

M. Curie pointed out to the commttee that these
priorities had been established as far back as the Bush
adm nistration in the 1990s. He urged that, regardless of
the Affordable Care Act, these were priorities that needed
to be in place for a transforned system of care wth
greater accountability.

1:47:17 PM

M. Curie spoke to Slide 5, "Why Integrated Care?":

Burden of behavioral health disorders is great.

= Behavi or al and physi cal health issues are
“interwoven”.

= Treatnent Gap behavioral health disorders is
| ar ge.

= Primary <care in Behavioral Health settings

enhance access
= Providing MH & SA services in primary care
settings reduces stignma.

M. Curie said that data had reflected that costs were
reduced when behavioral and physical heal thcare were
address sinultaneously; energency room and inpatient care
were utilized less if the right treatnent was given, the
right way, and at the right tinme. He stated that people
with serious nmental illness were nore at-risk for diabetes
and other life-threatening disorders, due in-part to
nedi cations, and also due to the challenges they faced in
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attenpting to lead a healthy lifestyle. He relayed that

there were over 22 mllion Americans afflicted with an
addictive disorder at any given tinme, and less than 2
mllion per year received treatnent.

1:49: 27 PM

M. Curie continued to address integrated care on Slide 6:

= Treating “comon” behavioral health disorders in
primary care settings is cost effective.

= Majority of people wth behavioral heal th
disorders treated in collaborative/integrated
primary care settings have good outcones.

\V/ g Curie stated that screening was available for
depressi on and substance use.

M. Curie spoke Slide 7, "Barriers to Integrated Care":

= BH and PH providers operate in “silos”
» Rare sharing of information

= Confidentiality Laws and Regul ati ons

= Paynent and parity issues still persist

M. Curie shared that, historically, nental health and
addiction services had not been easily treated in
mai nstream healthcare settings. He shared that nenta

health systenms had evolved out of state nental health
hospitals and community based agencies, as well as drug and
al cohol centers, and were not part of mai nst ream
heal thcare. He added that there had been challenges in
information sharing between behavioral physical health
systens. He said that there were confidentiality |aws that
addressed nental health and drug and alcohol issues. He
rel ayed that there had been parity laws that required that
mental illnesses and addiction disorders should be treated
on par with physical health disorders, but that these |aws
had not been inplenented across the entire county.

1:52: 35 PM

M. Curie addressed Slide 8, "Wat does this nean for
Al aska?":

= Streaniining
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= Utilization Contro
= Gant Reformation
= Medicaid Redesign

M. Curie stressed that the services should be streanlined
and not wunduly bureaucratic. He said that control and
utilization managenment criteria should be in place to
assure the people were reviewed and were receiving the
right treatnment, at the right time. He related that
structures of accountability and nanagenment needed to be
put into place. He continued to Slide 9, "How to Achieve
the Vision?":

= |ook at nodels from other States—-MO ASO ACO
Fee-for-Service, PCCM PIHP, PAHP, health hones

etc.
= Make policy decisions (e.g., populations, system
managenment, geographic area, benefit package,

ri sk arrangenents)

= Devel op/inprove capacity—at DBH and provider
| evel s

= |nplenent the systens changes

M. Curie said that there were a range of nodels that could
show what worked and what did not work. He believed that
Al aska could learn from both the successes and failures of
other states. He hoped that the state could build toward a
system that had a value based paynent system where there
could be risk or shared savings arrangenents.

1: 55: 30 PM

M. Curie turned to Slide 10, "Assessing O ganizational
Readi ness":

= Leadership

= Capacity for Change

= Access, Services and Qutcones

= Business, |IT, and Performance

= Cinical Infrastructure, CQ, and Sustainability

= At the State level, nobst inportant is Contract
Managenent (role of state governnent)
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M. Curie reconmended that at the state l|level, the nost
i mportant aspect would be in contract nmnagenent and
hol di ng contractors account abl e.

M. Curie noved to Slide 11, "What States have | earned
about Contract Managenent":

eldentify people with SM and Kids with SED
—M ne the data in states
—Require plans to identify people with SM & Kids
wi th SED

eI nplement ways to incent enrollnent of people wth
SM and Kids with SED
—Hi gher rates for people with nore conplex and/or
chronic conditions
—Mtigation of risk approaches

M. Curie said that a range of other states had found that
it was necessary to identify people with serious nental
illness, and kids with serious enotional disturbances, by
requiring plans to identify people with particular needs.
He asserted that this nobst vul nerable population was the
popul ation for which the state was nost responsible.

He continued to speak to contract managenent on Slide 12:

—Require acceptance in a plan regardless of
severity of conditions

Include the conprehensive array of services needed
for People with SM and SED
—Recovery oriented services psycho social rehab
(psycho soci al necessity)

*Li nkage to: prevention wellness, peer supports

M. Curie related that if people were able to build a life
in their comunities, relapses were less likely to occur
He believed that it was inportant for any nanaged system of
behavioral health services to address a holistic approach
to recovery. He relayed that peer support had becone an
inmportant part of both treating nental illness and
addi cti ve disorders.

1: 58: 35 PM
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M. Curie spoke to Slide 13. "Behavioral Health Managed
Care Contract Standards":

eIncentives to avoid cost shifting to other systens
e Consuner Choice & Protection
«Assertive outreach and access standards

*Network and providers should include those wth
denonstrated expertise with people with SM and kids
with SED (CVHC s)

M. Curie said that it wuld be inportant to have
incentives for systenms to assunme responsibility for the
popul ation for which they were responsible. He highlighted
that providers in Alaska had denonstrated expertise wth
severe nental illness and children with severe enotional
di sturbances, and had been providing services to those
popul ations for years.

1: 59: 59 PM

M. Curie continued with contract standards on Slide 14:

*Cl ear st andar ds for t r eat ment pl anni ng and
coordi nati on consuner driven

Integrated BH PH care standards

» Consuner invol venent

*Use of Peers

*Rei nvest ment of cost savings as an expectation

M. Curie spoke to reinvestnent of cost savings in the
Pennsyl vani a program He continued to Slide 15:

* Perf ormance neasures
—Access (tineliness, geography, MH, SU & PC
—Service utilization (in lieu of ER IP, nore
comunity based)
—Quality (readmssion rates, tinely follow up,
| evel of i ndependent l'iving, school
parti ci pation)
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—Physi cal health nmetrics (hbp, chol esterol,
di abet es, ned conpliance)
—BH netrics

M. Curie spoke to a white paper from the Pennsylvania
program ["Long-Term Performance  of the Pennsyl vani a
Medi caid Behavioral Health Progrant by Conpass Health
Anal ytics, Inc., dated Decenber 2010 (copy on file)]. He
said that after the first 10 years of inplenentation of a
capitated system in Pennsylvania there was $4 billion in
realized cost savi ngs, i ncreased al cohol and drug
provi ders, increased access to care by all populations, and
successful quality of care. He recapped that the key was to
evolve a nmanaged system in a way that helped the system
grow and nmintain the capacity to be successful, while
preserving a structure of transparent accountability for
all parties involved.

2:02: 07 PM

Representative WIson queried the savings by the State of
Pennsyl vani a.

M. Curie explained that Pennsylvania had realized savings
by noving from a fee-for-service system to a nmanaged care
system $4 billion of savings realized over 10 years. He
furthered that experts in behavioral health and managed
care had been consulted during Pennsylvania' s process, and
Phi | adel phia had developed their own managed entity. He
said that contracting with an entity that had expertise in
the field was an essential elenent to a successful program

Vi ce-Chair Saddler asked how nmuch of the bill acconplished
the transformation described by the presentation.

M. Curie believed the bill gave the foundational basis
that the state would need to pursue a nmanaged care system
He added that the 1115 waivers would be a great pathway to
success.

Vice-Chair Saddler pointed to Slide 10. He wondered how
ready the Departnent of Health and Social Services Division
of Behavioral Health was for the system evol ution.

M. Curie responded that sone reorganization would be

necessary and contractual nanagenent capacities would need
to be assessed. He said that the key would be to have the
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managemnent over si ght, and ongoing inplenmentation of
contract managenent and accountability.

Vi ce- Chair Saddl er queried the top five Dbehavioral
di sorders in Al aska.

M. Curie replied that depression, substance abuse and
addiction, and nental illnesses that resulted in psychosis
were they key essentials that needed to be addressed.

2:07: 15 PM

Representative Guttenberg whether M. Curie had experienced
resi stance to change.

M. Curie believed that resistance to change was based in
fear. He relayed a personal story about systemi c change in
Phi | adel phia. He said that providers often resisted change
because they feared that they I|acked the capacity to
address the standards.

2:09: 25 PM

Representative CQuttenberg spoke about clients with nental
and behavioral health disorders. He explored the idea that
change could be difficult for people with nental health
di sorders. He asked whether M. Curie had received feedback
fromclients.

M. Curie replied in the affirmative. He said that consuner
satisfaction had been high in Pennsylvania; consuners had
felt like they had nore and better choices. He said that
consuners in other states had rated the reform neasures
highly and had felt like they were working with a better
system

Representative Quttenberg asked how long it took for the
issues to settle out related to confidences in the system

M. Curie replied that stakeholders had to be engaged
upfront; the concerns of providers and consuners should be
di scussed, and the system being set up should be
denonstrated. He stated that inprovenents were typically
seen within the first year of system inplenentation. He
felt that the waivers that the bill highlighted would give
the state the opportunity to address |ongstanding issues
and that people would be attracted to those new
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opportunities. He stated that once the system was
i npl enented and people becane engaged, positive outcones
were witnessed within 2 years.

2:13: 43 PM

Co- Chair Thonpson referred to the white paper related to
Pennsyl vania, which was dated 2010. He asked if there
continued to be success in the programafter 2010.

M. Curie answered in the affirmative. He elaborated that
the Ofice of Mental Health and Substance Abuse Services,
within their Departnment of Health and Social Services,
executed evaluations each year. He noted that the system
had been phased in in Pennsylvania, which was sonething to
consider for Alaska. He added that the maturing of the
actuarial rate setting process had continued to keep cost
cont ai ned.

2:15:11 PM

M. Jessee testified that he did not have prepared
testinmony and relayed that he would speak to the comittee
the foll ow ng day.

2:15:41 PM

KAREN FORREST, DEPUTY COW SSI ONER, DEPARTMENT OF HEALTH
AND SOCI AL SERVI CES, explained that she would wal k through
the significant refornms in the behavioral health system
that were outlined in SB 74. She nentioned that the Al aska
Behavioral Health System Assessnent, conpleted in 2015,

confirmed that the state had a fragnmented behavioral health
system with significant gaps, especially in the area of
subst ance abuse services. She said that there were a nunber
of barriers inpeding access and inpacting quality and cost.

She relayed that the behavioral health reform projects
found in the bill would help to build out the continuum of
care, which would lead to inproved access; additionally,

quality of care would be inproved through integration wth
primary care, and barriers and adm ni strative burdens would
be reduced. She stated that the refornms would reduce
general fund costs to other state agencies, such as the
Department of Corrections, the Court System and the Ofice
of Children's Services. She related that Sections 1, 2, 6,

and 7 of the bill would expand, and encourage, the use of
tel ehealth for behavioral health by |istened professiona
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counselors, marital and famly therapists, psychologists
and psychol ogi cal associ ates, and soci al workers.

Representative WIson asked which docunent the testifier
was speaking to.

Ms. Forrest explained that she would highlight the sections
of the bill that were connected to the articulated vision
for the changes in the behavioral health system highlighted
by M. Curie.

Co- Chair Thonpson asked M. Forrest to repeat the bill
sections that she was speaking to.

Ms. Forrest repeated the sections that she was referring
to.

2:19:54 PM

Ms. Forrest spoke to Sections 3, 4, and 5, which related to
tel ehealth for physicians. She anticipated that the changes
woul d hel p expand psychiatric coverage. She said that the
provi sions dovetailed with the provisions in Section 30 of
the bill, which allowed the departnent to provide
incentives for telehealth. She stated that the first step
in inplenenting that provision would be to convene a
workgroup in order to identify legal technological and
financial barriers to increasing telehealth. She relayed
that Section 28 would create the Medical Assistance Reform
Program subsection B, page 26, line 18, would require the
departnment, in <coordination wth AMHTA to efficiently
manage a conprehensive and integrated behavioral health
program that used evidence based and data driven practices
to achieve positive outcones. She said that gaps would be
addressed in the continuum particularly in the |ower
| evel s of care, but also in higher levels of care. She said
that the program required under Section 28 nust include a
plan for providing a continuum of comrunity based services.
She related that the section also required that services
should be provided from a wde array of providers and
disciplines. Regulations and practices already in place
would be examned to determne which providers could
provi de which services, in which settings, and under which
conditions. She concluded that the intent of the section
was to address the fragnented system She said that the
program nust also include efforts to reduce operational
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barriers and adm nistrative burdens that inpeded access for
CONSUNers.

2:23:16 PM

Ms. Forrest addressed Section 30 of the bill, beginning on
page 29. She said that the waivers section was the key to
reformin the area of behavioral health. She spoke to Page
30, line 9, which required the departnment to apply for the
1115 Behavioral Health Medicaid Waiver fromthe Centers for
Medi care and Medicaid Services (CM5) in order to establish
a denonstration project focused on inproving the behavioral
health system for Medicaid recipients. The departnment would
be required to engage the stakeholder in the community. She
relayed that the purpose of the 1115 waiver was to create
and evaluate an innovative service delivery system that
i nproved care, increased efficiency, and nmanaged cost. She
said that the general criteria that CVM5 used to review
wai ver applications included questions pertaining to
i ncreased access and the stabilization of providers and
provi der networks. She stated that the application would
need to reflect that health outcones would be inproved, and
woul d be budget neutral. She relayed that during the course
of the waiver federal Medicaid expenditures could not
exceed federal spending w thout the waiver. The array of
services proposed would have to be offset by reductions
el sewher e; such as reduci ng ener gency depart nment
expenditures by providing lower cost crisis stabilization

She articulated that the waivers generally had a five-year
lifespan, with the option of a three-year extension. She
verbalized that an admnistrative services organization
would be wused to help nove the system from program
managenent to quality nmanagenent; a system based on
out cones as opposed to fee-for-service.

2:26: 12 PM

RANDALL BURNS, DI RECTOR, DIVISION OF BEHAVI ORAL HEALTH,
DEPARTMENT OF HEALTH AND SOCI AL SERVI CES, focused on what
it would take to apply for an 1115 waiver. He reiterated
that the waiver was for five years, and was a research
denonstration, required to have a foundational hypothesis
that could be tested throughout the process of the
denonstration. He inparted that the process had to have a
strong, ongoing evaluation conponent that neasured the
effects of the redesign on the system of care. He
reiterated that it could not cost the federal governnent
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nore than wi thout the waiver; however, the cost neutrality
could be shown at the end of the denonstration, wthout
extending additional Medicaid. He said that the various
involved parties would draft a concept paper wthin the
next six nonths that would be introduced to CMS, which
woul d mark the beginning of intense comunication with all
of the stakeholders. He highlighted two other things: there
would be a readiness assessnent of current Division of
Behavioral Health (DBH) staff, and a review of providers.
He el aborated on what the assessnents would entail. He said
that once the concept paper was filed with OCM5, the
department would begin drafting the application. He
detailed the application particul ars.

2:31:12 PM

M. Burns relayed that the application could take from a
few nonths to 3 years. He stated that as the application
was being witten, the request for information concerning
the Admnistrative Services Oganization (ASO would be
drafted sinultaneously. He explained that an ASO was a
third party with whom the departnment would contract to
manage Al aska's redesigned behavioral health system The
ASO would provide the departnent with national expertise
around a nmanaged Medicaid system of care, and help the
transition of the division to a program managenent nodel.
He relayed that the contract with the ASO could include
significant incentives wthin the paynent structure, wth
flexibility for the ASO to pass on incentives to providers
for achievenment of quality in the network targets. He
shared that a request for information (RFI) was often use
in the solicitation of a request for proposal (RFP). The
departnment intended to release the RFI for the ASO in
February 2017. He stated that the information that was
received during the RFI process about the interest of any
ASO in working in Al aska, and under what conditions, would
help inform the drafting of the waiver application. He
warned that sonme of the ASO could take issue with the
limtations that were due to the geography of Al aska. He
el ucidated that based on the quality and the nature of the
responses, and assuming negotiations wth CM5 were
prom sing, the departnment would release an RFP for the
services during the first quarter of FY18. He conveyed t hat
if the RFP was successful the ASO would be contracted and
working to create the networks and have services in place
by the tinme the 1115 waiver was granted. He comuni cated
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that the integration and primry case managenent health
home nodels were key to the redesign effort.

2:35:37 PM

M. Burns relayed that after 1 to 2 years under the waiver,
the state would apply for a substance use disorder (SUD)
wai ver, with the hope to elimnate the |Medicaid
Institutions for Mental Di seases (IMD) exclusion for
substance use di sorder treatnent.

Ms. Forrest spoke to Section 31, pages 30 and 31:

Section 31 (page 30-34)

AS 47.07.038. Coll aborative, hospital -based project to
reduce use of emergency department services.

Requires the departnent to partner with a statew de
pr of essi onal hospi t al organi zation to design and
i npl ement a denonstration project to reduce non-urgent
use of energency departnents by Medicaid recipients.

AS 47.07.039. Coordinated <care denonstration
proj ects
AS 47.07.039 (a)
Requires DHSS to solicit and contract with one or
nore third-party entities for coordinated care
denonstration proj ects for i ndi vi dual s who
qualify for Medicaid benefits on or Dbefore
Decenber 31, 2016. DHSS nmay use an innovative
pr ocur enent process as descri bed under AS
36.30.308. A proposal for consideration nmnust
include three or nore of the foll ow ng:
(1) Conpr ehensi ve pri mary-care-based
managenent , i ncl udi ng behavi or al heal th
services and coordination of | ong-term
servi ces and support;
(2) Care coor di nati on, i ncl udi ng t he
assi gnment of a primary care provider
| ocated in the |ocal geographic area of the
reci pi ent;
(3) Health pronotion;
(4) Conprehensive transitional care and
followup care after inpatient treatnent
(5) Referral to community and social support
services, including career and education
trai ni ng services;
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(6) Sustainability and the ability to
replicate in other regions of the state;

(7) | nt egration and coordi nation of
benefits, servi ces, and utilization
managenent ;

(8) Local accountability for health and
resource all ocati on.

Ms. Forrest nentioned Section 33, page 35:

Section 33 (page 35) Renoval of G antee Requirenent
47.07.900(4)
Amends Medicaid Admnistration definitions, by
removing the grantee status requirenent for
out pat i ent comunity nment al heal th clinics
serving Medicaid patients.

Ms. Forrest read from Secti on 34:

Section 34 (page 35) Renoval of G antee Requirenent

AS 47.07.900(17)

Amrends by renoving the grantee/contractor status
requirenent from drug and al cohol t r eat ment
centers and outpatient community nental health
clinics. This change, and the one in the previous
section, allows nental health and drug treatnent
service providers who do not receive grants from
the departnent to becone enrolled Medicaid
providers and deliver services to Medicaid
recipi ents.

Ms. Forrest informed the committee that the changes were
required by CMS. She stated that in the last on-site
eval uati on, CM5 had told the departnent t hat t he
requirenents had to be renoved. She furthered that there
was a general provision that Medicaid allow any willing and
gqualified provider to participate in Mdicaid, as directed
by the Freedom of Choice provision, the requirenents had
restricted Medicaid recipients in their freedom of choice.
She relayed that, as the state Medicaid agency, the
departnment had the ability to set reasonable standards
related to the qualifications of the provider; CVB
generally questioned state established qualification that
[imted services only to the providers of +the states
choosing. She said that the sections of the bill needed to
remain in order for the state to be able to bill Medicaid.
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2:38:42 PM

Ms. Forrest referred to Section 39:

Section 39 (page 37-38)

Uncodi fi ed: Health Information Infrastructure
Pl an.

Requires DHSS to develop a plan to strengthen the
heal th i nformation infrastructure, i ncl udi ng

health data analytics capability, to support
transformati on of the health systemin Al aska.

Ms. Forrest attested that there was a need to connect
behavioral health providers to the Al aska Statewide Health
| nfformati on Exchange, to inprove care coordination. She
spoke to Section 40:

Section 40 (page 38-39)

Uncodified: Feasibility Studies for the Provision
of Specified State Services.

(a) Requires DHSS to conduct a study analyzing
the feasibility of privatizing the Al aska
Pioneers’ Homes and select facilities of the
di vision of juvenile justice.

(b) Requires DHSS in conjunction with the Al aska
Mental Health Trust Authority to conduct a study
analyzing the feasibility of oprivatizing the
Al aska Psychiatric Institute.

(c) Requires the Departnent of Adm nistration to
conduct a study analyzing the feasibility of
creating a health care Authority to coordinate
health care plans and consolidate purchasing

effectiveness for all state enployees, retired
state enpl oyees, retired teachers, Medi cai d
Assi stance recipients, University  of Al aska

enpl oyees, enployees of state corporations, and
school district enployees.

(d) Provides a definition for “school district”
Section 40 (page 38-39)

Uncodi fied: Feasibility Studies for the Provision
of Specified State Services.

(a) Requires DHSS to conduct a study analyzing
the feasibility of privatizing the Al aska
Pioneers’ Honmes and select facilities of the
di vision of juvenile justice.

(b) Requires DHSS in conjunction with the Al aska
Mental Health Trust Authority to conduct a study
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analyzing the feasibility of oprivatizing the
Al aska Psychiatric Institute.

(c) Requires the Departnment of Adm nistration to
conduct a study analyzing the feasibility of
creating a health care Authority to coordinate
health care plans and consolidate purchasing

effectiveness for all state enployees, retired
state enpl oyees, retired teachers, Medi cai d
Assi stance recipients, University  of Al aska

enpl oyees, enployees of state corporations, and
school district enployees.
(d) Provides a definition for “school district”

Ms. Forrest believed that all sections of the bill set the
stage for a conprehensive vision of behavioral health
reform that would result in inproved access and quality of
heal t hcare, while reducing overall costs.

2:40: 21 PM

KATE BURKHART, EXECUTIVE DI RECTOR, ALASKA MENTAL HEALTH
BOARD AND ADVI SORY BOARD ON ALCOHOLI SM AND DRUG ABUSE,
DI VISION OF BEHAVI ORAL HEALTH, DEPARTMENT OF HEALTH AND
SOCIAL SERVICES, testified that the boards had been
involved in healthcare and Medicaid reformefforts for many
years, the process over the past 18 to 24 nonths being the
nost inclusive. She relayed that the board had participated
in conversations with stakeholders and providers, and had
offered to engage with Medicaid recipients, which the
departnment had granted. She stated that the board engaged
in 8 separate community conversations in fall of 2015, and
had reviewed public input from community town hal

neetings, other public neetings, and the streanining
initiative, to conpile <consuner input to inform the
process. She shared that recipients and experts had nmany
of the sane ideas and concerns for reform She inparted
that access to high quality services, at appropriate |evels
of care, nade up the bulk of the coments. She said that
the community groups spoke of the need to have increased
access to nedication nmanagenent and psychiatry services.
She explained that the telehealth and coordinated care
provisions in the bill spoke to the issue by encouraging
increased access to private mental health professionals
that were not practicing within community behavioral health
centers. She furthered that the ability to receive care
when it was needed, and not later, was essential to
addressing many of the relevant social problem that stenmed
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from unaddressed behavi or al heal th di sorders. She
communi cated that the consuners had tal ked about the need
to address the quality of primary and behavioral health
care services that were currently available. She said that
the quality of the actual nedical services provided had not
been an issue, but that the context for which that care was
provided had been nentioned; the issues of stigm and
discrimnation, as well as a lack of wunderstanding of how
to serve sonmeone wth a serious nental illness who also
had some kind of co-norbidity. Famlies, especially those
of children with serious enotional and behavioral disorders
tal ked about how they had to aggressively advocate for
their children's primary care needs as well as their nental
health needs. She said that SB 74 would provide a framework
t hrough which the primary case care nanagenent project, and
the 1115 waiver, wuld foster patient advocacy and
navi gation through conplex healthcare systens. She noted
that the conplicated nature of insurance was |anented by
testifiers fromall areas of usage. She felt that the bil

would inplenent refornms that would nmake it easier for
people to get to the services that they needed, rather than
accessing acute care services. She disclosed that
coordination of care was a reoccurring issue during
conversations wth community nenbers. She reveal ed that
parents and care providers often found thenselves w thout
time and resources for self-care, pronpting the need for
fam|y-based care. She spoke to primary case mnanagenent,
and gave the exanple of a young man with significant nental
health and primary care needs who did not want to go to all
of his necessary appointnents; famly nmenbers had suggested
t hat soneone could be enpl oyed who woul d make sure that the
young man received the care he needed, which would take the
burden off of the famly. She spoke to the need for
adm nistrative efficiencies. Providers and the board had
testified to the need to streanmline the admnistrative
burden in order to reduce costs and nmake it easier to
access care. She said that when paperwrk drove care,
rather than the person's needs, patients did not receive
the care needed to help them get better. She spoke to the
need for supportive services, which SB 74 would provide by
reformng the Medicaid systemin a way that correlated the
refornrs to the healthcare services wth the needed
comunity support. She asserted that open conversation wth

al | involved parties should continue throughout the
devel opnent of the 1115 waivers as well as the
i npl enentation  of many  of the provisions in the

| egislation. She said that the boards were commtted to
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supporting the inplenmentation of the efforts. She said the
inclusive nature of the reform efforts so far had been
greatly appreciated.

2:50: 48 PM

Vice-Chair Saddl er asked whether there were two different
1115 wai vers.

Ms. Forrest answered in the affirmati ve.

Vi ce-Chair Saddl er asked whether all of the sane conditions
and tinmelines would apply for both waivers.

MS. Forrest deferred the question to Jon Sherwood, Deputy
Conmi ssioner, Medicaid and Health Care Policy, Departnent
of Health and Social Services.

Vi ce-Chair Saddl er asked whether the Division of Behaviora
Health was ready for the transformation described in the
| egi sl ation.

M. Burns replied in the affirmative. He said that people
were aware of the systemic problens and that nost of the
staff were program managers who dealt with services issues
on a daily basis. He said that his enpl oyees were comm tted
to inproving the system

Vice-Chair Saddler queried the effectiveness of the
Di vi sion of Behavioral Health.

M. Burns replied that the division was very effective and
had successfully served many individuals in the state. He
admtted that there were gaps in the system but that nost
recently the system had been focused on treating the
seriously nentally ill and severely enotionally disturbed
children, who were the nost difficult population to serve
because their needs changed quickly and nedication
managenent could be difficult. He believed that the
di vi sion had done the best work possible given the range of
services that were available to their clientele. He
mai ntained that the division was highly effective 1in
provi ding the services that it was capabl e of providing.

Vi ce-Chair Saddler referred Page 30, line 1, which spoke to
the 1915(i) waiver. He asked how "area" would be defined
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and which area would nost likely receive the denonstration
proj ect .

Ms. Forrest replied that the geographic area had yet to be
defined. She said that utilization, and needs wthin
communities, would be considered. She added that the area
could be as large as Anchorage, or an entire region of the
state, she reiterated that it was yet undefi ned.

2:55:32 PM

M. Burns interjected that the hope was that the ASO would
be interested in a statewide system and subcontract if
there were entities that were interested in providing the
services on a regional basis. He stated that there could be
a statewde system wth subcontractors for specific
regi ons.

Vice-Chair Saddler worried that the bill had too wide a
scope. He said that he supported the |egislation.

M. Burns replied that the goal was to inprove the system
whi | e keepi ng costs under control.

Co- Chair Neuman echoed concerns made by Vice-Chair Saddl er
He elaborated that there were many new requirenents,
comm tnents, regulation changes, and requests for changes
that the legislature could not predict because regul ations
had yet to be witten. He spoke to the collaborative
hospital based project on Page 30. He wondered how many
st atewi de professional hospital associations existed in the
st at e.

Co- Chair Thonpson replied that the answer was one.

Co-Chair Neuman understood there were many professional
organi zations that comrunicated with each other, but noted
t hat the consuner had not been involved in the
conversations. He hoped that the effectiveness of the
regul ation changes could be neasured before they were
i npl enented. He expressed distain for federal regulations
being tied to federal funds. He asked for a list of federal
requi renents that were tied to federal funds.

2:59: 54 PM
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Representative Kawasaki asked whether federal statute
required going through a managed care or accountable care
organi zation for the 1115 wai ver.

M. Burns answered in the negative. He added that
managenent of the waiver would be entirely up to the state.

Representative Kawasaki surm sed that an accountable care
nmodel was being considered by the departnent because it had
wor ked in other states.

M. Burns replied that it was part of the reason. He
el aborated that accountable care organizations brought a
depth of expertise to the table. He said that the state
woul d perform the RFP to see what kind of interest there
was in assisting the state in noving forward with a managed
Medi cai d system

Representati ve Kawasaki asked whether the state could run
its own nmanaged care organi zati on under the 1115 wai ver.

M. Burns answered in the affirmative. He explained that
the state could decide not to contract with an ASO and run
it through the departnent.

Representati ve Kawasaki spoke about the Behavioral Access
Imtative that was expected to produce net cost to Medicaid
because of the expected accessibility of service to
enroll ees. He asked about the five-year term requirenent
for the waiver to prove net-neutrality, and whether general
fund savings woul d be off-set el sewhere.

M. Burns answered that other savings to the system would
be neasured, |ike possible savings from the denonstration
projects for energency  roons, whi ch  was partially
associated with behavioral health treatnent.

Representati ve Kawasaki relayed that he had a list of the
current optional and mandatory waivers and services under
Medi caid. He said that 19 were mandatory for adults, and 26
that the state had applied to optionally, sone of which
were wai vered. He asked what the overall cost would be for
the 1115 wai vers.

Co- Chair Thonpson thought that the question was in-depth
and may require nore tine.
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Ms. Forrest deferred the question to a later time when
di scussing the fiscal notes.

3:04: 20 PM

Representative Quttenberg referred to the final report from
Agnew:. : Beck Consulting, LCC. "Recommended Medicaid Redesign
Expansion Strategies for Al aska, which cited the goals of
i nproved health, optimzing access, increasing value, and
containing costs. He hoped that within the process that the
departnment would illustrate how those goals mght be
acconpl i shed. He argued that there were significant
barriers for delivering telenedicine in Al aska. He hoped
that the state current broadband capabilities would be
consi dered before perform ng RFPs.

Ms. Forrest agreed that broadband capability was a concern.
She added that an organized and structured conversation
shoul d take place about the capabilities of systens already
in place, and the broadband capabilities of the state. She
added that there had been success using telenedicine in the
Tribal Health System

Representative GQuttenberg referred to a question from
Representative Kawasaki related to ASCs. He asked about the
adm ni strative overburden of too many program managers.

3:08: 42 PM

M. Burns replied that other states had nanaged their
projects individually by region and had not tried
i npl enenting an overarching ASO He added that the state
could make its own choices about the delivery of care
within the state.

Representative Quttenberg understood that the pilot program
woul d include regional delivery of services. He worried
about the ability to translate from region to region. He
expressed concern that a program that worked in one region
woul d not be appropriate for a different region.

M. Burns responded that one of the advantages of the
system was that the RFP would specifically address the
uni que needs of different regions. He stressed that generic
RFPs woul d not be witten.

3:11:10 PM
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Representative WIson wondered whether the departnent
already had the authority to do some of the things
stipulated in the bill.

M. Burns replied that the division could probably still
pursue an 1115 waiver, but thought that there mght be
Medi caid provisions that would require the authorization
extended by the | egislation.

Representative WIlson was disturbed that the Medicaid
system was not nore efficient. She expressed interest in
t he managed care nodel. She understood that the departnent
had not before had the authority to address the problens
t hrough managed care.

M. Burns responded that one of the reasons for the gap in
service was that until recently Medicaid had not covered a
| arge portion of the population. He said that the expansion
had exposed the system on a holistic |evel, which had
reveal ed the systemc limtations.

3:14:16 PM

Representative WIson opined that Medicaid had al ready been
funded with billions of state dollars. She said that she
could not understand what the bill would do without first
understanding all of the issues with the system She

expressed apprehension that the system could function
successfully solely online.

Ms. Burkhart stated that one of the nobst critical issues
was wor kforce capacity. She shared that one of the goals of
the system redesign was alleviate the workforce capacity
issues in the comunity behavioral health system by
allowing private practitioners to bill Medicaid services.
Currently, private licensed marriage and famly therapists
were not able to provide therapy to Medicaid recipients.
Medicaid recipients with mld to noderate behavioral health
di sorders often went w thout care until they devel oped an
acute nmental illness, and then the community behavioral
health center will serve them because they becone part of
the priority population. She pointed out that SB 74 woul d
allow for private licensed nental health professional to
provi de reinbursable services to Medicaid, which opens up
wor kf orce capacity for the mld to noderate needs that were
currently going unaddressed. The hope was that this would
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relieve sonme of the pressure on comunity nmental health
centers.

3:17:33 PM

Representative Wl son shared that her problemwth the bill
was that she did not understand what was already required
by statute. She wanted to know what the departnent could
currently do, wthout the bill. She requested a chart
conparing the departnent's current authority, versus what
was proposed in the bill.

Representative Gara surmised that the bill addressed sone
reform issues by relieving workforce shortages and
| everaging federal funding. He understood that the 1115
wai ver was projected to save the state over $200 million in
general funds over the next 5 years.

Ms. Forrest clarified that Representative Gara had spoken
to savings attached to the Tribal Policy portion of the
bill, which did not require a waiver.

Representative Gara asked whether the non-tribal part of
the 1115 wai ver | everaged additional federal funds.

Ms. Forrest answered that the 1115 Behavioral Health
Medi caid waiver gave the departnment the opportunity to
provi de additional services in an effective manner.

Representative Gara asked whether it would qualify services
that could be paid for by Medicaid.

Ms. Forrest answered in the affirmati ve.

Representative Gara understood that those services would
ot herwi se be paid for with general funds.

Ms. Forrest replied in the affirmative.

Representative Gara probed the dividing line between the
1115 waiver and behavioral health. He understood that
current law Ilimted behavi or al heal th t r eat nent to

federally qualified nmedical centers, or with a psychiatrist
present .

Ms. Forrest answered in the affirmati ve.
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Representative Gara recognized that the nunber of
qual i fying psychiatrists in the state was limted.

Ms. Forrest illumnated that federal |aw required that
services in a physician's clinic had to be provided under
the general direction of a physician. She said that
regul ati on had been established for both physician clinics
and community nental health clinics. She expressed that
regul ations could be changed, and that the 1115 waiver
woul d be exam ned for expanding access while nmaintaining
budget neutrality.

3:21:40 PM

Representative Gara surmised that if the 1115 waiver was
pursued and successful, the state would be able to provide
behavioral health services wthout the supervision of a
physician, a phycologist, and wthout being inside a
federally qualified nedical health center

Ms. Forrest answered that that 1115 waiver would allow the
departnent to examine its utilization patterns across the
state and provide the opportunity to refine regulations.

Representative Gara asked whether the behavioral health
t r eat nent under the waiver i ncluded substance abuse
t reat nent .

Ms. Forrest replied that it referred to clinic services,
whi ch coul d be applied to substance abuse treatnent.

Representative Gattis wanted to have a broad conversation
about the 26 optional services Representative Kawasaki
spoke of, particularly the fiscal aspects of the options.

Vi ce-Chair Saddl er understood that the currently systemdid
not allow for marital or famly therapists to bill Medicaid
because they did not provide services under contract. He
spoke to the provision on Page 35, line 12 and 13 that
removed the requirenent for rehabilitative services to be
provided by sonmeone at a community nental heal t h
establishnment that was under contract. He asked whether
changi ng that requirenent woul d expand capacity.

Ms. Forrest answered in the affirmati ve.
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Vi ce-Chair Saddl er asked whether there was enough capacity
to maintain the existing nental behavioral health services
until the bill was inplenented.

Ms. Forrest answered in the affirmative. She added that it
would be a <challenge to reform the system whi |l e
simul t aneously providing services, and that it would take
coordi nated and concentrated effort and good communi cati on.

3:26:15 PM

Ms. Burkhart elaborated that providers had been working in
anticipation of the change contenplated in SB 74. She said
that community nental health centers and behavioral health
centers had added primary <care capacity around the
integration of primary care and behavioral health and
coordination of care and case nmanagenent. She relayed that
the Juneau Alliance for Mental Health had added a prinmary
care clinic to their establishnment and the Anchorage
Community Mental Health Services had had primary care
capacity for several years. She explained that providers
woul d inform through their experiences and help to bring
their peers along in the process. She stated that the
departnment had received a planning grant for «certified
community behavioral health clinics, which was a federally
supported nodel for integrated and coordi nated healthcare.
She related that the funds had been applied for with the
support of the behavioral health provider comunity;
provi der organizations had a greater capacity for change
because they had been engaged in preparing for change.

Vice-Chair Saddler referred to a 2009 report on health
clinics throughout Al aska. He was interested in a report on
behavi oral services. He asked how well the departnent was
staffed to handl e the transformation.

Ms. Forrest answered that the department could do it, but
that it would be a |arge anobunt of work. She voiced that
resources were |limted, but the change was needed. She
shared that staff and providers were enthusiastic to nake
t he change.

Vi ce-Chair Saddl er asked whether the Indian Health Service
(I'HS) provided behavioral health services.

M. Burns replied in the affirmative. He added that all
Tribal Health organizations provided behavioral health
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divisions and provided significant behavi or al heal t h
servi ces.

3:30:12 PM

Representative Minoz asked whether famly and marriage
counselors had to be associated with a drug and al cohol
treatment center, or an out-patient nental health clinic,
in order to bill Medicaid for services.

M. Burns answered that currently the person did have to be
associated with a clinic that was nmanaged by a physi ci an.

Representati ve Munoz restated the question.

Ms. Burkhart clarified that she was referring to |anguage
in SB 74 that renoved |anguage in statute requiring that a
facility be a grantee. She said that if SB 74 passed wth
the aforenentioned I|anguage, a |licensed nental health
prof essional would be able to bill Medicaid for behaviora

health clinic services, both nental health and substance
abuse.

Representative Mnoz asked for «clarification concerning
marital counsel ors.

Ms. Burkhart answered that if the bill passed individual
marital counselors would be able to bill directly to
Medi cai d.

3:32: 30 PM

JON SHERWOOD, DEPUTY COWM SSI ONER, MEDI CAI D AND HEALTH CARE
POLI CY, DEPARTMENT OF HEALTH AND SOCI AL SERVICES, clarified
that Section 33 addressed clinic services, which by federal
definition nmust be supervi sed by a physi ci an;
rehabilitative services did not have the requirenent.

Representative Minoz asked for verification that a
rehabilitative service would include marriage counsel i ng.

M. Sherwood answered in the affirmati ve.
3:33:48 PM
AT EASE

3:43:16 PM
RECONVENED
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Co- Chai r Thonpson di scussed housekeepi ng.

VALERI E DAVI DSON, COW SSI ONER, DEPARTMENT OF HEALTH AND
SOCI AL SERVI CES, spoke to Section 38, page 37 of the bill,

which dealt with the federal policy on tribal Medicaid
rei nbursenent. She introduced her support staff. She
rem nded the commttee of previous conversations concerning
the 100 percent federal match policy, and stated that she
would be giving an update on recent devel opnent s.

Hi storically, CM5 had allowed states to claim 100 percent
federal match for Medicaid services provided to [|HS
beneficiaries wunder certain circunstances. 1In order to
qualify the person had to be an IHS beneficiary, enrolled
in Medicaid, and the care nust be provided through an IHS
facility. She said that CVM5 had construed the words "Indi an
Health Services" narrowWy in the past; an IHS facility was
construed as within the four walls of the facility. She
opined that what that had nmeant was that nedically
necessary travel and accommodation services, as well as
care referred outside of the IHS facility (or tribally
operated facility) would not be able to claim 100 percent
federal match. She said that the 1115 waiver would allow
for 100 percent federal match for nedically necessary
travel and accomodation services, and care that was
provided in a non IHS or tribally operated facility, but
had been a referral from one of those entities. She shared
that the Secretary of the Departnment of Health and Human
Services, Sylvia Burwell, had indicated that nationa

policy could be changed, rather than require an 1115
wai ver. She said that CMS had issued a request for comrent
and had recently issued a health official letter, providing
addi ti onal guidance to states regarding reinbursenent
services on February 26, 2016. She relayed that CMVM5 had
changed national policy to accommpbdate Al aska, and would
provi de 100 percent federal match for nedically necessary
travel and accommopdation services, and full referrals from
IHS to non-1HS facilities, as long as certain conditions
were met. She said that the departnment had anticipated that
approximately $12.5 nmillion in savings would be realized in
FY17, which had increased to $32 mllion, and would
increase to $92 mllion by 2022. She said that Section 38,

lines 2 through 19, required the departnment to collaborate
with Tribal Health and the federal governnent to inplenent
the policy, and required the departnment to report the
estimated savings and to fully inplement the policy within
6 nont hs.
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3:49: 33 PM

Co-Chair Thonpson wunderstood that there would be 100
percent federal match for |IHS travel, which neant 50
percent state, 50 percent federal.

Conmi ssioner Davidson clarified that wunder the Medicaid
program the federal governnent paid the Federal Medical
Assi stance Percentage (FMAP). For regular Medicaid it was a
50 percent match, 50 percent federal and 50 percent state.
However, for the services described through the tribal
policy change, the match would be 100 percent federal,
nmeaning that zero state dollars would be used. She
referenced a letter from CM5 dated February 26, 2016 (copy
on file). She discussed page 3:

Permtting a Wder Scope of Services

In this letter, we are re-interpreting the scope of
services considered to be “received through” an
| HS/ Tri bal facility. Under our previ ous
interpretation, in order to be “received through” an
| HS/ Tri bal facility, and therefore, qualify for 100
percent FMAP, the service had to be a *“facility
service.” By that, we neant that it had to be within
the scope of services that a Medicaid facility of the
sane type (e.g., i npati ent hospi t al , out pat i ent
hospi tal , clinic, Federal |l y Qualified Heal t h
Center/Rural Health dinic, nursing facility) can
provi de under Medicaid |aw and regul ati on. Under our
new i nterpretation, as described nore fully below the
scope of services that can be considered to be
“received through” an IHS/ Tribal facility for purposes
of 100 percent FMAP includes any services that the
| HS/ Tribal facility is authorized to provide according
to IHS rules, that are also covered under the approved
Medi caid state plan, including long-term services and
supports (LTSS). Medicaid coverable benefit categories
include all 1905(a), 1915(i), 1915(j), 1915(k), 1945,
and 1915(c) services set forth in the state plan, as
well as any other authority established in the future
as a state plan benefit.

This scope of service change also applies to
transportation that is covered as a service under the
state Medicaid plan. Under regulations at 42 CFR
440.170(a), a state can elect to cover transportation
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and other related travel expenses determ ned necessary
to secure nedical exam nations and treatnment for a
beneficiary. Related travel expenses include the cost
of meals and lodging en route to and from nedi cal
care, and while receiving nedical care, as well as the
cost for an attendant to acconpany the beneficiary, if
necessary. Covered transportation services can include
both emergency nedical transportation and non-
energency nedi cal transportation.

Medi cai d Beneficiary and | HS/ Tr i bal Facility
Participation is Voluntary

This new interpretation does not provide authority for
states to require any AI/AN Medicaid beneficiary to
receive services through an [IHS/ Tribal facility.
Nothing in this letter affects the entitlenent of
Al / AN Medicaid beneficiaries to freedom of choice of
provi der under section 1902(a)(23) of the Socia
Security Act. State Medicaid agencies nmay not,
directly or indirectly, require AI/ANs who are
eligible for Medicaid to receive covered services from
| HS/ Tribal facilities for the purpose of qualifying
the cost of their services for 100 percent FMAP
Simlarly, nei t her state Medicaid agencies nor
| HS/ Tribal facilities may require an Al/AN Medicaid
beneficiary to receive services from a non-1HS/ Triba
provider to whom the facility has referred the
beneficiary for care. Nor can a state delay the
provision of nmedical assistance by requiring that

beneficiaries initiate or conti nue a pati ent
relationship with the IHS/ Tribal facility. Finally,
f eder al Medicaid law does not require either

| HS/ Tribal facilities or non-IHS/ Tribal providers to
enter into the witten care coordination agreenents
described in this SHO

i ssi oner Davidson continued to Page 4 of the letter:

Request for Services In Accordance Wth a Witten Care
Coor di nati on Agr eenent

In this letter, CM5 also revises its interpretation to
provide that a service may be considered “received
through” an IHS/ Tribal facility when an |HS/ Tribal
facility practitioner requests the service, for his or
her patient, from a non-1HS/ Tribal provider (outside
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of the IHS/ Tribal facility), who is also a Mdicaid
provider, in accordance wth a care coordination
agreenent neeting the criteria described below The
purpose of this revised policy interpretation is to
enable IHS/ Tribal facilities to expand the scope of
services they are able to offer to their AlI/AN
patients while ensuring coordination of care in
accordance wth best nedical practice standards.

A covered service will be considered to be “received
through” an |IHS/ Tribal facility not only when the
service is furnished directly by the facility to a
Medi caid-eligible AI/AN patient, but also when the
service is furnished by a non-1HS/ Tribal provider at
the request of an IHS/ Tribal facility practitioner on
behal f of his or her patient and the patient remains
in the Tribal facility practitioner’s care in
accordance with a witten care coordination agreenent
nmeeting the requirenents described below Under this
policy, both the IHS/ Tribal facility and the non-
| HS/ Tri bal provider nust be enrolled in the state's
Medi cai d program as rendering providers. Second, there
must be an established relationship between the
patient and a qualified practitioner at an |HS/ Tri bal
facility. Third, care nust be provided pursuant to a
witten care coordination agreenent between the
| HS/ Tri bal facility and the non-IHS/ Tribal provider,
under which the |HS/ Tribal facility practitioner
remains responsible for overseeing his or her
patient’s care and the |IHS/ Tribal facility retains
control of the patient’s nedical record.

A non-1HS/ Tribal provider from which an |HS/ Tribal
facility practitioner could request services could
include an WUban Indian Health Organization that
participates in Medicaid, or any other Medicaid-
participating provider. Furthernore, the relationship
between the IHS/ Tribal facility practitioner and the
patient could be based on visits, including the
initial visit, through tel ehealth procedures that neet
state and/or IHS standards for such procedures, if the
| HS/ Tri bal facility has that capacity.

A self-request by the beneficiary, or a request froma

non- |1 HS/ Tri bal provider, does not suffice for purposes
of 100 percent FMAP; in such circunstances, the non-
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| HS/ Tri bal provider could furnish the service and bill
the state Medicaid program but the state expenditure
for the service would not qualify for 100 percent
FMAP. Simlarly, the non-IHS/ Tribal provider may refer
the facility patient to another non- 1 HS/ Tri bal
provi der; however, if the patient receives a covered
service from that other provider wthout a request
fromthe IHS/ Tribal facility practitioner, or the

| HS/ Tr i bal facility practitioner does not remai n
responsi ble for the patient’s care, the state
expenditure for the service would not qualify for 100
percent FMAP

At a mninmum care coordination will involve:

(1) The ITHS/Tribal facility practitioner providing
a request for specific services (by electronic or
other verifiable neans) and relevant information
about his or her patient to the non-I1HS/ Tribal

provi der;

(2) The non- 1 HS/ Tri bal provi der sendi ng
information about the care it provides to the
patient, including the results of any screening,
di agnostic or treatnent pr ocedur es, to the
| HS/ Tri bal facility practitioner;

(3) The | HS/ Tri bal facility practitioner

continuing to assunme responsibility for the
patient’s care by assessing the information and
t aki ng appropriate action, i ncl udi ng, when
necessary, furnishing or requesting additional
services; and

(4) The | HS/ Tri bal facility incorporating the
patient’s information in the nedical record
through the Health Information Exchange or other
agr eed- upon neans.

Witten care coordination agreenents under this policy
could take various forns, including but not limted to
a formal contract, a provider agreenent, or a
menor andum of understanding and, to the extent it is
consistent with IHS authority, would not be governed
by federal procurenment rules. The IHS/ Tribal facility
may decide the form of the witten agreenment that is
executed with the non-1HS/ Tri bal provider.

Comm ssi oner Davi dson spoke to Page 5:
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Medicaid Billing and Paynments to Non-I1HS/ Tribal
Provi ders

For services provided to Medicaid-eligible AlI/AN
beneficiaries that are rendered by a non-I1HS/ Tribal
provi der in accordance W th a witten care
coordi nation arrangenent, there are several options
regarding how those services may be billed to
Medi cai d.

The first option is for the non-1HS/ Tribal provider to
bill the Medicaid agency directly. |If the non-
| HS/ Tri bal provider bills the state Medicaid program
directly, the provider would be reinbursed at the rate
aut hori zed under the Medicaid state plan applicable to
t he provider type and service rendered. To support the
application of the 100 percent FMAP, the state should
ensure that clainms include fields that docunent that
the item or service was “received through” an
| HS/ Tri bal facility. Wen a non-1HS provider bills a
state directly, the state’s paynent rate for a covered
service furnished by a non-1HS/ Tribal provider to an
Al/AN Medicaid beneficiary under a witten care
coordi nation agreenent nust be the sane as the rate
for that service furnished by that provider to a non-
Al / AN beneficiary or to an Al/AN beneficiary who self-
refers to the provider. Simlarly, a state agency
cannot establish one rate for services furnished by
the facility to AI/AN beneficiaries and another for
the sanme services provided by that facility to non-
Al / AN Medi cai d beneficiaries.

A second option is for the IHS or Tribal facility to
handle all billing. In that case, the |HS/ Triba
facility would have to separately identify services
provided by non-I1HS/ Tribal providers under agreenent
that can be clained as services of the [|HS/ Tribal
facility ("“IHS/Tribal facility services”) from those

that cannot. Inpatient services that are furnished by
non-1HS providers outside of |IHS/ Tribal facilities
could never be clained as |HS/ Tribal facility

services. For IHS, other services provided by non-

|HS providers outside of an IHS facility generally
cannot be clainmed as IHS facility services. Tribal
facilities generally may have nore flexibility than
|HS and should consult with their state to determne
the circunstances in which other services provided by
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3: 55:

non-Tri bal providers can be clainmed as Tribal facility
servi ces. The circunstances under which  Tri bal
facilities my claim services as their own are the
same as those that apply for other simlar facilities
in the state (e.g., inpatient or outpatient hospitals,
nur si ng facilities, Federal | y Qualified Heal t h
Centers, etc.). Services that can properly be clained
as IHS/Tribal facility services may be billed directly
by the [IHS/ Tribal facility and are paid at the
applicable Medicaid state plan |IHS/ Tribal facility
rate. For all other services provided by non-
| HS/ Tri bal providers, IHS or the Tribe could bill for
these services as an assigned claim by that provider
and the paynment rate would be the state plan rate
applicable to the furnishing provider and the service,
not the applicable Medicaid state plan [HS/ Tribal
facility rate. These services are still eligible for
the 100 percent FMAP, provided other requirenments have
been net.

The billing arrangenment should be reflected in the
witten agreenent between the IHS/ Tribal facility and
t he non-

| HS/ Tri bal provi der. Payment nmet hodol ogi es for
facility services furnished by both the [HS/ Tribal
facility and rate methodol ogies paid to non-1HS/ Tri bal
providers must be set forth in an approved state
Medi caid plan. Paynment rates can reflect the unique
access concerns in particular geographic areas, or
with respect to certain types of providers. However,
rates may not vary based on the applicable FNAP.
States should review existing state plans to ensure
conpliance with the policy articulated in this letter.

25 PM

i ssi oner Davidson continued with Page 6:

Managed Care

The discussion above assunes that the Medicaid-
eligible AI/AN has “received [services] through” the
| HS/ Tribal facility on a fee-for-service basis. In
some cases, however, Medicaid-eligible AI/ANs my be
enrolled in a risk-based Medicaid nanaged care
organi zation (MO, prepaid inpatient health plan
(PIHP), or prepaid anbulatory health plan (PAHP), in
whi ch case the state Medicaid agency is making nonthly
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capitation paynents on behalf of the AI/AN enrollee to
the MCO, PIHP, or PAHP. The state may claim 100
percent FMAP for the portion of the capitation paynent
attributable to the <cost of services “received
through” an [IHS/ Tribal facility if the follow ng
conditions are net:

(1) The service is furnished to an Al/AN Medicaid

beneficiary who is enrolled in the managed care

pl an;
(2) The service neets the same requirenents to be
considered “received through” an | HS/ Tri bal

facility as would apply in a fee-for-service
delivery system and the managed care plan
mai ntai ns audi tabl e docunentation to denonstrate
that those requirenents are net;

(3) The non-1HS/ Tri bal provider is a network
provi der of the enrollee’ s nmanaged care plan;

(4) The non-1HS/ Tribal provider is paid by the
managed care plan consistent with the network
provider’s contractual agreenent with the managed
care plan; and

(5) The state has conplied W th section
1932(h)(2)(C)(ii) of the Act consistent with CVS
gui dance.

States would be permtted to claim the 100 percent
FMAP for a portion of the capitation paynent for
Al/ANs who are enrolled in managed care, even though
the state itself has nmde no direct paynment for
services “received through” an

| HS/ Tribal facility. The portion of the managed care
paynent eligible to be claimed at 100 percent FMAP
nmust be based on the cost of services attributable to
| HS/ Tri bal services or encounters received through an
| HS/ Tri bal provider neeting the requirenments outlined
in this section.

i ssi oner Davidson concluded with Page 7:

Conpl i ance and Docunent ati on

To ensure accountability for program expenditures, in
states where |HS/ Tribal facilities elect to inplenent
the policy described in this letter, the Medicaid
agency wll need to establish a process for
docunenting clains for expenditures for itens or
services “received through” an IHS/ Tribal facility.
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The docunentation nust be sufficient to establish that
(1) the item or service was furnished to an Al/AN
patient of an

| HS/ Tri bal facility practitioner pursuant to a request
for services from the practitioner; (2) the requested
service was wthin the scope of a witten care
coordi nation agreenent under which the [|HS/ Tribal
facility practitioner maintains responsibility for the
patient’s care; (3) the rate of paynent is authorized
under the state plan and is consistent wth the
requirenents set forth in nthis letter; and (4) there
is no duplicate billing by both the facility and the
provi der for the same service to the sanme beneficiary.

Applicability to Section 1115 Denonstrations

State expenditures for services covered under section
1115 denonstration authority are eligible for 100
percent FMAP as long as all of the elenments of being
“received through” an IHS or Tribal facility that are
described in this SHO are present.

Rel ationship Between 100 Percent FMAP for Triba
Services and O her Federal Matching Rates

The 100 percent FMAP for services “received through”
an |HS/Tribal facility is available for services
provided to Al/ANs as described in this SHO i nstead of
the regular F

MAP rate described in section 1905(b) of the Act, the
newly eligible FMAP rate described in section 1905(y)
of the Act, the enhanced FMAP rate for breast and
cervical cancer, or the enhanced rate for Community
First Choi ce services.

3:57: 08 PM

M. Sherwood addressed a docunent titled "Federal Medicaid
Authorities for Restructuring Medicaid Health Care Delivery
or Paynent" dated March 25, 2016 (copy on file), which
expl ai ned each denonstration waiver by the authority it

ext ended, a brief description of the waiver, key
flexibilities and /or limtations, and where it could be
located in the bill. He explained that waiver authority

under the federal Medicaid program neant that the federa
government had the ability to waive certain federa
provisions that would normally apply to Medicaid. He said
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that the three main provisions were: a service nust be
avai l able statewi de (statew deness), conparability of
service, and freedom of choice. He said that the different
wai ver authorities allowed the waiving of one or nore of
the requirenents. The 1115 denonstration waiver was the
br oadest waiver authority that extended beyond Medicaid. He
said that the waiver allowed states to test policy
innovations that were likely to further the objectives of
the Medicaid program The waiver would be granted for up to
5 years, and could be renewed, although not in perpetuity.
He shared that the state of Arizona operated its entire
Medi cai d program under an 1115 wai ver and had al ways been a
managed care program He relayed that a key feature of the
wai ver was that a denonstration hypothesis containing
eval uati on assessnments had to be present, and it nust be
budget neutral to the federal governnment. He added that
Section 30 of the bill <contained the 2 denonstration
wai vers; one for behavioral health, and another for an
i nnovative paynent nodel. He continued to the Health Hones
Option, which exam ned care managenent, primary care, and
acute behavioral health Iong-term services and supports for
individuals with chronic illnesses. He stated that to
qualify individuals had to have 2 chronic conditions, 1
chronic condition with the risk of another, or a serious
and persistent nental health condition. States had the
choice to select the chronic condition that would be
addressed and participation had to be voluntary and allow a
choice of providers. He said that there was an incentive
for states to start the waiver; because savings m ght not
be imediately realized the federal governnent would
provide 90 percent federal funds for the Health Hone
paynents for the first 8 quarters. States inplenenting the
wai ver nust take part in an inpact assessnent involving
survey and i ndependent eval uation of the program

4:02: 26 PM

M. Sherwood spoke to Honme & Conmunity-Based Services
Wai vers and Options on page 2 of the docunent. He expl ai ned
t hat , hi storically, | ong-term care had nmeant
institutionalization and over t he years di fferent
alternatives had been provided under the Medicaid program
The oldest alternative was the 1915(c) Home and Community
Based Wiiver Program which was the program the state
currently operated; 4 waivers were currently offered for
di fferent popul ati ons. The wai ver s required t he
denonstration of the necessity for an institutional |eve
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of care and had to be offered the choice of institutional
services. He furthered that there were waivers renewable
for 5 year periods that had to denonstrate cost neutrality
to the Medicaid program as a whole and not to the federal
government. The nmaxi mum nunber of participants for each
wai ver had to be specified and the criteria for entrance
selection. He said that 2 options that were offered in the

bill simlar to the waiver were the Section 1915(i) and
Section 1915(k). He said that the 1915(k) option required
individuals to neet an institutional l|evel of care to

receive services. As an incentive to states to use the
option, states were provided a 6 percentage point increase
in the federal matching paynents for services. He said that
the state was already nmaking services available to people
in the program wthout issues of cost neutrality or
[imtations on the nunber of individuals served. He noted
that the renainder of the docunent discussed nanaged care
authorities, both waivers and options in federal statute
that were not specifically cited in the bill. He said that
sone ways of doing nanaged care were voluntary and sone
coul d mandate parti ci pation.

4:07:42 PM

DUANE MAYES, DI RECTOR, DIVISION OF SENIOR AND DI SABI LI TIES
SERVI CES, DEPARTMENT OF HEALTH AND SOCI AL  SERVI CES,
introduced the presentation "1915(i) and 1915(k) Options
for the State of Alaska" dated March 28, 2016 (copy on
file).

4:08: 37 PM

SHANE SPOITTS, CONTRACTOR, SENIOR DI SABI LITY SERVI CES,
HEALTH MANAGENMENT ASSQCI ATES (via t el econf erence),
i ntroduced hinmself and spoke to the presentation. He read
fromSlide 3:

* In 2012, 1915(k) becane a new option to provide
consuner - di r ect ed, hone and comuni t y- based
attendant services and supports

e Eligibility
o Must neet functional eligibility equal to an

institutional |evel of care
0 Medicaid eligible
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As long as eligibility criteria are net, benefits
are available to all Al askans statew de regardless
of age or diagnhosis

Federal governnent contributes nore noney (56%
instead of typical 50% Medicaid nmatch to state
dollars in Al aska)

Agency nodel and consuner-directed nodel at state's
di scretion

4:10: 51 PM
M. Spotts turned to Slide 4 and addressed the PCA state
pl an.
PCA total spend is $85, 200, 043. 36
e 49% (%941, 786, 777. 39) of expendi t ur es by
i ndividuals currently on a waiver
* 1,603 individuals currently on a waiver receiving
PCA servi ces
* 3,308 individuals receiving PCA services not on a
wai ver
4:12: 27 PM

M. Spotts noved to Slides 5 and 6 related to 1915(i)
background. He addressed Slide 6:

State plan option to provide consuner-directed,
home- and comunity-based attendant services and
supports

Individuals do NOT need to be eligible for an
institutional |evel of care currently required under
1915(c) HCBS waivers or 1915(k) (Comrunity First
Choi ce)

o Medicaid eligible

o Targeted popul ati ons

Federal governnment contributes (50% match to state
dollars in Al aska)

4:13: 33 PM

M. Spotts continued on Slide 7 related to 1915(i) SDS

gener al

fund refinancing:
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GR Program Estinmated 349 of 545 recipients eligible

for 1915i program

e Adult Day Gants: Estimated 114 of 423 recipients
eligible for 1915i program

e Senior In-home Gants: Estimated 123 of 1,371
recipients eligible for 1915i program

e Community Devel opnental Disability Grants: Estimted
all recipients eligible for 1915i program

» Estimated savings of shift to 1915i is $8, 530, 000.

4:14: 40 PM

M. Spotts addressed target dates on Slide 8:

e Inplenmentation Plan Due- 7/31/2016
e Submt to CMS

« CMS Approval

* Begin Inplenentation

4:15:30 PM

Vi ce-Chair Saddler requested and estinmated tineline for CMS
to approve the 1915(i) waiver. He understood that the wait
time could be as short as 3 nonths and as long as 3 years.

M. Spotts replied that the 1115 waivers were nore conplex
and required significant negotiation wth the federal
government. He believed that the (i) option would require 3
to 6 nonths of negotiation with the federal governnent.

Vi ce- Chair Saddl er understood that the 1915(k) offered the
inventive of an extra 6 percent on the FMAP, but wondered
whet her the Medicai d expansi on popul ati on woul d receive the
hi gher FMAP under the 1915(Kk).

M. Sherwood replied that it was a 6 percent enhanced FMAP
50 percent would be the default for nbst cases. He said
t hat existing higher match rates shoul d expect the enhanced
6 percent, up to 100 percent.

Vice-Chair Saddler clarified that a beneficiary under the
expanded popul ation would receive the FMAP in effect, plus
an enhanced 6 percent, up to 100 percent.

M. Sherwood replied in the affirmative.
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M. Spotts concurr ed.

4:17:52 PM

Representative Gara pointed to the estimted savings bull et
on Slide 7. He asked whether the shift would be from a
different waiver program or a shift on to a Medicaid
wai ver al t oget her.

M. Spotts answered that it was a shift to the Medicaid
program from a state funded only program He expl ai ned that
100 percent state dollars were currently being paid for
services, and the savings would occur from receiving the
federal matching percentage of shifting individuals to the
Medi cai d program

Representative Gara asked about the |evel of care
requi renents to receive the 1915(i) wai ver.

M. Spotts answered that the waiver was still a Hone and
Community Based option, which nmeant that the services had
to be provided in-home or out in the community. He relayed

that the waiver lowered the institutional level of care
threshold in order to give the states nore flexibility to
fill any gaps in underserved popul ati ons.

4:20: 14 PM

Representative Gara asked how long the 1915(i) and 1115
wai vers had been avail abl e.

Comm ssioner Davidson responded that the 1115 waiver
authority had been around for a long tine; however, the
1915(i) and (k) options had only been around for a few
years.

Vi ce-Chair Saddler asked about possible difficulties for
wai ver renewal after 5 years.

M. Sherwood replied that sonme states had operated 1115
waivers for a long tine but typically nade program
adj ustnents when up for renewal. He said that if a state
wanted to execute the exact sane program over and over
again, CM5 could take issue. He asserted that if prograns
were run as intended, with adjustnents being nade as states
| earned what worked and what didn't, waiver renewal should
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not be a problem He stated that waivers that were not
denonstrati on waivers had no barriers to repeat renewals.

Vice-Chair Saddler understood that if the state went
through the 1915 denonstration then the program would be
i npl enent ed permanently.

M. Sherwood answered that it would have to be renewed
after a five year period and there nust be justification
for renewal. He relayed that npbst nmanaged care waivers and
options had evol ved out of 1115 denonstration projects.

4:24:23 PM

Vi ce-Chair Saddler expressed concern that the state would
enter into the denonstration waiver application and then
not be allowed to renew, |leaving a segnent of the
popul ati on wi t hout care.

M. Sherwood believed the <concern was legitimte. He
el aborated that the state would be required under 1115
denonstration waivers to create a transition plan in case
of term nation of the waiver.

Vi ce-Chair Saddl er wondered whether a new CVMS director or
Secretary of Health and Human Services could wthdraw
approval for a waiver.

M. Sherwood replied that the waiver could not be w thdrawn
prior to the end of the five-year period.

Representative Wl son asked if the state would be forced to
keep supporting a program that was shown to be working and
whether the state would have to pay for the working
program

4:26:46 PM

M. Sherwood clarified that the only waiver that could not
be renewed automatically was the 1115 denonstration waiver.
If the federal governnent determined that it was not going
to renew the 1115 denonstration waiver, the state would not
be obligated to spend state nobney or provide services
otherwise covered by Medicaid. He reiterated that a
transition plan would be considered which woul d ensure that
peopl e were inforned of the changes that were happeni ng and
be made aware of other alternatives within the regular
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Medi caid program or wthin other programs that mght be
appropriate for their situation.

Representative WIson nmaintained concern for the future
fundi ng of the waivers.

M. Sherwood replied that 1115 denonstration wai ver was the
only waiver where there could be a renewal issue. He
reiterated that the 1915 (i) and (k) options did not have
the same denonstration requirement and in those cases, if
the state decided not to continue and option, the state
woul d revert back to the original nmatch of 50/50, or the
| egislature to return to funding the grant prograns that
had previously provided services. He stressed that the
state would have no obligation to continue to pay for
services in the 1115 denonstration waivers that would not
ot herwi se be covered under the regular Medicaid program

Representative Gara asked whether managed care was barred
in the private sector in Al aska.

M. Sherwood replied no; managed care was regul ated through
the Division of Insurance and the state had provisions for
managed care witten in statute.

4:30: 33 PM

M. Myes provided the Slides, "Community Devel opnent al
Disabilities Gants 1915(i) Inpact” dated March 4, 2016. He
shared that there were 19 stated that had inplenented the
1915(i) option. He said that 5 states had inplenented the
1915(k) option. He relayed that it could take the state 3
to 6 nonths to get approval for the option. He explained
that with the 1915(k) option CM5 required a devel opnenta
council, which was conmposed of 11 voting nenbers who were
actual recipients of services, or famly nenbers of
recipients of services. He continued that there were 8
advi sory associations who were called upon after voting
menbers voiced their opinions. He shared that the contract
would end on July 30, 2016, at which tine the contractor
woul d provide a developnment plan for the state to carry
forward

4:34:32 PM

Representative WI|son where the prograns that the waivers
supported generated from
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M. Myes replied that the departnent was refinancing all
of its general fund prograns with the 1915(i) option so
that it could draw down 50 percent federal match. The
department was taking existing people receiving services
within the 1915(c) waiver and noving them to receive
personal care attendant services with an additional federa
match. He clarified that the program was not grow ng, the
departnment was working to actualize deductions and not
I ncreases.

Representative WIson queried how the state nmanaged to
spend nearly $11.6 mllion in general funds for Conmunity
Devel opnental Disabilities Gants.

M. Myes replied that the line item for the funding had
existed in the Division of Senior Disabilities Services for
several years.

Representative WI|son understood that the program was in
t he budget but wanted to know the genesis of the program

M. Mayes deferred to M. Sherwood.

M. Sherwood replied that the prograns were in statute and
exi sted going back to the 1980s, prior to the devel opnent
of the Home and Community Based wai ver system He said that
there had been grant prograns that provided honme and
community based services for people wth devel opnental
disabilities for at |east the past 25 years.

4:37:51 PM

Representative WIson understood that the prograns had been
established in statute and were not connected to Medi caid,
and that this new waiver option under Medicaid expansion
would continue the program while providing federal
mat chi ng funds.

M. Sherwood responded that the one of the duties that
Al aska assuned with statehood was taking over the role of
providing for people with devel opnental disabilities, which
the state had done by building a facility in Valdez and by
funding grant programs. Prior to statehood people wth
devel opmental disabilities had been sent to Oregon for
care.
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CSSB 74(FIN) am was HEARD and HELD in conmttee for further
consi derati on.

Co- Chair Thonpson addressed housekeepi ng.

#
ADJ OURNIVENT

4:40: 24 PM

The neeting was adjourned at 4:40 p. m
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